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This expaimental research shdy hcludcd 80 f&ly mcmbess of patieats îrzdked 

from SiPgical Intensive C m  Unit (SICü) to a0 in-patient uait 'Ibc pupose of the shdy 1s to 

compare the nlatioiiship of sûuchrred transk infarmation for faiiiiy manbers with usual 

niirsing liter-e as relocation stress syndromee T r d e r  anxiety r a s  m c 5 s t d  uskg r 

Graphical Anxiety Rathg Scale (G.4RS) and Perception of T r d e r  as a Stressor Scde 

(PTSS). Meam were compared between qerimental and c e 0 1  ~ o u p s  and s k p - h  unit 

(SDU) vs. t\7ards. Demographic inf01111&on and open-ended questions wae included in the 

sûdy and mdyzed ushg a modified thematic contemi mdysis. Descriptive d l c s  a d  

in&pen&nt t-tests were used to analyn the data Pearson comlation calculltions rvat 

conmicted to determirie potential relationships between variables. 

Farnily memba anxiety in the experimemtal group was p a t e r  when the patienî was 

transfened to a SDU as compared to a ward fol al1 GARS measiires (bueline, time of &ans;fcr 

and the combined groqing of hûppiness, readiness and nm.olmesz about the wiz fion 

SICU. There was no correlation behveen -ber of hours in SICU and f ~ l y  d e r  3nxieq 



a. 

Il  

Family members identify a need for i d m a t i o n  aboi* the lcvel of care on (he receivhg 

unit, readuiess for û a t d r ,  expectaîions of the fsmily, visitiog resûictim, nutrition, mobility, 

leve! dcbsrnatioq nexf steps, environment, nippmts amilable and physician 

cctnmiunicatiim 

Ihe majmity of fâmily membas view the SICU brandir as a positive event 'Ihose that 

were znbivdent or neg2bive may exhibit k d b r  aaxieîy and could bendit h m  ealy 

identification and intervention to focus the û-aos-ftr as a positive eveat 'Ihe family members 

i d - e e d  areas for irnproyement within the hospitai includiq c d c a t i o n  and the physical 
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Ioh-oductim 

M e t y  in patients and fanilies der discharge h m  one lewl of care to motber has 

been noted by many heafth care professionais. h - m i t  îraIISfers, der-mit t r d k r s  and 

inter-facility t r d e r s  are fieqwntiy associated with uncertaioty and suôseqwnt acuiety. The 

brasfier rnay s i e d  tbe need for kreased Ievels of c a r  sueh as with a irader fiom an in- 

patient unit to an intensive care mit (ICU) or h m  home to an Emergency department as well 

as decreased levels of care as with a tratlsfèr âom the ICü to an in-patient unit T r d e r  rnay 

also signal a sigeiticant Ioss in independence as witb the &di h m  hume tu a 1% tam 

care fàcility. Whatever the cause of the transfer, aWety appears to be present fm bot.' the 

patient and the family members. 

The tratlsfer may be perceived as a stressor by many individuas and as such may be a 

pqchologically îrauariaîic expsiaice. The specific reason for anxiety der trader h m  au 

ICW i s not clear but rnay be related to mcertaioty &a t r d k r ,  lack of preparatory i n f m a t i a  

prior to the tramfer or the Ndden remuval of monitoring devices, constant o b s ~ a t i m  or 

change in personnel bstweem the ICU and in-plent mit 

Nursing literature reférs to aWety afta tramfier %om the ICU as trans-fer anxiety or 

tran,rfèr stress. The related niirsing diagposis hown as reiocatim stress syndrome was 

f m a l l y  approved by the North AmericanNursuig Diagnostic - Association (NANDA) in 1992 



(Manion and R e  1995). Relocaicm stress ryahome is defhed as physiologie a d o r  

psycho socid disiwbances as a remît of trader h m  one enviromicid to another (North 

American Nuçiiig Diagposis Association NANDA 1992 cited in Maion and Ranîz). T b  

major &finkg characteaistics of relocation stress syndrome incluûe change in emiroimieat a 

location, anxiety. apprehensim, increased connision in the elderly population, depression and 

lmeliness (Manion and Raitr, 1995, p. 108-9). Otha tenus used to identay refocation sfress 

include: posî-relocation crisis, relocation crisis, relocation sho& relocation syndrome, 

relocation trauma, îransfer anxiety, trander stress, ~ ~ e r  trauma, trimslocation syndrome, 

û-am'=pl3ntaîion shock and srparatiim aaûsty (Lei& 1ÇÇÔ). 

For aie puiposes of this research study, b d k r  sWety will be eqlored as it relates to 

transfer 6-om a tertiaty level surgical deruive care ilait (SICU) to a step-down mit (SDU) or 

grnerd in-palient unit (ward) envuotment 

Statmaent of the Problem 

Any patient who is iransfèrred fiom tbe SICU to an in-patient unit has the p o t d a l  to 

encolinter aouety or stress a t e r  the tr&èr or conversely dztpret the transfer as reassuring. 

The enviromnent of a tettiaiy level hospital is very b u s  and the paiieot is likely to meet maay 

staff and physicians miring their hospital stay. 'Ibe purpose of a tatiary ICU is to provide a 

high lewl  of critical care services to a patient population The occupancy of the ICU is vety 

hi@ i i d  necessitates immediate + d e r  once the critical care service needs of me patient are 



no longer required The shift in level of care is o%en inmediate with liüie or no p r e p d m  

for the patienî or f ~ l y .  The staE and physicians providing care varies &om the ICU to the in- 

patienî unit Routines aod goals for ihe patient are h q u e d y  diBarnt The patient and M l y  

1s oftm left to adjw to rapid changes in care &livety with minimal advance notice and this 

rnay lead to kcreased anxiety levels. 

Anxief a f k  &ansfer fiom the ICU could be associated with fiigûî, wmies about 

quality of care, fear of neglecc or even fear of the fiihire. The patient could be physiologicdly 

and psychologically cOrnpT&sed as they are in the recovery mode of a very acute event ne 

patient m2y be feeling very w k a b l e  aad the family may feel helpless and concemed bat the 

patient has been rushed out of the ICU. 

Purpose ofthe S W  

Iiifmâtion about haosfer anxiety in patients and farnily members d e r  patient haasfa 

h m  SIm may improve the ability of nurses and other health care providero to mdersîand and 

adjust tbeu health care practices aad facilitate early family memba involvement in the 

patient's trmTer and subsequmî care plan 

Leith (1998) cmcfucted a descriptive sûjdy in two tertiary lsvel medical ICUs dt- 

discharge to a general medicine mit Edension of this shdy will inciude appiication io a 

tertiaty level surgicaVtrauma IW population wing an experimental hvo mo-oup petest and 

post-test design measuring t r d k r  anxiety in a group mat receives ihe mxai ievei of 



infmation related to SICü trader and a second goup that receives sûuctured teachiag 

regarding SICW t r d e r .  The dudy will also compare levels of t r d e r  anxiety in the family 

members of patienîs transfiied h m  the SICU to the in-patient mit compared with a SDU as 

well as the level ofbansfer mrietyrelaîed to SICU patient leiiglh ofstay. Quarditative 

methods are used to evaluate the measses obtained within this shidy. 

The Research Oue~Zicms 

This d d y  wïll focus on the followiag questions: 

What is the level of d e t y  that family members e.sperience afta patient trader h m  

a surgical ICU? 

What is the difference in trader amriety haî family mernbers experience a h  patient 

(ransfêr âom surgical ICU whm stnichued transfêr infmation is v i & d  ÛS 

compared to uswl uastnictured t r d e r  infmation? 

b%aî is the diBirence in tramfier anxiety thaî family members experience der patient 

traris-fer hm surgical ICU d e n  patient trderred to step-down unit as cornpairad tu 

geaeral impatient mit? 

Cl%& is the correlation between fm-ly member iransfèr aWety following patient 

îransfer h m  surgical ICU to in-patient mit and ICW let@ of sta-f? 

What information do family members need re!aîed to patient @ d e r  nom a ~ ~ g i c d  

ICU? 



6. What is the correlation between reported a n d  of infmaticm rtceived prim to 

nugical ICü &ansfi and level of amiety? 

Research Hvpotheses 

1. Family metnbers experience a greater amotmt of transfièr anxicty a h  paient tmnda 

h m  a sugkal ICXJ when they receive usual unstrucfwed informaticm 

regardkg the tra13sdkr in cornpariscm to f ~ l y  members that receive sbuctmed k d e r  

infmation 

2. Famity members experience a greatr - amount of transf'ér aoxiety after patient frasfa 

fi-m a slngicai ICU whcn the patieat l e  tr-a~lsdimed tu grnad in-patienî mit as 

compared to step-dolm unit 

3 .  Family members experience a level of transf'i anxiety proportionate to the patients' 

surgi c d  ICU 1- of stay. 

4. There is a negative correlation of anxiety ammg f d l y  mernbers ata patient transfer 

âom a wgical ICU and amount of infimation provi&d prior to ICU transfer. 

This assumes thai h d e r  h m  SICU rnay lead to crisis in a family a d q t q  to 

the distresshg eveot of ICü admission and subsequenî discharge. Crisis is exhibited tbrough 

aauous behaviors and may or may not be a e c t e d  by the amount of Ùiformation the family 

mzmbers receive in preparation for patient franster h m  the suRica1 - ICU to an in-patient unit 
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A limihg frtor in this rhdy are the mmy exîra~ous variables that codd produce 

d e t y  in the f d l y  mcmbers and conhibute to the atlxiety or u ~ d a d y -  An additionai 

1imiti.q facîor 1s the coping shaîegies employed by the family members and Qe of 

theu personal support systems. 

S i d c a a c e  of the S t d y  

Patienîs have been documeated to expaïence anxiety &er transfèr eom coronary care 

mi&. This anxiety has occasimally conîribiited to physiologie sequelae such as dysrymmias 

and extension of initial myocardial S a c t  secondary to release of  catecholamlies (To* 

1920). T k e  are few studies 16at measure the effect ofthe transfer 6-om a medical or surgical 

ICW to an in-patient mit A recent shidy by Leith (1998) idmtified that the majority of patirntç 

and family members experienced moderate to severe levels of aWety a%= transfer @om a 

medicai ICU. 

There are no publiçhed sbdies that meanire the trans-fer amiety for the family mernba 

of a patient ninoundkg t r a d k  &om a *cal ICU to a SDU or a sugical in-puient unit 

Nor have sbdies been cunducted measuriog tbe amount of anxieîy experienced by family 

members comparing struchued Lif'ation procesç vernis w d  uostructiired infmation at 

patient tram& from an ICCi s e t h g  Toth (1990) wed a quasi-experirnentai design compaing 

the effect of teûching methods on patient anxiety d e r  leavllig a CCV while Schwartz and 

B r m a  (1979) cmducted a rmdrsmized experimçntal design to compare the ef ic t  ofiwo 



selected mrsiag idementions cm reduciog patient stress associated with CCU traLLSfer- 

One m e b d  of reducizg trader amriety is to povi& sbucaired information in 

advance of the transfîêr ensbling the patienî and fàmily members to reduce their uiiccrküz$r and 

thereby reduce theu anxiety. This sfuûy will provide valuable infonnatim to ICU m e s  and 

in-patient unit nurses regarding the phenomenon of traiiçfa aiaiety and idcntify the vatue of 

pre-trader information in rcduciiig ihat aoxiety. Ibis sbdy evafuates the oihome of a nirsing 

intervention on the f e i y  members and will contribute to nursiiig lmowledge aod provide 

guidance for nurse practice to benefit fiitiPe paîienîs and family members experiencing ICU 

~ a ~ l s - f i .  



Defition ofTerms 

rron#ièY uaxicly 

a state in which ai individual qer ïmces  physiologie mdor psychological 

didurbances as a remit of îrander f h m  me enviromnent to anotber (Capenito. 1995, 

as cited in Leith, 1988)- 

f a m e  mrmbtws 

amilts (18 years of age or o l k )  who are related to the patient by blood, marriage, 

adoption, or aiends and neighbors who are identified as a "si@canî ooter" thaî visit 

îhe patient miring the siirgical ICU patieaî stay 

surgkuIIC'u' 

the area of the hospitd mat provides h i e y  technical, specidized care to pstients wiîh 

critical, Me-threatening wgical problems and allows for catiwuus monitoring and 

registered nurse observation 

gcneraZ inp~~n'& .nit 

the arxa of the hospital more coiimicnly known as tbe hospita1 ward îhat does not 

proci& for contintmus monitoring observation by the reegidered nurse 

dep-dmn unit 

the a r a  of the in-patienî unit init hospita1 ward ihat may provide cOatimu,us 

rnoaitork and registered nurse observation 



The phenamenon of t rader  aiaiety in f ~ l y  members o f  patients transfierred &om an 

IC7J is not unique to the ad& population The tratdikr of the petam inErnt h m  a tertïary 

nematal ideiisive c s e  mit (NICU) tu conimimity hospitd has been temed "back transport" or 

"retrder*'. Back barnport has been explored in a quaf itative study by lluhnly and Frestun 

(1993) and resulted in the development of a coacepaial mode1 entïtled Mode1 ofBack 

Transpott Experience. 'Lhis mode1 was derived u s e  content analysis of iaterview transcripts 

with parents followïq id& bac& transport Theoretical saturation occined &a ten 

interviews wih  parents. A finher f o u  interviews were conchrcted to vnify data sahn;ition 

The tfaee phases of the pare&' experience are ideatified as Precrisis, Transition and 

Acceptame. 

A Precrisis period is influeoccd positively or negatively by the communication of 

infonriation to pare& about the back transport and by previous events of the hospitalizaticin 

Following - back transport, a diree day transition pniod occuned chiring w k h  the eldent of the 

crisis is realized. Influencing concepts at this stage include medical complicaticms, care t a k k  

practice chaoges. environmentai changes, feelings of powerlesmess or empowm& anci 

personal copiog msources and support systems. The transition period lasted app'oximately 

k e e  days for al1 parents and led to the paiod of acceptame by days five io seven a h  bacic 

transport The experience of back transport tvas a crisis-provolckg - sibation ~perinipcised on 



parents already in disequilibrim &om a prrtnm i n f i  (giiboLy et al, 1993, p. 54). 

'Ihis crisis q a i c n c e d  with back transport is not d i k e  the feelings family rnernbas 

may experience when the patienî is bcansfmd &om the h i e  technology, higb monitoring 

envkomnent of a tertïary ICü to an in-patieot mit that provides a different level ofpatienî care 

t h @  reduced obsawtim and monitoring and Ulcreased patient to -se ratios. The 

principle hjpottiesis of this research sbi6y is iha mrsing intervention at the Prealsis stage 

through provision of transfk i n f m a t i m  to family members prier to patienî t r d e r  h m  tbe 

surgicd ICU will positively influence the katlsfèr event and reduce the extent of the crisis at 

the Transition stage enabliog the family tu move to Acceptance of eveats leadiag to ICU care 

and discharge. 'Ihis hypothesis follows ï h e  Mode1 of Back Transport Experience as depicted 

in Figure 1 (p. 1 1) (Kubnly et al, 1993, p. 5 1). 
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Chwter S m =  

This chapter has provi&d an ovaview of the concept mder investigation, traaçfer 

anxiety, and identified the poblem assocaahd with trarisdêr anxiety in tbe clinicai &hgitiag A 

datement of purpose and several trsrarch questims bave baen identined Thc conct@ud 

framework adûpted âm the Mode1 of Back Tra1sport has been desaibed and its relevmce to 

t r d e r  amiet): inhoduced In the next ch* the litaahire review will be prescnted 

inc1udin.g traasix aWety  as it relates to the family members. 



Chapta 2: Literahire Review 

Iatroduction 

A literahire search was cmducted using Medline and CINAHL databases and aie 

twms ICTi Discharge, ICU Trandkr, Tramsa Anxiety, Relocation Amiety, Relocation Stress 

Syndrome, Transfèr stress, Translocation Syndrome, T r d a  Shock Relocatim Trama, 

Translocation Trauma, Translocation Sbock, and Anxiety to review (he curent relevant 

literahire. 'Zhe aticles pestaking to fraL1Sffa h m  an Intensive Care Unit se* or &mmary 

Care Unit to an in-patient unit or p e r d  ward &scribe or researc- the p h e n m m  

r d  ated to the a W e f  experieneed at time of & d i x  were reviewed. 

In order to compiehend ICU transfer anxiety, an understanding of anuety, îrmder. 

rtauety, traosfèr aouety as it relates to patients and fanilies, measvemeats of t r d e r  e e t y  

and nursing in tewdms for trans-fer a W e t y  is required- 

k x i e t y  

h u a t y  is a concept frequently encointered in aiirsuig in al1 practice areas. The 

emliest discussions of anxiety are credited to Kierkegaard (lm) an e x i s t d a l  philosopher 

urho clescribed anxiety as a va,pe, dme uneasiness, diffkreni âom f e s  in thai no apparent 

danger is present (cited in Goodwin, 1986). 'Ihe concept of anxiety amse &cm psychoanalytic 

thsoty ffom the time Freuû fkst wrote about it in 1926 (Robkon, 1990). 

Aouety 1s a condition characterized by subjective, consciously perceived feeliiigs of 
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tension and appehension accompanied by activation of a neural-aubaine aiitmomic resp- 

mediated by the hypoîhaiauuls, sympathetic ncrvous s y s t è ~ ~ ,  and adsenal glands (Cl- et 

a1,1994). k e t y  is a rdection of many underlying causes. It can be a normal m p m e  to 

enterhg an iatensive c;ne init or in responçe to the psychologid impact of encouidering 

illness, separation h m  f A l y ,  loss of control and fear of kath. Ainiety cm have a 

physiological maninstation througb vital signs, for example, or can represent a psychiatrie 

disorder. 'Ihe variety of causes of amiety d d e s t a t i o n s  can lead to dficulty in 

&finition 

FVhitley, (1992) undertook a concept analysis of amcieîy as it is a vay broadly applied 

impression in n u ç i n g  pnctice. A recuring thme in the definitions of snxiety is thaî neither 

the cause nor the nature of tbe felt danger is h o w n  The mlinown origin of e e t y  is a 

characteristic that separates it h m  fear. N%itely idtiitified f o u  critical aîîributes of aarieîy: 

îhere is a presence of a vague, uneasy fiel ing of discdort or dread; the source or cause of the 

anusty is ualsowm or nonspecific; psychologic~eha~ioral causes act as energizers but are 

not directly observable; îhe physiologie, psychologic~ehavioral, or coppitive sigps are the 

objective result of the t r d m a t i i m  of the energy into reliefbehavtors (p. 11 1). The 

mpùical referents for aWety are % e q d y  p u p e d  in the mvsing iiterahire into the 

categories of physiologic, psyeholo~ic,icaYbehavioral, and codtive. 

Cl* et al (1994) &scribe anxiety im a cnnriniini $-mu niild to mukate  to scvcrc ta 
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paaic- Mild h e t y  is not necessarily noticeable. A mild level of aDnety acts as a stimulus 

for improved poblem-solving. As anxiety progesses fiom mild to moderate, the person 

experiencing it rnay begin to fiel more mcdor tab le~  h moderate rixidy, cogpitiw &-es 

can occur leadiog to remieed c o n c ~ m  and iacnased restlessness. The subjective feelings 

of e e t y  intemifil as the amriety escalates. The person rnay experience a feeling of inpendhg 

dom At the panic level the pason may become exiremely inicomfortable and inaeased 

pliysiological symptm rnay W e a r  (Clark, et ai, 1994). 

There are many physiological symptoms th& rnay iadicate aiaiety. In the critically il1 

person, it is v e q  important to knov the medical conditions thaî may mimic anxiety, f~ 

exaq.de, congestive heart failure, hypovolemia, dysrhythmïa and agina (Clark, et al, 1994). 

Physiologie respooses to stress are mediated - the autonamic navous systerü and 

prepare the pason for flighî or fi* Activation of the sympathetic nervous systmi ûranch 

results in increased cardiovascular rate and cardiac output Palpitations or dynymmi~ may 

occw and blood pressure rnay increase. Blood supply is shuBted to the brah, heart and 

skeletal muscles and away fkom the periphery. Respiraîw raie a d  depth are inaeased to 

optimize oxygenaîion (Murray, 1975). The physiologie assesmen! of e e t y  in a criticaily iii 

patient would be difficult to assass as their illness rnay result in chwes in cardiac ouipu& 

dysrb-as, a d  others. Co@tive hct ion  in the aiticaiiy iii paiieni may be aiiered as a 

result of medications or sensory overload. Meastlremerit of the psycho1oe;icaYbehavioral - - 
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manifestations of d e t y  in the aiticdly il1 patient recentiy îraIISferred fim th ICW sethg  

has the higbest potential for appropriately i m i n g  e e t y  (Leith, 1998). 

Johnson and Larva (1989) studied the &ed of preparatory information on patient's 

anxiety and bega studyhg the underlying processes that enbaace cophg Johason siid Lauver 

examioed the p a n i s e  of fbur theories to understand how interventions aSect the observeci 

copizg oirtcomes. The theories f m e d  the basis of îheir hypothesis in a shdy of the &cîs of 

preparatory information intesvention on coping with radiation thaapy for cancer. Emotitional 

drive theory suggeN that paîients wiîh hi& imxiety will be highly amrious before and afta the 

threûtening event Preparaîary infmation should help thcse patients to lower ththtu &ety 

and to focus cm the infotplation given - A moderate level of aaxiety mates an effective level of 

motivation in prepaation fm im impendïng experience. Patients rvith low levels of aiuoety are 

not motivaîed to prepare for the stressnit expmmce (Johnson et al, 1989). 

Janis (1985 cited in Johnson et al, 1989) ~ g g e s t s  infmation will brlp to focus hi@y 

anrious patients by decreasiug their amie@ it will not affect the moderately aixious patiw 

and it will motivaîe patients with low anxiety to engage - in the work of wony, cauçing hem to 

ba lass anuous pst-t-operativefy. Research ido the effects of preparatory Information on the 

emo tional responses of patienîs indicated that the information was effective in redutüq 

emotional distress and anxiety (Jenkins and Rogers, 1995). 



Relocation stress syndrome is defined as "a da!e in which an indiridual expmences 

physiologie or psychological dis(ubancts as a nmlt of a haistér  ha^ one eavir~lll~~eat to 

a n o h -  (Hat5ailich & Btugler, 1991 cited in Barnhouse, et al, 1992). Relocation siress 

syndrome has been described in the movement of patients *cm one mit to anotk ,  one facility 

to another, movement to a long-term ciae fàcility or to a new home (Manion and Rantz,1995). 

Traosfer rixiety occurs when people are requued to move h m  a familiar envirmmenf 

in which îhey feel secure, to an dûMiliia envir~~ll~lent (Saarmana, 1993). Patients with 

transfêr aaxiety experience primary amÿety h m  the h e l y  temination oftheu dependent 

relationship with their nurse accordhg to Roberts, (1976). The patients experiencuig ir&er 

aaùety  encornter fri* h m  the implications of theù illness as weil as h m  the idea of 

leaving the security of the critical care uiit Expectanî aoxiew occurs when paiiaits wony 

about uhî the aew mit  will be like. 'Lbe basis of hansfêr anxiety, according to Roberts 

(1976) is f m s d  fiom the thm conditions ofprimaty apxiety, Pi@ and expectant anxiety. 

TransTer aauety can be expaienced with transfer from one aitical care unit to another and 

wîthin the critical care unit hansfèrs as well as with triillsfers to the in-patient mit 

Primary amïety arises when thae is a biockage in the termination or separation 

process such as when a patient is tradmed h m  a aitical care unit to an in-patieat unit 

without an opporbity to transfêr graddly (Roberts, 1976). The u d e r  process may be 
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abrupt prwenting the paient h m  gohg tbroogb noimal tarmnation processes like sayiag 

good-bye. The patient's fimily may m t  be d e d  d îhey could qerienee arxiety at 

discoverhg an enipty beâ, fm example. Ifthe &ansfer is quickiy mange4 the paîient rnay be 

infmed or deduce tbe bed is reqoired fbr somebody that is more critically ill, treatïng a 

p o t d a l  for additional anxiety as the patient may di11 view themselves as critically ill. An 

abrupt tander does not allow the patient to idcatify the positive characteristics of theu 

bansser and they rnay feel rejected Thhg of a îransfk cm d s o  ara te  codasion a d  

disorientation for the patient, especially ifthe tr;insfer is duhg the ni$& 

A second condition c-ibiiting to & d e r  anxiety is fiight The patient rnay feel 

secure in the presence of monitoring equipment and constant observation Feelings of âight 

a l se  when a person &es not lmow what to expect in a partïcular situation The provision of 

infornation regarde the p e n d 4  W e r  and pinpose as well as expectations of the new 

enviromnent may ~ e d y  reduce b d e r  aniuety (Roberts, 1976). 

Expectant anxiety results wbcn the patient has dfieulty intepihg into the new 

enviromnent The patient's expectatioas and those of ibe receiving mit rnay not be the same. 

Il lness threatens the patient's sense of biologicai and psychologieal inte~iîy.  The patient may 

still view themselves as critically il1 while the staffare enco-h - - inaeased phpicai 

activity and changes in the robe and metbod of basic ireahrienkg 



Hackeü, et al, (1968) cmducted a study us& taped interviews to i- what CCU 

patients thougbt of intensive care a d  specificaiiy their c d &  about the kder &om C m -  

ûfthose interviewed, 73% iodicated they w a e  rerssued by beiiig k d m - e d  out of the CCU 

as it \vas tangible eviâence of iniprovemenî A sense of losç was felt by 18% of patients with 

traasfer and the missed attention and security they had received Nue percent were &Ï@ened 

followhg the move and were coacerned about the function of their h e m  without a monitor (p. 

1366). In the Leith s t d y  (1999) 5û% of patients a d  60% offamily members intaviewed 

idaitified the iraosfa h m  ICU as a positive step forwsrd in the paient's recoyery- 

Dellipani, et al. (1976) examiDed amiety d e r  a heat attack in two populations ushg 

the CCatll8-Parailel-Foim Anxiety Baîtery developed by Schia and Cattell(1960). The 

patients' level of anxiety was hi@ immediately afta îransfer iiom the CCCJ and then fell 

rapidly over the next week rishg again as discharge h m  hospital became neara (p. 754). 

The pattern of amie9 der heart attack was similar fm patients acfmïüed to a CCU, hospitai 

wmd, or treated at home. 

Minckley, et al, (1979) developed a tool to assess the effed of in-hospitai tradêrs on 

cardiac patients and to measme nmsing interventions in the control or improvemeot of patienî 

respooses to kaas-fer. The Myocardial Stress-of-Trdfa hventary (MXSTI) is a set o Î  

measiires composed of grouped variables relaîed to patients' perceptions of erdemal support, 
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perceivcd dtituûcs a d  bebsvim, ad physiological rcspoiucs commonly assessed by nuses 

in typicd hoqitai s d h g s  (p. 4). Thro@ this shrdy it was determinied that cadiovascular 

s i p  and s'priptms are mstable and dyshytbias are likely to oc- in the two-hour period 

followiog t r d e r -  'Lhe leoglh of t h e  the patient Irnew about fhe bansfer pior to the a d  

c&ol group and two dinerent intervention ~ooups. The level of aWety was measured usbg 

a modified Staîe-Trait AWety Inventoty developed by Spielberger (1970). 'Ibe experimental 

groups scored lover than the control goup in patienî stress as reported by patient, family and 

=se; cardiovascular complications within 24 hours of &da, and cardiovaçcular 

complication 24 - 72 hows a h  tramfier- The m t a v d m s  included provision of  information 

to famity mernbers about patienî trader âom CCU and pre-traLlSfer in-patient nurse and Cm 

patient iateracticrns. 

Tot& (1980) conducted a quasi-experimental study of the effect of shuchPed 

preparation of & d e r  on patient aaxiety on leaving the CCU. Patient anxiety was measured 

uiog tbe White for Persmality and Ability Testhg (IPAT) and physiofogic measures of 

systolic blood pressure and heart rate. ' I b a e  were no statisticaily difkent fuidinps in 

measwe of psychologicd anxïety in the group receiving stmchired pre-trader teacillag and 



the goup receiviiig mstmctured teachuig but t h e  m -  a sigeincantly lower me- of 

physiologie variables in îhe gr- rece ive  a sûwtured pe-&ansfer teachiog pro#= (p. 28). 

Poe, (1982) conkted  im expallnecitai study to determine ifa sbucbred pe-fmmdk 

teachuig propm would lower the stress-of-transfer respcmse in p s t  myocardial innrction 

patimk. The Mpcardia! Infarct Stress-of-Trder hventory -'TI) and State-Trait Anxiety 

h v & q  (STm wae used to w m e  the physiologidbehavioral ad psycbological 

parameters of stress. The patients nceiviclg the struchnced pre-trder teaching intervention 

had a sipficaotly lower measure of psychdogical &ety (STAI) tbaa thon patienîs 

receiving an msûuctured teachuig plan 'Lhe physiologidbehavi measse ~ f I S T I )  

demmtrated no significanî ddiffence between the truo goups (p. 365). 

Moore (1996) c m h t e d  a quasi-experimental~&uiy to determine ihe effectç of a 

discharge infmaîion intervention on recovay outcmes following cormary artery bypass 

nngery wing the Profile of hlood States (POMS) aod the Sickness impact Profile. They 

ccmclu&d no sigùticant difference on psychological distress and positive effects on physicai 

finictimïng with the discharge infbmation intmention (p. 181). 

The preceding M i e s  h<mrb.ated resprnse:: rztnging h m  no sipficaot difkence to 

s igdicant l~  lower aWety  in patients d e n  a sfrucûtred teaching pian was incoiporaied in me 

ICU transfer- 



Traasfer -4ariet-v in Familv Manbers 

Several research d i e s  assessing the needs of family membas of critically il1 

patieats w-ere conmicted 1980 througb 1989 (Ixske, 1993). The measure that was most 

&eqmîly used in these studies was the Critical Care Family N«& Inventory (0 a tool 

li- 45 needs statemeats to be rated by k Ü l y  membas on fou categories rang& h m  not 

important ta very important Empincal aoalysie of accunulated data auoss many patient 

populations, seüïqs, geogrUphic locations, and over One idtdfied th& there are pimary 

me& (Leske, 1993). The 15 most fiequent ne& are caîegorized d o  tbree (hemes iacluding 

asmrance, proximity and infmation Viithia the 15 fi-eqwnt ncads idrntified lie the nead ta be 

tcld about traosîer plans, a cornpunent of the theme iofmÛIion (Lesice, 1993; Quimi, et ai, 

1996). 

Ofsen (1970) (as cited in Quion, et al, 1996) suggests relatives may directly impact the 

ouicome for the patient in critical illness. 'Ihe iiripottaace of providiog family members with 

handkr Uifùrmatimi and assessiog transfer aWety in the f3miily memba is supported by this 

theory. Sîudies have been cmmicted to assess the level of anxiety of families, but few bave 

addressed the concept of transfêr d e t y  in family members of ahlt intensive care patieiits. 

Fewer d l l  have employed the evaluition of an intervention 

Doen and Jones (1979) exsmincd the cffect of family prepaation for vïsitation cm the 

state of  aaüeQ level otthe CCU patient us@ tbe State-Trait Acixiety Inventmy (STAI) as a 
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measure. Li this shdy it was detamiaed patients whose family members were pepared for the 

visitation drimonstrated reduccd amie@ compared wiîh fanilies unprepxed. It is &eu 

hypothesis that family members tramnit aaxiety to patients and a prepared f e l y  reduced the 

anxiety in the patieot (p. 315). 

Ddey, (1984) intwiewed f d l y  membas of K U  patienîs regardhg theu need for 

reliefhm aosiety Family members iodicded a need to k infoimed ahead of t h e  regarda 

kaosfer plans (p. 23 1). 

Bokiaske (1992) tested h e  pre-&ansfer care coderence as a rnethod of reduckg 

family anxiety at the time of fransfer the ICU ushg the State-Trait M e t y  hventmj- 

(STAI). Care conferences sigpificaotly reduced the aWety expaienced by family members 

upon patienî t r a ~ ~ s ê r  h m  the ICU (p. 131). 

Foss and Tmbolder (1993) conduçted a descriptive sûdy to detamine the diffixence 

in expectations and needs of ICU f e l i e s  a d  in-patient mit families. Family members of ICU 

patients put greater importance on activities sueh as beiog informed in advance of the k d i  

plan than hose with relatives on an in-patient mit (p. 382). 

Dodds--4zzopardi and Chapman (1995) coamicted a retrospecîive descriptive measw 

of psmts'  perception of premahre infaiit W e r  ammg hospitais as a siressor. Seventy- 

seven percent of the fanilies indepeaddy ideotited sîressnil iacideiits moinidkg selected 

aspects of  trÛLLSfi- in paiticular the lack of c d c a t i o n  between the staEof the deasive 



crae nursery and the M o f  the c d t y  hospital nursery was s!res&l (p. 39). 

Jammon et al (1996) conduetrd a qualitative investigation of the qericnces of 

families with a relative in the ICü. Findings identified behaviors sucb as boVCnII&, 

infotlllation-seelmg, trackiiig and gamaiag resources wen corrrmon üiemes. The hovering 

was related to uncerhkty and ioformôtion-seelring was seen as p o p s s  fkm hoveriog (p. 

467). 

In the precedïng shidies, information îixougb care cderenciiig and advaMe notice of 

ICU transfér were seen to reduce family member anxiety at time of patient ira13sfer- 

hhckley, et al, (1979) developed a research tool d t l e d  Myocardid kifarct Stress- 

of-Traosfer hventory to evaluate changes in patients' stahis as a remlt of & d e r  

fiom the c o r c m q  care unit to a general care w d  The MISTI iiicluded objective and 

subjective criteria measired over two time psiods: eigbt hou  period plior to trans.-fer aad the 

eighî hour period icimiediately following trah4er. The tool did not involve direct patient 

participation but rather data obtûiaed âom the medical record includiiig demographic data, 

vital sign measureî, questions mch as "did the patient express appreheasion about the 

fransfd', presence of a nursiag care plan, nurses' estimate of patient readiness for trader- 

The observational and nurse quesiionnaire data were col lected and averaged for pre-haas-fer 

and post-tramdkr items. Iî is limited throu@ îhe assessment by nuses ratber than direct patienî 



the c o r o n q  c m  imit may demonstraîe physiologie change upon discharge. 

S c M  aid Brenner (1979) adminidaed a questi~a~~airc of physiological and 

psycho sociai variables of patient sîress to the patienî, a family memba and a shnnurse on tbe 

ev- of fransfer. The questionnaire was dcveloped by the reselrchers who modified it fiom 

a behavior checkkt used by m e s  to rate patient aoxiety as previously applied by Klein, et al 

(1974). 'Ibe Schwartz shdy idemtined that patients subjected to eilher f b l y  intavenîïon witb 

bhe CCU nurse or pre-trader ause-patient interaction were more likely to comply wiL 

physician o r k s ,  bad fewa readmissions to the CCü a d  spent fewer hospital &YS thaa &se 

in the confrol group. 

Toth, (1980) studied che effect ofteachiiig methods on patient amiety afta leaving the 

coronary care mit Haif of the sûdy p u p  of 20 received stiuctured teachmg by the 

resevcha and both groups received umûwîured teachhg by the CC3 =se. 'Ihe effect was 

measured ushg the JnstiMe for Persooality and Ability Teshg (IPAD k e t y  Scale. The 

findiogs througb the psychological questionnaire iadicate no sigeincant diffaence in d e t y  

beîween the stmcûued and unsûucûjred teaching groups but a sipifkant difference in measure 

of physiologic parameters (systolic blood pressure and heatt rates). 

Diinbar (1983) developed a tool d t l e d  Parrptioo o f T d è r  as Stressor Scalc 

(YISS) and administered it to clients admitted ta the SICU of a 1-e riniversity teachin~ - 
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hospital prior to bder h m  !he ICü. Leith (1998) modified this bol d admiillstered it ta 

patients and family membas of pdeats îmnsfied h m  one of two University 6 l i a t e d  

Medicd Intensive Care Units withia 48 ho- of trader h m  the MICUCU The PTSS iacludes 

fiw questions çcored by the participant ushg a five point Wart-type scale. 'Ibe PTSS was 

found to be easily applied and a direct meanire of tramfier amüety in patients and family 

mmbew. An waluation o f  tbe complete PISS score provided a rcliability coefficient of 

-5308 and when adjusted by removiag onc item, aa inaease in the Cronbach's alpha 

calculatim to -7143, an acceptable level of reliability (Leith, 1998). 

Vogelsang (1988) conducted a sûdy with a pe-operative ambulatory surgay 

population ushg the State Annety kiveatory (SAD aod the V i d  Andogue Scale (VAS) to 

&termine ifthe VAS wûs an accurate and sensitive method to subiectively measure the 

transitory motional condition of p r e o p d v e  aixiety The VAS poved to be a accurate 

measure of pe-operative anxiety with a cornlaiion of r = 0.84 between the SA1 and VAS. 

W e w s  and Lowe (1990) conducted a review of the various forms of visuai analogue 

scales (VAS). The graphical aiixiety rathg scale (GARS) rdilized in the h i t h  (1998) study is 

a form of a VAS. This tool is a horizontal line 100 mm in leagth with uaipolar raiiqo, of 

intensity e;idrmes indicated below and at the ends of the line. 'The exfremes ofthe GAXS are 

"not ar~uow" and "as anxiow as 1 could be". Leith (1998) did not report an indicarion of 

reliability in her sûdy. The Wewers et al (1990) review indicates cmelûticms on test re-iest 



with a VAS ranghg -90 to -95 &OUI one s îdy  to -19 to -90 on an&- 

Vdidity of the VAS bas been dctcrmiDed ushg assesrmec& of condmct validity, 

discrimina& validity and criterion-nlated validity (Wewers d al, 1990). The VAS provides a 

convenienf easy and rapidly admiaidered measurement and is useful across many seüiiigç and 

differing phenomena The VAS has been repoited to cause some rnculty for subjects to 

concephialize the method, particulaly the tlderly and should be used with c d m  in &s 

Elliott (1993) compared the State-Trait AWety Invenfoty (STAI), Hospitaî A W e t y  

and Depression Scale (HAD) a d  a Linear Analop Aauety Scalr (ZAiiS) fur evd- 

anxieiy in patients witb acute ischcmic hart disease. Adequate cmeiation behveen the 

instruments nygests validity in meamring anxiety in the clinical sample. Ihe LAAS was a 

good direct meanire of subjective anxiety ba t  1s easier to apply than the SAX or fi*D (p. 199). 

Nursin~ - Iaterventi- for Transfer Anxietv 

Brugla, et al (1993) recommend the fotlowing activities to reduce relocation stress 

follorving the 1992 relocatim of 59 patienîs and 190 employees in a rehabilitation hoqital. 

Utilize a systematic approach including pl*, organization and c o d c a t i o a  whetha the 

re l o cati on i s for me individual or an enîire uait 'Ihe amount of pl amhg and org- cm 

required is directly related to the complexiîy of the physical move and tDe needs ofthe targei 

population Patients need to have predictability, control and decision-mal<i<iff oppmûmities 
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througbout the re lodon process to min iah  relocation stress syndrome. 

Schlemmer, (1989) shdied the process of discharge plaming in critical care mits in 

Washington in response to 1987 condition of participation in Medicare propus  ushg a 

questionnaire and an open ended question This shdy ~13t13marized tbe benefit of discharge 

pld in the aitical care unit as a means of ensuring conîhity of cwe and by refiectise; - both 

the patient's and f ~ l y  needs. Iî recogeizcs (haî the acaial hospitafiution is o%en more 

tbreaîening han the transition h m  the hospital and a plan needs to be developed to provide 

fw contiauity as well as to address the uimiediate needs of the critical care patient followïng - 

dischargz. The discharge plan proposed ie based un the e q m -  of the w s h g  pr-ücess, 

assesCment, planning, iniplementation and evaluation 

Leske (1998) supports the need for family members to receive infmdon reflectiag 

the goal - of ~ndersta~~diag tbe patient's condition in order to reduce family anxiety. Meeting t&e 

need for information lays the fouildaticni for f M l y  decision-making and allows a sense of 

contro 1. 

Saarmann, (1993) identines the dependcncy that can dcvelop b e h m  an ICU patimt 

and the aitical care mirse and recmmmds discussiiig the relatioiiship and reminiscing - about 

ev&- as a method to assid the patient to let go. Preparatïon f~ f r d e r  early in the pl- 

process reduces sihiational mcertainty aad inmeases personal knowledge - tbereby reducko the 

probability of a stress q r a i s d .  Preparation for &di &cm the iCX can inciude assisiance 
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in interpreîing events such as fmCer blood gas samples, removal of invasive catheters as 

positive sipns and a step elosa to graâuaîion fian ICU. Equipmd such as monitars and 

machines should be nmovcd h m  the patient before (be time ofh-ansfer as these itans ma- 

rqxesent safiety to îhe pdent and family membas. Daytime transfas are betîer tolcnkd tb 

nicrfittime - because the patient has the ability to become mon fanil is  wiîb hislher ewironment 

and to meet new staEmcmben aid roommaks. Famïly members n aiso more l h l y  to visit 

during the day to assist tne patient in their transition Paîknts are usuaily expected to p d m  

more self-care and be more active on trader and this can be misinterpreted as uncarie, 

neglect, abanhunent by both the patient and the famiiy ifnot expected An &o&ction by tLe 

aitical care nurse to the new uait staBcw tbree way coafèrencing with the aitical care nurse, 

receiving -se and patienît'family can help to assure the patient and relatives that pertinent 

information is shared. Family membas should be included in the îrzmdkr planning and should 

receive the same p r r - t r d a  teaching as the paîienî P o & - t r d r  visits by the critical care 

nurse may also br important to the patient's well-being 

A summary of intaventions as suggested by the comsponding ailtfior(s) to nâuce 

t r d e r  anxiety in patients and families is provided as Appesdü A: Nurse Interventions to 

Rcduce Tran,cfer h s i e t y  in Patients and FamilyrjigaificaDt Others Foliowing Trader fiom 

the Criticd Care Unit 



chapter Sunnnary 

Few d i e s  have been c h t e d  fbat examine the l e ~ e l  of îran&kr autiety fallowiqp: - 

kaasfer &om an intensive care mit to a medicaVsvgica1 in-patient m i t  Fewa still have 

examined the relationship between ba1Sfkr amie9  a d  family mirlllber p n p d o n  fm patient 

&ander âom the ICt' to the sugicai in-patient imit Mary ofthe ohdies conducted wae 

relaîed to the coronary care imit population 1980 through 1989. 

'Ihe &arh  of research in (his area and p o t d a i  impact to family mernbm validates 

the mitability of this sbidy. Preparaticm for transf'i'i h m  the ICU to an in-patienî imit is a 

o u r s h g  intervention that may s i@cdy reduce the amount of anxiety experieneed by family 

members. reduclion in amiety may sigpificaetiy reduce the dernands on the in-patient 

lmits in supporthg the patient and family during the first few &YS followuig ICU transfêr- In 

the nexi chapter the research design for this shidy d l  be presented. 



ushg an experheatai p d e d  and post-test desigp A measue oftransfèr anxiety and perd 

aauety in fsnily membm was obtaincd c o n c u r a  with an interview and stnictured 

questionnaire ushg lhree open-en&d questions idaitiftiiig the patient tr&er experience- 

'Ibis shidy ideotited the level of anxiety experienced by f e l y  membas &er patient îransfer 

6.m the surgicd ICU to a çtep-dom unit or general in-patient Mit 7he level of iraosfa 

anxiety experitnced by family members in the expaimental goup ushg a struchired 

infmmation traIISfer process vs. the ccmîrol group receiving d umdructured tr& 

i d m a t i o n  was masured The level of transfer anxiety expaienced by f d l y  membas of 

patient- trandkrred fiom the surgical ICZT to general in-patient mit was compared with the 

level of anxiety experienced rvhen patient transfkrred to a step-dom uait A cornparison 

between surgical ICU patient leogih of stay and fanily meniber grnerai and t r d e r  d e t y  

was made. The amount of infmaticm the family membs recalled through self-report was 

cmelated with the level of anxiety mesnred 'Ibe open-en&d quedons obtained t b r o e  - the 

family member questionnaire were used to enhance the intetpretation of the qwdiative Oaia 

'ïbe Mode1 of Back Transport Expaience developed by Kuhnly and Frestoa (1993) guided the 

exploration of  traisfer mxiety wibhùi the experimentai and coairoi group. 



Research Desim- 

This stuây utilkd a petest and post-test experïmcntal des@ and raidomly assigped 

the eeighS fàmily memba paiticipzmîs d o  conho! and experimeafal p u p s .  The expairnatal 

goup received the demention of sûuctured irapsfer idormation and the control group 

received Ifie usual mshchired traDSfer information At the time of sûdy enrollmenf the family 

niembers in botb the experimmtd and conirol p u p  completed a measuremolit of the Graphieai 

Anuety Raihg Scale (GARS), (Appendix H) to &t&e baseline general a m i e 5  prior to 

patient transfw- Within 48 &ours of surgicd ICU discharge, the family member was 

appfuached by the w s e  reeearch assistant ti, coniplete an assee~mmt of ftraslstfkt- aoxieîy fiand 

general aouety througb a dmctured intwiew and questionnaire includiog three opai-ended 

questions, completion of the Perception of Traastfer as a Stressor Scde @'ES), (Appendk D 

and G - W  at time of b d e r  and clltrent time. The sbuchired &ansfer infmation p ~ p  

(e.xperimentd)(Appendu K) and the uniai unsûuctured kans-fer UIfotplatioa group (confroi) 

(Appendix J) had 40 randomly assigned participanîs each 

Cinipriscm between experimental and coatrul p u p  in regard to level of tramfer 

aaueîy based on the two meamrement tools (PTSS aad GARS) was determined. Tae m a i l  of 

& d e r  teachuig infmation and level of aWety was conelated. 'Lhe open-ended questions 

wlre utilized to enhace the quantitative measues obtaineà by inipiemdiaum of& 

<1~estiomiaie. The level of p e r d  aaxiety as meanred by the GARS and &ansfer mixiety aç 



33 

measured by the PTSS dong with nngical ICü patient l e  of stay was cmelaîed ti, 

determine the refationship of ICü let@ of stay with ievel of siruety. Egiire 2: Research 

D e s i g  (p. 34) depicts the assigpment offâmïly mernba participants and the timing of tbe 

P wulation. S m l e  and Inclusion Criteria: 

R a n h  assigpment of f h l y  member participants into the e q e r h t a l  and ccmtrot 

groups took place within the surgical ICU pior tu patient t r d e r  fkom the ICU. The family 

mrmber (qokesperson) was approached by me of the nurse research assista& when it was 

established the patient was likely to trailsfer fiom the ICü to an in-patienî rait within 24 - 48 

hours. The prospective participants were asked ifthey would like to participate in a mrrsing - 

research stuc@ examiniiig feelings of fsmily membas after patient t r d e r  h m  surgical ICO. 

The family member received the &gee of infôrmation outiined on the transfêr informatim 

slieet with the conb-01 group receiving the uswl unstrucbred informaîïon curaitly p w i â e d  

and the experimerital group received expan&d infmJtim throyh the struchired transîer 

information by tfie mrse research assistant Followiog surgical ICU î r d e r ,  the family 

member participanî was interviewed by the nurse research assistani and asked tu complete a 

questionnaire mat iderdified generai dernogaphic data, infmation received about îhe Im 

haoser, feel+s sunound@ the ICU trader and a generd assessment of anxiety. 



Figue 2: Research Desi@ 



The inclusion &a for t&e family memba prticippts iocl&d: 

1. Eoglish speal<ing a d  mithg 

2. Owr eighteen yean of  age 

3. Living in W i p e g  or stayhg in Winnipeg durhg the hospitalizabion of 

the i  family memba 

4. Spokesperscm for the family in the event more lhan one family memba 

esists 

- 7  nurse Research Assistants: 

Followiog approval &om the Ethical Review Coarnittee, Faculty o ~ w s i g ,  

University of Manitoba, and approvd fw acceçs to tbe Health Sciences Cenire, the nurse 

research assistant- were recnùted The pupose of the study and requiremenî fw the 

researcher to be "bbtd" to the a s s i p e n t  of the participants was explaiaed. The researcher 

explained the need to ensiare the famiiy membs participan& did not feel coerced into 

volunteering and reasnired their decision to participate or not to participaie would in no way 

innuence the care their family rnember receives while in the surgical - I(;'IT or in-paîieat unit 

The role of the ourse research assistants was to approach the family member spokesperson and 

invite hem to participate in a nursiog research saidy as outlined in the Protocol for Contact 

(Appmdk D). Upon ageernent tu participate, the nurse research assistants provi&d a shed 

of ppaper explainiog the s M y ,  identiQing the researcher and the aiesis committee membas and 
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consenthg to participate in the shdy- 'Rie reseanhds and edvisor's names and telephone 

manbers were provided for W e  rdaence or questions ptttahhg to the W. The 

participant consent faim (Appendix E) was siped by the family memba and wiînessed by the 

nurse research assistants. The nurse research assista& administered the GARS to the f e l y  

memba to detetmiiie the badine  grnerai anxiety score fw &ure c q a r i s o n  The sigeed 

portion of the consent fm was placed in a file box that sewed as a reîrieval source fw the 

researcher for participant eiirollmcnt nie iwse research assistants ennred the follow-up 

intzrview with the family mernbers occured within 48 hoiirs of L e  patient transfèr h m  

surgical ICU. 

The family memba was idenîified in study reports by participant -bu cmiy. The 

researctier and advisor will have access to the log - that matches the participant -ber to the 

patienî name and family member. 'Ibis log will be kept mder lock and key for seven to ten 

years and then destroyed and discarded as confidential waste. 

The nurse research assisiants radomly assieped the participants &O either the cdrol 

or exprrirnrdal group by p i c e  a orimber &om a box A log of the date, patient name, 

hospital identification amber and family spokesperson was collected The log - indicated a 

numbsr fhat cmesponded to eitber c d 0 1  or experimental p u p .  Tne researcher did mi have 

access to &a group assignnent of the participai h l  der completion of data collection 

ihereby ensuring investigatar bias is removed. The nurse research assistants ioformed the 



bedside rume of the family membas' participation in the reseach Pbdy- The W e r  

information sheet assigptd by paiticipant d e r  alerted the nurse research assistant to the 

information to be provi&d to the specific family mcmber. Once the transfia idmation was 

complete, the =se research assistant placed the tras&kr information sheet in the file box for 

fimire coirelation by the researcher once interviews wen completed The purpose of the 

sfdy,  need to ensure researcher is blin&d to participant mtollmcot as well as group 

assigrment was explained to the mrse research assistapts as well as a detailed description of 

remitment and idionnation interveation and follow-up meawres. The nurse research 

assistants wen informed of Be need to ensse the fanily was not coerced d o  prticipating in 

the sûdy- 

Data Collection Protocol: 

Data was collected througb a questi~n~~aire (Appendix G), measmement of Perception 

of Tramdk as Stressor Scale (PTSS), (Appendix I),and Graphieal Amie& Raihg Scale 

(GARS), (Appendix I, J) and administered by the nurse resemch assista& alter the patient 

trâns-fer fiom surgical KU. Graphical Ansiety Rating Scale (GARS) at baseline w u  collected 

at the t h e  of sbdy participanî recruiîment (Appendix H). Tne researcher obtained the m-gicai 

ICU length of stay h m  the admission, discharge, transfèr book collected for the city-wi& ICU 

data base. 



Location: 

The indepcndcnt variable a interveation i n f d n  a i q  witb the standard 

information was provided to the fiwnily memba in the sugical ICU s e t h g  'Ih meanres of 

generd anxiety, traasfer amie& as well as administration of& questionnaire by the iuasc 

research assistants took place on tbe &patient mit, an altemate location or tkougb telephone 

c d c s t i m  ifidcntified as preference by lhe paiticipaat 

Data Collection Tools: 

Tne data collection tools include the PTSS. GARS. and questi~n~~aire. Each of the 

tools are appwded in this document as stated abow. The PTSS was used in the h i t h  (1998) 

sbdy and reliûbility was evaiuaîed for each of the five items of the tool. Releliability 

coefficient ushg Cronbach's alpha cdculatioo produecd a score of 0.5308. below tbe 

m g p t e d  minimum of 0.70 'Ihe alpha coefficient inaeased to 0.7143 with removal o f  the 

second question ( R e  lCUis a fnghteningplace). For the purposes of this study, this tool 

u7as admiaistered using the same content as the Leith (1998) shidy but the SC- was later 

corrected to madain a consistent direction of respoiises with highest score to most negative - 

responze. Quesiion 3 of the PTSS reads "'1 was nenous about the t ~ a n s f e r f m  intensive 

care2'- 'The scoring is rated fiom strqly diswee - to Sb-mgiy - apree - on a scale of 1-5 with 

-drongly disagree as the higbest The question gives a higher radcitg to being newous *ie 

the reiated questions in the PTSS give a higher raBkin$ - for behg ready or happy about the 
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t r d e r .  Crcmbach's Plph reliability fm the Mvidua PTSS c m c t e d  tool wed in lhis 

is -5889. When limiting the scOrmg to the measirres tha are most relirtcd to b-aisfèr7 !bat 

is ''1 wos happy about the trci.fer fmm intensive ad, 7 was nemous about the trunsfr 

JCronz intmsive cure" and "1 w u  m d y  for the trunsfer fm intensive ccïre", the Cronbach's 

alpha is idenîified as -8327 demïmshhg reliability. 

Further evaluatiai of ihe PTSS may produce evidencc ofreliable mersue. Reliable 

rneasure rvould support the iaa-omiction of the tool at the clinicat practiee level to idcotify 

family members of patients traasferred h m  the ICI? at risk for trda aaxiety. fhc family 

member questionnaire wu developed by Leith (1998). 

The Graphieai &ety Rathg Scale (GARS) was administered to aie fanily memberç 

at baseline and repeated at follow-up to idmtifg GARS at the îime of hder and the cur~ent 

GARS measiiremeiit Cronbach's alpha calculaiion is -85 13 dem~ll~frating reliability of this 

tool. Cronbach's alpha for the groupings (mild, moderate and severe) for GARS three 

measiires calculaîion was -8072 also demcmdr- reliability. 

Data Anaivsis Plan: 

The data collected in the questionnaire and meanrement tools was entaed d o  a 

statistical software package entitled the Statisticaf Package - for the Social Sciences (SPSS). 

Each completed questiomWle and ccnrespondllig measurement tooi is mppotied wibh generai 

hographic data ï h e  open-en&d questions were snalyzed ushg a moditied method of 
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content analysis. Cod& of comoents proaeded &om developmciit of categories h m  themes 

as patterns emerge. The categories wae related back to the data to d e t e  the positive m 

negative impact of the patienî i r d i  for the family member and to elicit suggestions for 

infmaîi im for bmire ïmplementaîion The categwies are used to &scribe and explain some 

of the quantitative findiiigs. 

The informaikm collected &ou@ individual questions in me VrSS was compand 

ushg independent t- tests. The nim of the individuai PTSS scores was analyzed u s 4  a the 

independent f-test to compare the exp-entai and c&oi groups. Tne t-test is used io 

determine whether the means of the two p u p s  are significantly different The score fm the 

intentation p u p  and the score for the colitrol group are çmqared to determicle ifthe 

intervention had an effect 

The GARS data were grouped iido mi14 moderate aud severe levels of amriety based 

on the ratiog by the participe The GARS can be categorizcd as interval data by measuing 

the millimeter niathgs cm the tool by the family member participant or as reported by the 

family member y atticipaot to the nurse research assistants. The GARS &a was anal-yzed 

wing descriptive statistics idmîiQing the actuai scores of al1 goups for al1 three meanires as 

well as independent t-tests to compare the mean scores between the groupç. nie GARS data 

scores were also conefated with surgical ICU le@ of stay and amount of information 

received tirou& familv member self-report to idcntify possible relationships to aixiety 



Tbe data colfected fur nrgieal ICü leagth of stay was p u p e d  in houn fur five 

categories and was compared with the totai PTSS for each group by appiying Pearson 

correlation 

ï h e  literabire review of sample sizes in comparable studies r q e d  h m  six to thteen 

participants per gooup. A ï s  çtu<S emolled 40 family membs participa& to each of the 

cmîrol and experimental p q s .  Cohen (1992) reports thc need for a ssmple size of 18 p~ 

group for fou groups to achieve Powa d -80 and an alpha of -05 ushg one-wvay aaalysis of 

variance (ANOVA) and dcipating a large-sized difference between the four p u p s .  

Ethical Considerations 

Ethical approval was obtained eom the Facultg ofNursbg Ethical Review Committee 

at the University of Manitoba aad facility access was granted - through - the Health Sciences 

M m e d  Cotisent: 

Consent 6.m the research participanis was collected at the time of stu& emollment 

The researcha did not approach tbe family members directly to participate but \vas availlie 

to clarify and ansti7er sny questions following agreement io patticipûte. lhe nurse research 

assistants rekîorced the cooteat and contirmous nature ofconsent, or the ri@ to withdraw ai 

any tirne, when first meeting the family member participaats. 



Measures were taken to avoid any eletnent of coacioq perceived or aciuai, on the part 

of the family wmbas.  ïhe  bedsi& m e s  hold a position of p o w a  over the patient and 

family members and thy  wae not asked to directiy approach a f ~ l y  to emoll in the 
0 

The researcha was blind as to who of the fimily memben were participahg in the research 

sîdy. 'Ihe researcher only knew the f ~ l y  menibers who consented to pdcipate a d  this 

was der îhe patient had been transfmed h m  the sugical ICU. The researcher was not io 

contact with the family memba participa& tbereby removiiig any position of power or 

influence perceived or actual over the family member. 

Access to Gathered Data: 

The researcher and the thesis a h i s a  are the only pasons with access to the data 

ubtained through the questiomiaires and measurements (PTSS, GARS, surgical ICU 1- of 

stay). The consent forms idrotifil the limited availability ofthiç data to otberç. The 

questimaïres were identifid by a CO& mnnber that is kept separate h m  the log book group 

a s s i p e n î  The log book assigrment is kept in a separate location h m  the completed 

hfaintenance of Confideatialitv: 

Each fanily member participant was assigped a code airmber. 'Ibe master list of 

participais is kept in a location separate h m  the data mder lock and key. 
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Storae of Daîa: 

'Ibe consent f m  and the log book of the family mcmbas remains in two sepafate 

locations d e r  lodr aad bey. The quedioraire and measiiranent tool data is kept ia a locked 

space. Folluwing data enûy &O the SPSS the identification of prticipaots as cither 

experimental or control was known Ihis was achiewd by matcbing the CO& d a  of the 

participants with the log book of goup assigpment Afta p u p  idmtincation and data enby, 

tbe iq books aad the questiomiaires are separaîed and s h e d  in a locked space and will be 

des*oyed after a period of seven to ten years. 

Plans fm Fubire Use of Data: 

The data obtained thro@ meanrement and cornparison of k d e r  anxiety in family 

memberc; o f  patients transferred h m  ICU was examined as it relaies to the Mode1 of Bacic 

Transport Ecperiaice developed by Kuhnly aiid Freston (1993). Followiag the oral &ferne of 

the researcher's thesis, the i d m a t i o n  will be presenîed to nursiog staff  in the surgical K U  

and at a Nursing Research Rounds session at the Hedth Sciences C-e. Study findings will 

be presented cû a national criticai care niirsing coaference. Following &a aoalysis 

submission for j o m a i  article pub1 ication will occv. 

Sevaai family members indicaîed benefit h m  this research shidy by receivkg 

infmation about the ICU transf'er and orienîatim to the in-patient mit in advance of transfer. 

The nurse research assistants benefitted by beïng a part of the research study and le* some 
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of the subtleties womd consent, coercim and voluiitaiy participaian 'Ibe mrse research 

û s s i ~ ~  may indûectty benefit by discavering the impact îhey can have on reduciog fsmily 

rnember anxiety and the telatimships tbey may polcntially build with tbe in-patient mît skdE 

Ia a few interactions w i h  the n r s e  research assistants a f k l y  memba npmsed 

coacem about the patient bansfèr h m  surgicd ICU or subsequent events and the nurse 

research assistants were able to provide support by malriog >mggestions to tlic f e l y  membs 

or reinfbrciog some of the positive events associated witb the patient lrandk- 

g1;jpter S m - :  

In this ch* the reseacher bas ideiitified w60 was eligible to participate in the 

research shwly, how the participa& were enrolled, whaî the iatervention consisted OS how the 

phenornenon of hansfiér anxiety was meanred and horv the ethical approval was obtained to 

cany  out thia çtudy. In the next chapter the findiogs of fhis research shdy will bs presenied 



Intt-Q ductim 

Data collection was completed duhg a a e  m& period, Apil28.1999 throogb 

January 21,2000 duhg which a total of 80 family member participants were reauited Ofthe 

80 participants, complete daîa was obtaiaed h m  74 family member participa&. Two of the 

patients were deceased prior ta data completioo a d  four family members could not be 

cantacted for follow-up afta patient kaosfer in spite of llll~erous' attempts by the mirse 

resernch assistants. nie sample size met the minimim requirements as indicated by a power 

analpis for eample size in comultatim with a statistieal cuosdttaat âm the Manitaba Nwsig 

Reçearch lnstitirte and in reference to Cohen (1992). Witb the exception of two family 

members, al1 potentid participa& that w-ere approached agreed to participate in the dudy- 

The participants were approached during the time their family member was a patient in 

the surgical ICU of the Health Sciences Ceatre. The participa& were randomly assiwed - tu 

tiie expzrimmtai or control grsups. nie nurse research assistants would fkst qqxoach the 

family member of a patient anîicipated to traosfer âm the s u r ~ c a l  ICU to an in-patient unit 

within the ned 24 to 48 &ours. Once consent tu participate was obtained the nurse research 

assistant would draw a niunber indic* - case assiment - fkum a box conta- arimbers 1 

k o u g b  80. n e  nutnber in the box conespmded to a file containhg a complete set of sh>dy 

infmmation to be collected. A method of group assigrment usinr: a rûndum numbers table had 



been preiiously completed The fanily member received the level of trsfer infmatim 

specit ed in îhe goup assigpment The f&ly memba complcted th demographic information 

pmtion of  the family memba questionnaire and indicaîed &eu baseline lm1 of awiety using 

the Graphieal .4nxiety Rathg Scale (GARS). 

Demosmhic Characteristics of the Sam~le 

Table 1 (p. 48) provides a sipmmas- of the demogaphic characteristics for the simple 

participa&. 'Ihe me= participant age fm the exper in id  p u p  was 49 pars with a 

standard deviation of 14 years and 47 years with a standard deviation of 15 years for the 

c o n h l  group. The majority dfamily members were fernale in both experimmîal and control 

groupa who rvere employed and had atteDded college or university 

Table 2 (p.49) provides a ~ ~ ~ 1 i n 1 a t - y  of the characterkiics of the ICXJ expaience for the 

patient Haif the family members in both expaimeotal and c&ol groups had previous 

e ~ e r i m c e  with an ICU- The paticots e~erienced a mean surgical ICü len@ of stay of 106 

hours with a standard deviation of 98 hours for the elrperimental p u p  and iG7 hours rrita a 

standard deviation of 106 hours for tbe control p u p .  In the experimental group, 13 patients 

or 34% rvere transfèrred to a ward and 25 or 66% were traDSferred to a SDU. In the c&ol 

goup 19 pati-enh repesmtiag 53% were frderred tu the ward and 17 or 47% to a SDK ÛÎ 

the completed f-iy member d i e s  asçigned to the experimenîal group, 23 or 6 E G  accepted 

û tour to the receivhg mit 
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Table 3 (p.50) providrs a srarnay oftûe characteristics for the W e r  cxpaience. 

'Ibe modal tr&i experience for farnily membas in tbe exprimerital anâ conho1 g o y  \vas a 

daytbe kansfèr, with a h c e  notice, wiîh sa oppoihmity to ask questions prior to the transfk 

and d o  were not preseot at the he ofpatient baasfkr- 





Table 2 
Characteristics of ICU Ecperiencr 

Previ ous ICU expaience 

. Yes 

O No 

Accepted tour of new mit 

l'es 

I *  No 

............... 

..".....'%O/-....-.-.-" @ .  . . .  .:II Il:.:.:.:.: ...................... 

............... ........... . ..... Il:.:.:.:.: .......... 



Table 3 
Characteristics of T r d e r  hperiemr 

II.. .............. ... ......... 

Ahance Notice 

Yes  

No 

Advance Notice in Hows 

-= 1 hotir 

1 - 6 hours 

O > 6 hours 

O der transfer 

.............. -......... l-@/4 .-......-. . . - .  Il:.:.:.:.: ................... . . . . . . . . . . . . .  .......... ,40/*. .. : ...... . ..:il II:.:.:.:.: .................... 

.............. "". .". 29"t*.. - - -  9.9.. .... II:.:.:.:.: ......... 

.............. 
" ....... @yf ......... 

. . a .  II:.:.:.:.: ................. .... 
.............. ..... .-...~()P/* .." ""-. - - . .  II:.:.:.:.: ........ 

Opporûmity to Ask Questions 

O Yes 

O No 
............ 

II. . . . . . . . . . . . .  .II 
Presenî at Time of Transfer 

Yes 

. No 
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Ouantitative Data Analvsis 

The quantitative infmation obtaincd during tûis research shdy was scored by tk 

researcher and entaed d o  the pasonal c o q *  use the 3afisficnl Pnckuge for the &id 

Scieizces f sPS} .  The data was then reviewed to msure accuacy of but Data ;inalysis was 

conduded uskg indep- t-tests and Pearson comlations. 

RESEARCH OUESnON #l : 

E%ut is the level of unxiety thnt$mily members erperience afterpafient transfer /rom a 

surgicd KU? 

Family members in both experimeiltal and c&ol goups experienced a moderate level of 

anxieîy (identined as a range of  331 to 70 mm on the Graphical A W e t y  Rathg Scale) as 

determined by mean GARS scores at baseJine, time o f  transfer and cment tune for both 

eqerimental and p u p s .  The GARS scores differdathg ward h m  SDU also reflected 

moderate levels of anxiety with avenged indiviûd score fiequencies noted in Table 4 (p.52). 

'Ihe experimental goup and control group demmstrated a moderate amount of &ansfier 

sixiety ushg PTSS Comcted score measwements as demOIlSfiated in Table 5 (p.53). 



Table 4 
Levels of M e t y  Afta T d e r  h m  ICU - Awraged hdividual Scores 

Test - GARS 
h c a  tion: Ward 

GARS Baseline 
G A R S T d e r  
G * !  Current 

Location: SDU 
GARS Baseline 
GARS T d e r  
GARS Current 

Test - PTSS 
Lacation: Ward 

H ~ W Y  
Fri$ened 

1 Nervous 
Reaây 

Equipment Removed 
Location: SDU 

'i Happy 
Frightened 

1 
Nervous 
Ready 

Equipment Removed 



Table S 
Levels of Aaxiety Mer ICW Traasfer Grwped Scores 

1 1 il 

GAR!S at Baselbe 
Mild (O - 30 m;m) 

Moderate (3 1 - 70 mm) 
Severe (71 - 100 nrm) 

GARS at T r d e r  
Mild (O - 30 nim) 

Mo&rate (3 1 - 70 mm) Il Severe(71-100ilrn~ 

GARS at Cm& 
hfild (O - 30 mm) 

Moderaîe (3 1 - 70 mm) 
Severe (71 - 100 mm 

PTSS (Conected) Group 
Mild (1.0 - 2.0) 
Moderaîe (2.1 - 2.9) 

II...... ......................... 
................ 

I :-:':':':.:'~(Pb.:':*:*:.~.:-~ 
............................... ................ ............a.............. . . . . . . . . . . . . .  ............................... ................ 

.....fJg 

I 
....... ............. . . .  . . I l  ............................... . - . - - .  .......... ..s.j.:.i.:.:.:.:.: 

II:.:.:.:.:.:.: ..... :...:.:.:.:-:Il 
II. .............. .II 



p = -043. The change in a W e t y  fiom tïme of transfer to cvrent tùne differed in the two p u p s  

with the experimeatal group mean of 1.8 (SD -71) and conûol goup mean 2.2 (SD -77). 

Independeni f-test was si@cant at t = 2.505, df= 72,p = -015. The individuai PTSS scores 

did not idenkfjr sigpificant differences wilh the exception of question 1 : "I fia5 happy a b u t  

Me trmi$r fm ICU". The expsimental p u p  demmsirafed a mean of 2.4 (SD 1.1) and the 

c&ol group demollsfrated o mean score of 1.9 (SD 0.8) . This was sigpificaiit by 

independent t-test at t = =2.033, df = 72,p = -045. nie hi*= - score indicaies more d e t y  

about the patient t r d e r  and is tberefore consisteid with the fiodings of inereased GnnS ai 



ward and SDU as depicted in Table 6 (p.56). nie change in amie@ diom baseiine to bdèr ,  

badine b c m n t  aod trda to m e n t  did not dSer si@cantly. Individual compunents 

of the PTSS identined sippificanî differences in '?' was happy the transJeerfnun 

intensive caw " ond "1 was ~ a d y  for the tronger fronr intensive cure" identified in Table 6- 

'The total score for PTSS limited that included "I was k ~ p p y  obou t the frunsfer from intensive 

end, 7 was mudy for the traasfer fmnr in temiw e n d '  and "1 was nervous about the 

tmn@r fm intensive corn" is identified as PTSS total limited and demonsirates sip.&ant 

diffmmces betwem îhe locations of ward and SDU. The simcanî mean differences in the 

PTSS scores for the ward compated rvith the SDU are identified in Table 6. 



Table 6 
Cornparisons of Amiety Between Ward and SDU 

GARS transfèr 
- . . . . . . - . 

' signifieant at 0.05 confidence level 



anxiety, GARS badine, GARS time of fransfer, GARS curremt tune, groupings for the k e e  

measures and the PTSS scores individuai and pupcd.  Thert was no demmstdcm of 

'Ibis qurstim was answered uçing modified content analysis as ideiitified in qucdoiis 

iofmation) and is more thorougbly discussed in the d y s i s  of open-mded questions section 

To ~mmmarize, the content of questions asked by family members did not diner eom 

membcrs and Oie visitiog restrictions. ûther questions inelu&d nutrition, mobiiity, ievd of 

obsendon,  physician coverage, next steps and environment 'Zhe experimental p u p  asked 

about the supports that were available to them 



RESEARCH OUESTION fi: 

What is the cord~h'on &ma neported a m n t  of infomfion ~ceiwdprior to surpical 

ICUtr~ransfer md feuel of amie@? 

Marmation is suimarized in Table 7 (p.59): Infonnafim Prwi&d to Fanily Members 

&om SICU and h-Patient Unit and Taôle 8 (p.60): M d c m  PIovi&d to Family Mernbers 

From SICü for C<mhoI and Experimenlal Groups. Pearson cornlaiion was completed for dl 

meanires of family member anxiety (GARS baseline, rime of & d e r  and cut~cnt time) as well 

as the individuai PTSS scores and grouped scores. The total informûtion âm K U  coirelated 

positively with GARS curad meanre (Pearson cmelatim = -232, n = 74, sipiiclmce = 

-047)- 

The totd amount of infmation received h m  the ninsing st~following - patient - t r d r  to 

ihe in-pûtient mit cmrelated positively with GARS cur~ent (Pearson conlation = .253, n = 

74, signif<cance = -0301, quesîion #S on PTSS "It is g w d  tu haw som4 ofrhe tubesJ ca,diac 

Ieads and nionitarhg equipnsent ~moved" (Pearson correlation = -247, n = 74, signiticance 

= -035) and the total PISS scores (Pearson correlation = -231, n = 74, si@cance - = -047). 



Toble 7: Liformatioo Provi&d to F d l y  Menbers &m 
SICU and In-Patient Unit (a = 74) 

Infornilition Rom ICü 

CiPreot Health Stahis 

Reason fm Patient T r d  

TirneDate o f T d u  

Description ofNew Unit 

Description ofNwsiag C m  on 

New Unit 

Informa tion f imn In-Pa tient Unit 

. Contact Nushg Station 

Description omew Unit 

1: Description ofWwsiiig Care 

1. visiting Hou Policy 

:-:-:-1yy--:-:-: ... a . . .  ..................... 

:-:-:-zF[.:.:.: ... a . . .  



M o ~ n ~ ~ t i o a  Provided ia ICU 

WeBt H d t h  Sbtus 

Reasm for T d e r  

TicneDate ofTransfèr 

Description New Unit 

Description Nushg Care 

on New Unit 



The meanires of aiaiety obtained in this stuôy wue cmelated to evaiuaîe the 

relatiooship of one meas~piemeat tool to d e r .  The renilts ofthis comlaticm a e  

mmmat'iwd as Table 9 (p.62): Correlations OfGARS at Badine \Fith GARS TIaIISfer? 

GARS Curent and PTSS. Statisticaily sigpificanî comlation w e d  h m  -2.72 to -743 

indicatiog a mixtue of mak comlation tbrougû sbmg coirelation as- a w d  

correlation as -1 to -3, moderate cmelaiïon as -4 to -5 and a strong conelatian ~ e a t e r  than -5 

@utm et ai, 1999). 

The tools and measves demOIISbafed several cmelaîïons but for the puposes of &5 

s tdy ,  the results are repotted for GARS Baseline througb al1 meanires as the GARS Baseline 

had a relatimhip with subsequent measves of aWety. 



Table 9: Comtations Of GARS at Baselhie 
wsth GARS T d i ,  GARS Cument d PTSS 

Amiety Tool 

GARS 
GARS Baseline 

GARSTWer 

GARS Cment 

Change in Family Anxiety 

Baseline to Trader 

Change in Family M e t ) :  

Baseline to Cm& 

Change in Family Anxiety 

Trader to Current 
- -  

PTSS 

b Happy 

b Frightened 

l Navous (corrected) 

b Ready 

b Equipment Removed 

b Total 

l Total Limited 

* coirelation is sigpificant at 0.05 IeveI(2 tailed) 
** correlûticln iiç sigpiticant ût 0.01 level ( 2 tailed) 



Analvsis of &en-Ended OPestions 

The Family Memba Questiamake was adminidercd to ail shdy paticipW~ at the 

time of fotlow-up by the nurse resevch assisttmts. A eompoaent of this questionnaire were 

k e e  open-en&d questions about the surgical TCW &assIfa- q e r i e n c e  as fallows: 

1. Hcw do you feel about the t m @ r  fm infem-ve mx? 

2. F&d waspositive or h e l ' l  about tke franfer fmm btemive cd-? 

3. JF%ilzat wus negafive or uniieippfkl abouf the t r~q@er fm intensive cos? 

Family members were also asked ifthey had say otba  comments thq'd i&e to share. 

The dah obtained thr+ the qued0nnall.e was analyzed using a method of i-e 

themes and categoiy groups. The respmes were read in tbeir entirety by îhe researcha then 

individually hansaibed by question and re-read by the researchtx The second reading 

generaîed a lia of categories or themes. The themes wae M e r  explored and generaied 

groupings in broader categories. 

How did vou feel about the transfer fkom intensive care? 

POSlTMZ RESPONSE 

Whea asked how they felt about the patient trader h m  (hc surgicd IW, o v a  53% of 

respondents hûd a positive response as evidenced by the repeaîed themes "pro~ess, - reliec 

good, happy**. Thess family members interpreted the transfer fiom surgicd IZ'U as a positive 

step f m a r d  and was indicative of proses: 



fi is likeiy the family members that i d e  positive respmes to the patient t r d e r  

wiii exhibit less îranâa anaciety than thox vitwing the trader as negative. ï'he goup 

ïndicating a positive respollse to tbe trader erperienced mild bPsfa P n e t y  as indlcated by 

oie mean corrected Perception o f T r d e r  as a Stressor Scale (PTSS) p u p  score in Table 10 

(p. 75): Combined Qualitative and Quantitative Respcnses: How Do You Feel About the 

Transfer From KU? 

.UXBIVALENT RESPONSE 

Greater than 20% of family members described their feelings about the sugical ICU 

These fasnily members identified both positive aad negative resporises to the patient 

trûn,ser- 'Iheir mean conected PTSS scores were in the range of m o k a î e  tracder anxiety. 

The trandk aariety could hypotbetically be reduced iftbe trderring nurse focused on the 

lramser as a positive event for the patieat 

NEGATNE RESPONSE 

Slighîiy greater than 19% of family memba responderits identified a negative 
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experience to the sugical ICW trPsa as evidenced by responses such as " d o o s .  n-OUS. 

'Ihese fsmily members viewed the sugical ICU t r d e r  as woirisome aad stressbil. fi 

is likeiy îhe f e l y  membas identifying the patient & d e r  as negarive will demonstrate a 

higher &gme of trader aaxiety. The mean cmected PTSS p u p e d  score for family 

members is in the higher range of modaate transfèr anxiety 

NEUiXAL RESPONSE 

Sli&tiy - - less than 7% of family memba respocidents idaitified the patient trader in a 

neutrd marmer: 

'Yf the physiciansfeel that she i s  wagy W ings - must be better': 

The mean conected PrSS goup score is in the range of mild anxiety suggestiog a view 

It'hat \vas positive or helvfil - about the traiis-fkr fkmi intensive care? 

STABLE, IMPROVING 

Greata than 4Fh of family members identifie& the trander surgical ICU is 

evidence that the patienî was improving and described the transfèr as a step fonvard or geüing 

better. 

T h e  i doing Mer .  I k m w  she 's - gett ï~g - béffer fmm worse to better ". 
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Family mcmbas (hat view the patient transfîix as a sigp of impovm& are less likeiy 

&a. 16% of family membats ideotified the tramfier as positive because of the change 

Family members (bat view the physical nrroundïng of the surgicd KU negatively 

because of  the crowdiag, noise and absence of naîural ligbtuig may view the move as positive 

and eqerience less transfèr anxiety- 

Over 12% of family members viewed heir interaction with îhe nurse research 

assistants as a positive aspect This categoty was idecitified more fkequently than advance 

notice and c a r  giva impressions and may coatribide to a reduction in traosfer amie@. 

"Ithinkyocr [ ' a  nurse ~search  assistontj made a f f  the diffemzce. I h e w  what wasgoinn - - 
on. I think oreryone should have o liaison to help the transition &fmm all the (fotd) care to 

whnfever they cm get. The wani is so busy and J- stil l has hi@ needs: 

The filloivup fiom the nurse research assiste as well as the tour a d  provision of 

information was positively received and may have conîributed to a reductioa in trda 

aaxieb 



CARE UVER IMPRESSION 

Cher 6% of fsmily members identified the acticms of a health care provider as a 

positive aspect d t h e  patient traIISfér: 

The initial impression the family member receives from the staff of the new mit has the 

Ovçr 5% of f&ly members could not i d e  anylhiiig positive about the paîient 

they will experience sigpificant îr&er anxiety. 

AD'JANCE NOTICE 

Nearly 4% of family members iâentïfied nceiviiig advance notice ofthe t r d e r  as 

positive. 

T e  were fold us she wwld be trunsforred" 

Advance notice of the patient trans-fkr may remit in a r-eductiini of tr-anszfm aaxicty f~ 

the family member by preparing for and anticipahg t&e e w n t  



What was negative or unhel&l about the trader h m  ICü? 

NOTHING 

0Ixr  49% offamily membas wae &le to i d d @  a negative response to the patient 

It is ldcely the f e l y  memba tbat camot identify a negative response to the paient 

OIzr 25% of fanily rnernbas had a negahve respcmse to the patient t r d e r  s e c o n d q  

to delays in traasfmiilg patient misinformûtion h m  patient inqujr, no ahance notice or lack 

of i n fma t ion  h m  either the ICü or the ward: 

nie provision of clear, accirate coamirnicatim on an ongo* - - basis to family members 

md improvements in inter-facility c d c a î ï m  is likely to reduce family member anxiety at 

the time of patienî t r d e r -  



NUT READY 

Nearly 12% of W l y  membas did not feel the patient was reaây for surgical ICCT 

î r d e r  : 

The family member ihaî feels the patient is not ready fa  surgicd ICU transfèr is likely 

to e.p>erience a simcrmt amoint of transfia amie@ 

LEiEL OF CARE 

Over 10% of family members ideritined conceni with the level of care on the receiviiig 

unit as a negative assect of patieot transfer- 

Tney t ~ a t e d  (the) wholepatient in htemive Cam 
We sse sfaffburn out in the sfep-down unit and they only twut the injuries': 

H a  family memba perceives the level of care for the pdent as hadequafe, tbey are 

Nearly 3% of family membm identified the ward emironmenî as a negativc aspect of 

"Tlrere is l e s  p c e  in the mon It is mow crowded on tke wad?  

The physical mvircniment may negatively impact the patienî hansfér for a f d l y  

member and remit in û-aosfer d e t y .  



In addition to the three open-ended questions, the M l y  memba prticipao!~ wae 

asked ifthey had aay other commeots or <presOoas at the c ~ l u s i m  of the interview- An 

HOSPIcTAL STAFF 

û v e r  43% offrmiiy members ma& a comment in regard to roles of hospttal shnaod 

the levels of care provided: 

Family member comme& wae both positive and negatïve about hospital staff in many 

areas of the hospital providing diverse roies. Tne impression a family member recieves h m  

hnqital staffmay have an impact on the &ety they feel at any time during the patieot 

COMMUNICATION 

Nearly 23 % of family members ideatitied an aspect of communication in tbeir 



'Ihe content of both these examples is very different but the message is cmsisteot; clear 

cimmvlnication about the ev- and mguïng family opdates are vaîaed and cuuld potentially 

reduce family aWety at any time durhg the hospital stay- 

Cher 15% of family members expressed general positive comme& abouî thek 

Positive expriaices for the family members as a poteotiai to reduce family memba 

anxiety tfiroughout the hospital stay. 

Over 10% of family members ideotified an aspect of the physical environmaî thai may 

have c ~ i b u i e d  to their anxiety: 



The physical cmriromneat of the nrgical ICU is very crowded and noisy snd may 

negaîiwly cantribiite to the anxieîy experienced by the f ~ l y  memba. Close proximity to dl 

patients and an open mit concept &es not provide for privacy fiom d e r  patients in the unit 

Ia addition to the questions asked of the family members dukg the follow-up interview, 

f d y  members were asked ifthey had aily questions at the time the traoSer inf~tl~~ation was 

provided in the svgical ICU- 'Ibe information was collated separately for the group assigped to 

the struchired i dma t i on  (experimental) h m  the usual m e d  information (corrtrol). 

Stntchired Transfer kifmaîioa Exmrimental Group Questions) 

The family members of patients assigped to the qaimentai  group received strucbired 

î r d e r  information th& included notification of dcipated &ansfer, description of in-patient 

unit environmeof ideotiftcation of  w o e  - - monitoring and phvician coverage and the nurse to 

patienî w d o a d  on the receiving mit Nwsing care and goal to increase patient self-care was 

explaioed as well as the poteotiai tu feel mcomfbrtable about the b d e r  and an offer of 

support 6.m other hcdth team disciplines. A tour of the receiving unit was offend- 

The f A l y  member questions were focused a r o d  fevel of care on the receiving unif 

visiting resirietions, physical environment, ongoing physician updafe infmation, mobiiiiy, 

nutrition and supports available. 'Ibe content of the questions in the experimenîal p u p  did not 

differ greatly h m  the conho1 group although the questions appav  to be more cleariy 

articulated. The questions asked by family members are important for ICU nurses to be aware 
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of and providing this mformation may nduce f à d y  memba aiuaety foîlowhg ICü patient 

transfèr. 

Usual Unsûuched uiformation (Conîrol Grow ûuestians) 

'Ilia contro1 p u p  was infamed of the patient's near readiness b trader &om tbe 

surgical ICU to the in-patienî Mit during (he upc- 24 - 48 hours. The family members that 

wme in the cmfrol groy and received the d mTtnu:tured u i f d o a  asked queetim 

regardhg pend* patient trader aid inddicated a need to know what to expect wiîh the traI1Sfer 

out of surgical ICU in tmns of level of care md readiness to transfèr. Tbe family mernbers also 

identitied a nesd to Lmow what was expected of hem and what the level of care on the in- 

patient unit would be as well as the visitllig restrictions. Other questions included oidrihn, 

mobility, level of obsavatïon, physician coverage, ned steps and envir31~ment This 

ioI5rmation is very usefil for ICU nurses to h o w  and may coafribute to reductim in family 

member anxiety at the time of patienî transfèr by anticipation and provision of this infmation 

Analysis of Combined Ouadtative and Ouestimaire Remonses 

Table 10 (p. 75) identifies family manbers responses to the question "How do you fici 

obout the tronsfr fmm KU" by ascending - order of their PTSS corrected averaged scores. 

This analysiç allows a cornpariscm of the quaniitaîive fhd- with the responses to bhe open- 

ended quedtions and idecitifies a link to the level of t r d e r  aaxiety. This method of comparii-, 

the quantitative and qditaîive fkdings was iitilized by Leith (1998) to trianguhte tee findings 



h m  her study- Ih the curePd study tbe r q e  o f a S  averaged scores i s  h m  1.6 to 4.6. 

Tr&er anxiety in the nmge of 1.0 to 2.0 kidicates mild d c i y  a d  Lh cmmmîs to the open- 

ended question associated with a mild anxiety score arc prïmady positive but also n d  or 

ambivalerk Tt stands to reascm that a positive nsponse to the patient fransfier wouid mmlt in a 

lorver level of famil y member aaxiety- 

T d e r  aiixiety scores in tbe range of 2.1 to 3.9 describe modemte aai-ety and is 

idenüied in the categories as positive, neutrd, ambivalent and negaiive. A moderate levef of 

iranifer aoüety is expected âom family members mat feel negative or experience mked 

feelings or ambivalence toward the K U  traI1Sfer- 

Tmder anxiety scores in the range of  4.0 to 5 .O denote a severe level of muety and 

coincideci with negative or orbivatent responses to the hadier h m  family members. 



Table 10 
Cmbiwd Quantitative and Quedomaire Responçes 
How do you feel about the traosfer fkm iCU? 

Case Comments 

Positive 
- - - 

Felt he was geaisg betta. 

Was relieved and happy. 

Positive Propss 

Relief 

We feit OK We lmew she would be OK Positive Fine, OK, Goud 

Fine, 0-K, Good Positive. 

Positive Progress Cornfortable - seen it as progress. 'Ihat was 
our goal 

Positive Progress A step towards recovery. 

Tnisted in the level of care in SICW that she 
was ready for SDU. 

Care @ver Trust 

V q  good. Took it that he was geaing better 
&. was moving. 

Positive 

Positive Fine, OK, Great Feel Great 

Felt good. Positive Fine, OK, Good 

Fine, O.& G d  Very positive step in C's recovq- C felt 
well cared for. Betîer there for ber, she waf 
ûware of lots * noise level. 

Now less mOLLitwiop, less noise. Positive 
feelings, 

Progress 

Relief Still1:l w s h g  care on ward for a few 
davs. 



- --p.. . - -- 

1wasapeeticigtheh.aPsfier~ Iknewthemît 
was vay busy and thcy would need the bed 

Nee&d bed 

A liîüe aarious. W- fiom hi& level of 
care with hi@ ratio rnrse to patiemt to low 
level, lots ofpatients to nurses. M d  of 
prefèrred dep down mit (she came eom one 

Positive Fine, 0-K, Good 

Progress 

Made me feel good inside. 

Positive Fine, O K ,  Good 

1 wasn't concerned 1 knew it was a positive 
ihi<ig* 

Positive Fine, O& Good 

cwe gker Trust Ihey wouldn't have trderred her d l  she 
was ready. 

Once 1 saw how good she was being cared 
for on the ward 1 felt OK 

Positive Fine, O K ,  Good 

1 felt that J was improviiig Positive 

A step-dom 'Ihe fact that he was doing 
better and th& he may be airigbt A good 
thing. 

Positive 

ff the physicians feel that she is ready t h g s  
be better- 



- 

Case Camments 

Felt positive. 

Stage in healiqs tbat move was possible. 
Happy that he would receive specialized 
burn c m .  Going for visïting whenever, 
limited time ( M d t ) .  Patient delusianal 
therefbre wanted to visit and be wïth him 
o%en to support him 

Th& was good. Done in professional 
malnet-. 

1 felt good 

1 felt it showed progression towards gokg 
out of hospital. 

Meant be was gettiiig better. ICU Psychosis, 
better leaving. 

Felt fuie because busband was now do& 
betîer 

Very relieved to have him trahcfmed- 

i felt th& she was reaây if the doc-tm Orou@ 
she \vas dohg better- 

Positive 

Positive 

- - 

Positive 

Positive 

Positive 

Positive 

Fine, O.K, Good 

Progress 

Fine, 0-K, Good 

Fine, OK, Good 11 
II 

Propss II 
Il 

Relief 11 



Case Commcats 

Happy th& D was well enou@ to be 
tra~s-fèzred out of ICU, 

Seen as a positive step. 

Fek dl amoimt of mxiety with his coming 
&\VIL 

Still preüy anxious especially without the 
one to one. 

Some relief that she was stable eno@ to go 
doMn 

Mixed feelings. Aauous &... 

... relief --. 

... hat tbey felt he was ready for the next 
stage. 

Ambivalent 

Ambivalent 

Ambivalent 

[ tfiought it was too s o m  I'm not a 
speciaiist but they said she was readv. 

Fine, O X ,  Good 

Concerned 

Relief 

Relief 



Case Commeats Comment 
Ca tegory 

Comment Theme 

- 
Positive Very good Fine, O-K, Good 

Fine, OK, Good I felt good about îhe t ransk Positive 

Positive Fine, O.K, Good 

Relief 

Progess 

... relieved ... 

... he was makiag progress so as not to 
requin ICU care any longer. 

Fuie wiîh it Positive Fine, O.K, Good 

1 thougbt it was a good thing th& she was 
ab!e to go. 1 thougbt it waç OK 

Positive Fine, 0-K, Good 

Positive Fine, O.K, Good 
- -  

Glad tbat it happened. Fine, 0-K, Good 

Prugress "She's stable enou@ to be moved Stable" 
felt good. 

Ibougbt it was a step up; must be imp.oviopiop 
Glad to be moving ahead A sign thd he 
would be able to have his surgery that he 
needed (Plasties). k well enougb to bt able 1 
to have OR done, 

Positive Progress 

Fine, 0-K, Good 

Care giva i d  
the doctors are letrine hirn no to the ~ ~ a r - d -  1 

Relief: positive l Relief 

Progess ... me& that she was better. 1 



A liüle bit relieved- 

Dida't need Intensive Care 

Surprised how quiddy it occurred. Not a 
bad i&a but surprired. Took as a good si= 
didn't feet like he was rushed h m  ICU. 

Happy that she was geW out of Intensive 
Care. 

Wm you are gettiog out of Intensive Care it 
means you're geüing better. ùitessive Cûre 
is a scaq  place for me. 
- - 

Once 1 was there 1 was confident 1 could see 

Once he got d o m  thae, 1 didn't think it was 
a good i&a His ICP and BP were not 
monitored a1ymore. 1 dih't like that 
Today he was si- up leokmg outside in 
his chair. He's doing more. My Dads l e s  
aaxious. Hands not tied anpore. 

Good & happy, ... 

. . . mûkuig progess, .. . 

. . .newous, 

Comment Commcat Theme 
C a t e g y  

Positive I Relief 

Positive 1 

Positive Fuie, O.K, Good 

Positive Fine, O.K, Good 



s.8- 
I 

2.6 
cont'd 

L 

F 

F I 

Case Conunents Comment Comment Themt 
Ca tegoy 3 

Felt relief ,-. 

but concan Not sure what would happen 
nexi 

As long as we can trust ber care givers 1 feel 
OK 

iVonied wbo's goima be her nuse now. Up 
to 3 nurses a &y.... 

Very aaxious - stayed for awhile with him 

Fett that he was improving because he was 
being transfèrred. 

Positive î 
V q  good. Iî w d  ml1 for us. 1 Positive ( Fine, O.K, Ggod ,, II 
We really loved the care in intensive care. 1 Neubal LilredICU /i 

1 I I I  
Felt OK with it. Happy hat  she dictn't 
require th& level of care ... 



21 1 Better der çaw tom. Not wonied about that 
cont'd 1 he would have care righi away ifsrnethhg 

would hûppep 

1 Too sudden 

In what way?? Not s u e  how to answer that 
A few days eariier had intracranial pessiire 
problem (hi&), BP problem, wondered ifhe 
was ready. 

1 Have faith in the &cision ma&. 

.. . that he was geiîing better 

- 

Now that I'm in SDU & see what's goüg on 
woutd rather have J in the mit (KU) or out 
on the ward. 1 dm't like wbat I'm seek in 
the SDU. 

1.0 1 Fine. 
--- - 

.4pprehcosive re "f eaving safe place" in 
SICU and ?he "best care". 
Exeithg because he "diddt need ICU 
anpore'' 

1 was a Iiüîe cmcerned she was dohg 
alrighî It looked ta me like çhe wasn't dohg 
very well. 

Comment Comment Tbeme 
Categoy 

Ambivalent 1 Fine, O.K, Good 

Not Ready for 

Gare gii-er T r -  

Ambivalent Anxious, 
Apprehensive, 

Ccmcerned 

- - 

Negative Xot Ready for 
T r d e r  

Positive Fine, O.K, Good 

Amb ivaf ent Aaxiow, 
Appreheosive. 

- Concerned 



We felt that OU motha W ~ S  impovïng. 1 positive 1 progess 

M y  aaxiety was very high Two pars ago he Ambivaîerrt M o u ,  
was t r d e n e d  to WU. ït ~asn't positive. Apprehensive, 

Concerned 
This was positive; 2 patients and 2 nurses 
therefore 1 : 1. Fine, OX, Good 

Wony about ifone of the prtienîs gets sicka, 
al1 the other patients d e r e r  Aaxious, 

Apprehensive, 
Concerned 

I 

Very wonied- ' Negative Anxious, 
Apprehensive, 
Concerned 

1 
Not ready for the traI1Sfer. Not Ready for 

T d e r  

Wasn't too c d i a b l e  yesterday. Haven? ! XegÛtive ' trnxious, 
decided yet today how 1 feel. Apprehensive, 

Concerned 



Case Conmrcnts Comment 
Ca t e g q  

- 

At the tiw 1 didn't feel he was reaây ... 

... but he stems to be do& PgK Still on 
o q g p  mask Pain medidon âiiercnt 
because they can't give wbrt you use updaus 
(I t k k  it was Propofil). Tbey still n 
try* new thiogs. 

I'm kinda nmous. I'm hesiîad mat they cm 
give the whole care for him Lots of patients 
per nurse. Not mu@ help there. They 
change gown +/or bed sbeets only when 
really dPty. 1 now know how to do if so 1 
can help. 

-- - 

I was wotried whaî land of care he was 
gok to get on the ward Depending on 
which nurse had hun, 1 would not be as 
worried. 

We were very w k e d  tbat he was not gohg 
to be looked at as much as he nee&d- 

- - - - pp - 

Weren't relaxed. 1 was ansious and wonied 
bat no one would see him choke, cough, 
bleed again & no one would be tbere fur him. 

Not Ready for 
Transfèr 

Fine, O.K, Good 

hxious, 
Apprehensive, 

Concernecl 

Aoxious, 
Apprehensive, 

Concetned 

Nut Ready fbr 
T r d e r  



Comment 

Relieved that he lefi the intensive care. * 
wcmied still, .. 

... buî still isn't &hg any betta. -set 

Relief 

AsKïous, 
Apjwehens ive, 

Coacerned 

We felt she nee&d one on one mrsing care Negaiive 
and she should not bave been transfèrred 

Negaîive 4.6 A big "10". Reason because Dad stable for 
24 hours off ventilatm but he could di11 go 
h w n  (condition) really fat Quality of care 
went d o m  Concerned with otber people in 
SDU geaing sicker and the otha patients not 
being looked &et-. The bed shortage and 
nursiog shortage bothers me. 



The data collected in this shidy was andyzed u s k  - descriptive statidics to describe îhe 

populations of the two groups and independent t-tests tu compse the means of the hvo p u p s -  

Pearson correlation calculatioos wae conmicted to &termine potda1 relatimhipç betwem 

variables, 

Family member aaxiety dinaed between experimmtal and coahol goups at the thne of 

patient trans-fer fim ICU with the actuai mean scores p a t e r  in the expsimental group as 

compared to the c&oi goup. The change in family member aoxiety &cm tune of patient 

tr---fer to curent t h e  diffèred between the two groups. The experimental and conkol p u p s  

d Z i d  in tbeir happiness about the ICU tramfixer Measwes of family anxiety dinered 

siFpifcanîiy for al1 GARS meanires (baseline, traiisfer and cment) when compûrhg ward to 

SDU. The family members of patients irderred to SDU had s i a c d y  - meater - meames of 

aniety and tramfer aaxicty than those hat~cfemed to a grnerai in-patient mit ï b e  groups by 

location (SDU or general in-patienî rinit) also differed in their happiness about the tratlsfkr and 

readlieçs for the tram-fkr. They also diffaed in the combined graupiag of  happiness, readuiess 

and nmousness about the îranscîêr f?om ICU identified as PTSS limited moup with the SDU 

goup scorirg higber in anxiety meJsures. 

Thwe was no correlation between number of hous in ICU and family mcmba amcicty 

or t r d e r  amie@ Family members ideotify a need fur infotmatioa about the level o f  care on 
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the receiviog unif patient's readiriess for îransfii &om ICü, what is expected of th family, 

visiiiag hours and restrictions, mdritioq mobility, level of observation on receivbg unit, 

anticipated next steps, environment, supports available and physician c d c a t i o n  

The imiount of information povided in the ICU and by the receiving unit had a 

relationship on the third (curent) GARS measure. Tnf îa t ion  h m  tbe receiving unit ousing 

staffslso innumced trader amie5 iddïfïed through the total PTSS scores. 

The majority of f h l y  members view Ihe haa4er h m  ICU as a positive e v d  'Ihose 

thai were anibivaient or negative may d b i t  &ansfia aaxiety and could potentially benefit h m  

sarly ideotificatim and iaterventîon to focus the & d e r  as a positive event The fàmïly 

members identified cmcems and areas fur improvement about the commuaication within the 

hospita1 and the physical enviroliment 



Chapter 5:  Discussion 

Intro~tim: 

'Ihe purpose of tbis eqerimenta.1 study was to evaluaîe the nlrtimship of a sûuctured 

û-afisTer infmation pocess on famiiy membrr trdkr  aaùety. 'Ihis sbidy was an exîension of 

a descriptive study conducted by Leith (1998) th& identified a moderate to severe level of 

tran&kr anxiety in patients and family manbers. Iî is importani to evaluate the oiihme of a 

nursing intervention, in this case structured intmatiim, prior to wi&-scale implementation 

Discussion of Finduips 

ADDlication of Kuhnlv's Mo&! of Back Tramsort b e r i e n c e  to trailsfer aiu9ety in 

f a i l v  members of patients transerred Eom SICU to an in-patient unit 

The conceptuai fiamework used to gui& this sûdy was W y ' s  Mode1 of Back 

Transport E~perience (Kddy et al, 1993). This mode1 suggests the communication of 

informaîion to parents ofinfaats in a nematai intensive care mit 0 rnay influence the 

estent by rvhich the tra11Sfer is considered a crisis and mbsequenîiy influence their transition 

and acceptace of the îratlsfêr- The time of back transport is termed Precrisis. The provision of  

infmatioa at the Pre-crisis stage 1s an uifluencing concept to ihe m e a e  - of the back transport 

as a positive or negative evezû as deseribed by Kuhaly et al (1990). A positive influence at the 

Precrisis stage may reduce the extemt of  the crisis at the Transition stwe - which occurs over the 

firrt 72 hours follo~vint; back transport Figure i, p.i  l in Cnapter i provides a schemÛiic 
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represenîation of this mo&l). 

In this study fanily members received varying lewls of infmation about (hc surgical 

ICU t r d e r -  ?be majority of family members viewed the & d e r  as a positive evcot while a 

sigaificant numba (47%) viewed the tranisfiér with ambivalence, neidnlity or negativity. 'Ihose 

that viwed the experience negatively also indicaîed a perception the patient was not ready for 

SICU hder. Based cm this Gndïng, the mo&l for this shdy is modified to incfudc h i l y  

member perception of SICU traI1Sfer readiness as an inflwncing concept (Figure - 3, p. 90). The 

asnanytim tbat personal coping resources and support systems may duence the Pre-crisis 

stage has also been incorporated inîo the modified mo&l. Intementiun by the practicing -se 

through provision of uifmûtiua may remice subseqwnt traosfer anxiety of the ffamily member 

at the actual t h e  of trader or during the ikst 72 hous following patient t r d k r .  7he 

practicing nurse should consider coordinathg a care conference to indude the f ~ l y  member 

and in-patient mit staff for family members or patients exhibitkg a hi@ level of transfkr aiuety 

in an attempt to positively Uitlmce the event and tu prepare family manbers for the next stepç. 



Figilre 3 : Modified Model of Back Tramsport kperieace 
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tramfier &am SICU 

The provision of sûuctwed & d e r  ïdiOII13afion to family memôas before patient 

trander fium SICU has been ~ggested in the literahire to nduce family member h-ansfer anxïety 

(Saatman, 1995; Jëdck  et al, 1995; Schactman, 1987; Wessoa, 1997; Quinn et al, 1996; Leske, 

1991; Poe, 1982; Schwattz et al, 1979; Bokinskie, 1992; Do&-Anopardi et al, 1995; 

Roberts, 1976). Fiadbgs h m  ihis s t d y  indicate the majority of family members received 

iafomation priw to patient transfm th& included the patienî's curent health stahis, the reason 

for patient hansfér, the approximate t h e  and date of patient î r d k r ,  a description of the unit 

the patient is tran,Cferr@ to and a grnaal description of the iuirsioe, care on the new mit 

Conversely, the family membas in this shidy report a majority did not receive infiormation h m  

the in-patient unit an how to contact the marshg dation, a description of  îhe new uni& a general 

description of oursing cme ni the new mit  or visiting h o u  policias on the new unit. 

This 3 M y  ideotitied an increase in family d e t y  as measued by 0.W nom time of 

patient îran,cfkr to crinent time measwe in the confrol group and a consistent &dine in amie@ 

for al1 three GARS meanres (basdine, time of t r d e r  and cutrent tirne) in the experimental 

group. This fuiding suggests the provision of stniehired transfer intormatim to family members 

h a  a positive effect on subsequeat measses of family anxiety. A ,meater percentee - of family 

mabers  self-report receiving information on patient's curent heaith datus, a description of 
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new unit and a general &scription of n r s i n g  care on the new mit in the e x p e r h e d  gr* 

compared to the coBho1 group uable 7 p. 59). 'Ibis rnay explain the nduclion in subsequent 

GARS meanises for the experïmenîal &roup. Fanily memba seif-report rnay not be a refiable 

measse tu &fuiitively & t e d e  the amount of infowiation provided to individual W l y  

members. The experùnental intervention did provide specific idormation on cwent health 

- s s ,  the nursiog care on the new mit d a general description of the new unit and fàmily 

memba self-report did diffa betwecn the two groups in this ideiitificatian 

The main hypothesis of this study was that provision of slnictured t r d e r  information to 

fmi ly  members would remice family mmiber anxiety aad trans;fer aaxiety. The GARS 

meanaes did deciiae in the e.q>aimeotal p u p  h m  baseiine thro@ tr-a mid curreot levei 

supporthg this hypothesia. Cmected PTSS scores i-ed 68% of the experbental p u p  

compared with 75% of c&ol participa& experienced a moderate to severe levei of tra~ls-ffer 

ansïety- There is a weak positive cmla t ion  between the amouid of infmation provided and 

the cment time GARS meanire. 'This 1s an iiiterestuig findiog and may have been iduenced 

by the p a t e r  percentage of patients traasfened to SDU as compared to general in-patient imit 

fi \.as surprishg to note the achial scores of the SDU g o q  were bigher than the generd in- 

patient unit group. 'Ibe t k d  measure of the GARS, cuneot time, during the follow-up înîaview 

may have coincided with a second trader of the patient, &m the SDU to tiie generd ward- 

Thee was a consistent reduction in the direction of anxiety in the ucpcrixncnial p u p  
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c o q a n d  to the ccmîrol goup fm SDU as well as the ward. This may be m a e  relevant fhaa the 

acûsal score as it d#nnncirates a reduction in h l y  membr anxiety througb the patient's 

The amouat of infOIDlÛtioii povi&d to f h l y  members by self-repoit in this stdy was 

geater than that provided to fémily members in the Leith (1998) çhdy. This c;m be partially 

expiained because of the sûuctmd infimation intervention but tbe amount of i d m a t i o n  

provided througb family memba self-report was also greater in the control g r o q  as compared 

to the Leith Iî is possible the f b i l y  members may have identified m m  iafmation 

througb self-repd simply because tbey wvre emolled in the sûady prior to patient M e r  and 

wished to pleafs the nurse research assistants by positively reporthg infmation received. Iî 

is also possible the pactices sut~ounding patient trapsfa by the ICU nurses dinered in this 

s w y  conipared with the practice of nurses at the time of the Leith (19 98) study- Fwther 

analysis of the diBering populaîio~s would need to be cmducted before concludkg the reason 

for increased self-report of iafonoatioa and to conclusively determine the relationship between 

amount of i d m a t i o n  provided and famiiy member aaüety and traosfer anxiety. 

The Schwartz and Brenner (1979) sbidy i-ed Iowa scores in p a t i d  stress as 

reportes Cy pUiie@ famiiy and mirse in me group mai inciuMO provision of  im~maUai io 

family membas about patient transfer as coqared tu the goup that did not receive mis 
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k î e n d o n  B o W e  (1992) idcntined fanily members tbat q i e n c e d  care coderences 

prior to patient transfer &om ICW had sipificiPt reductions in theu amïety. lhis sbdy appean 

to support the positive &ect of idbmution tûrough reduction in fàcnily memba siaiety of 

through the t h e  of transfer (transition) to (he arrent meanire (acceptance). 

Relationshi~ - between faniilv member anxietv and location on receivk mit 

This shidy i M e d  a datistically s ip i f i cd  dinerence at p = e -05 for mean GARS 

scores at al1 tbree meanires (badine, time of transfer and curent tune) when cornparhg 

general in-patienî unit to SDU- 'Ihe SDU patient population contuiues to experience constant 

observation by the registered nurse and bas a m e  to patient ratio of 1:2. The change in 

enviroimient is not as meat - between SICU and SDU as it is between SICU and the generai ward 

so this diSience cmot  be explained by change in level of care. The acuity of patients 

transfened to SDU is considaably higher than that of patients ira~~>serred to a ~eneral  - ward and 

may have been the influencing factor. 

n e r e  are no previous shrdies in the literahire cornparhg patient b d e r  h m  S I m  to 

ward YS. SDU. It would be of interest to explore the aspect of acuity on family memba auüety. 

Leith (1998) compared the Siraplified Acute Physiology Score II (SAPS n) as a d e t e d a n t  of 

severity of illness with the measures of axiety and t r d e r  aWeîy  and did not ideiitifil a 

cmelation between severity of illness and anxiety. This may be explained by the timing of the 

SAPS II collection which occutred during the fvst 24 hours of ICU admission Ofgeeater 
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intaest to determine the impact of severity of  ilhess at time of îransfier &om ICU would be a 

measuraneot of'ïherapedc I o i d o n  Scmiq System CIL(;S) on day of ICü trader and 

cmelation with meanres of fkmily anxiety- and traLISfer b e t y  at transfer and followiog 

Relationship behveen kansfkr anxietv and ICU lent& of stay 

Surgical ICU length of stay was eollected for al1 74 c q l e t e d  d i e s  and converted 

into hours. The mean ICU le- of stay in îhis study was 106 hows (SD 98) for the 

eqerîmental mid 107 hours (SD 106) for the cocrbol p u p .  There was no correlation between 

SICU Içogth of stay and family member anxïsiy or hans-fer anxiety. This was uoadicipated but 

is consistent with the fiadings repoited by Leith (1998). 

Evduûtim of anxietv assessmtnt tools 

The GARS tool was administered two separate times (aî the time of reauihnenî to the 

. S S :  and the time of ffulow-up der the patieat tra~s-fbr) iidentifyiag three measures of GARS 

baselùle, t ime of trans-fer and c m &  t h e .  The correlation between these three measures was 

si@cant for al1 groups with a Cronbach's alpha reliability coefficient score of.8072 for this 

>-- This tool ia easily and rapidly applied and can be very usefil to idcatify family members 

or patients that are experienchg araiety at -y time of the patient's hospitaliation An alpha 

t-diability analysis fur repeated GARS measrires was not discovered in the literahire reviewed 

ï'he PrSS provides a direct assesment of tr;wsfer ami* for fanily membas and is 

easily and quickly administered. The relatimhip between cornpond of the PTSS was 
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sigolf icq especially the Bree cmpon& fhat intuitively appear mod relevant to the a c û d  

transfer experience. ïhese compaenb are 7 was happy obaut the trmsfer fm infensive 

tare'; I HDS nenous about the tronsfpr fm i~tensive cax  (corwcfed smw) e): and 7 wos 

ready for the t ran~r fmnz  i~ztensïve cox  y ' Ihis pupiog provided a reliability coefficirnt 

score of -8327 indicatïng an acceptable level of reliability. Lei& (1998) i d d f i e d  an alpha 

reliability of -7 143 if question iY4 "The i~tensive cam unit wax o ffigkttingpLme " 1s 

r-c~moved &mu the PISS. 

Ihe fuuiiags for both repeated GARS measures and PTSS (limited and conected) 

ssugest these toolç can be implemented to measure family member anxiety fa subsequenî 

&dies and for clhical practice. 

Anxietv der transfèr h m  intensive care m-ouped bv PTSS limited and corrected scores 

and uualitative remonses 

The resginises received to the question "Xow do youfeel about the transfer from 

iizfazsive ca r2.7" were matched with the individual PlSS limited and cmected averaged 

scores then smted in ascmding order. A rnodined method of thematic content aaalysis was 

used 0 ideni@ conmion themes and categorïss to the open-ended question The avcraged 

scot'ee w m  divicied into three levels to idente mild amiet): (1.0 - 2.0). moderate a m i e 5  (2.1 

- 3.0) and severe aWety (3.1 - 5.0). 

'Ihe majwity (85%) of the 19 indiMduals Hho experimced mild aWety v i m d  the 

patient tran-4èr as positive. This goup may not benefit from intervention to reduce trader 
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anxiety as they do not perceive it to be negative. 

The 41 respondeids who experieneed moderate sniety had Myin,o respmes to the 

ICU trader, the majority (54%) viewed the traisfer as a positive eqeriaice and only 10% 

rqorted it negatively. kitmention to reduce t r d e r  aWety by focusing the family memba on 

the patient transfèr as a positive event may duence  the family members b a t  are neutrai (TA) 

or ambivalent (29%) about the patienî hansf'ier. 

n i e  p u p  of 13 individuals w%o viewed the patient t r d e r  as neutrai were placing 

their trust on the dccisions made by the physicians aad tesm in the SICU. These participants are 

lmlikely to experience transfkr aWety at a sigplficant level unless they encounter an event tbat 

causes them to misirwt tbe care @vers. 

The group of individu& Bat exjxessed ambivalence about the trader may benefit by 

an intervention by the SICW aursiiig s t s t o  re-focus the transfier as a positive eveat 'Ihe ICC' 

nurse that provi&s infmmation about the t r d k r  experience may assist the f i l y  oimbrt- C 

shift ti, a positive viewpuint as deseribed by Saaman, 1995; J d c k  et al, 1995; Jars  d ai, 

1994; Cutler et al 1995; Poe, 1962; hiinckley et al, 1979; Dodds-Azzqardi et al, 1995; ad 

Roberts, 1976. 

Ofthe  13 individuais who scored in the range of sevae traosfer anxieîy, 69% viewed 

the transfkr as a negative event and felt the patient was not ready for i t  Theu concm was that 

their relative would not receive adequate nvsïng care der the trander. These ùidividuals 

would benefit fkom pre-transfèr educatim, supports prior to the transfèr and potcntial follow-up 
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fiom the ICXJ nurse. 'Ihis group rnay b d t  the mod h m  a family ciae conférence involvïng 

the ICU nurse and a ward m e  to allow the family member an opporhinity to express their 

cmcenis and establish a contact with the receiving mit Furtha evaiuatioa of this as an 

intemention wuuld need to be cmûucted to &tenaine the benefit of family care confkmi~ing 

for individuals qeriencing severe & d e r  anxiety. B o b k i e  (1992) reported the 

experhentai and coatrol g-ooups had previous experience wilh an ICU. 'Ihe clftrent or 

mbsrquent experirncs with patient tra~lsd'er fiom ICU may bave iaflmeed thrir feelings about 

the pendk patient b&êr hm SICü. 

Limitations of tfit Study 

hiring the time of this shdy the SICU had sigatficinit staffshortages \*ch resulted in 

bed clames. The patient population during the s t d y  period had ~ e a t e r  patient acuities and as 

a resvlt dmoastrated potentially greater family member ansïety during this time. Fuitfier 

evicimce of this point comes ôom the percentage of patienîs transfêrred to the SDU in this sbidy 

w4ïich was 57% as compared to 40% m e  year earlier. The specific patient population makes 

gcnwalkations of sbidy findings dificult especially in the absence of a correlation with 

sevwity of illness. 

The randmu assigmnent of family members to esperimental or c&ol group does not 

efiswa certain& that the specified intervention infmation was the only information providcd. 
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'Ihe family membas seif-report moderate lm11 of infhmtion h m  the SICW pior to patient 

traIISfer- The bedside nursiag staff in the SICU may be shaisg information with th W l y  

members Lhat aupents what the p u p  assigrment hdicated It is vay possible OmQ p h  

coping strategies such as social suppoit systems bave a pater  impact cm the family member 

fran,Ffer aaxiety than the a c t d  intervention Social siipport systems were not assessed in this 

study nur could they be conholled for. 

The &ed s k e  in this shidy was in the modaah range and not the large range 

anticipated in the power analysis in the research planning stage. This suggests the goup size 

should be a minimim of 64 participants for both the experimental and emtrol p u p s  fw f.urtbet- 

research studies. 

7 h i s  study identified many interestmg fmdings that could impact ICU wsing practice. 

cmh-01 group experienced p a t e r  aWety at the time of kafssTf&- c q a r - e d  witt basdifie 

vaiues whereas the erperimeatai p u p  expuienced tess amriety througb the haosfer. This 

suggests the provision of shuctured & d e r  inf~~~lat ion for family mernbas pior to patient 

relocatiua may rçduce subsequent amie@ 

The family members of patients that were trderred h m  SICU to SDU eqerienced 

gt-eater levels of fanùly d e î y  at baseluie, timc of irafls-f~ and cut~eiit h r  cmipwd wiiiri: 

hose h o  h n d m e d  to the ward. These respondents also scored bigber on the PTSS limited 

and correcîed score suggestùig that the severity of ilhess of their- relative may influence f i l y  



memba anxiety. 'Lk practicing KU mrse could incorporate îransfier teaching as an 

iatet7rdon for nmily membas p r i a  to patient îranda in aa attempt to n-focus the event as a 

positive one a d  to provide s m e  reassu;mce bat the îradier is a sigp of patient's progess anid 

rscupaaîion 

F h l y  mernbers i d d @  the need for s e v d  components of information pior to patid 

transfa- incldkg: level of care on the meiviag unit patient readiness for transfèr &om IW, 

( c m  giver) expectations of f k l y  membas; visiting bars. policies and restrictions; 

zutritional requiremenîs; level of mobility for the patieiif fkeqsency and &ration of monitoring 

and obsavation of the patient by the aursing staff physician caverage; dcipated next steps in 

the patient's hospitaluation and recovery? and the supports available to the family members. 

The chelopment of a trader teaching tool that includes i9formatim on some ofthese 

components could be developed with representation h m  ICU nurses, ward mirses, 

multidisciplinary team membrrs and an daested  f b l y  member. 'Ibis tool could be iaitiated 

in the ICW and c d n u e d  following patient tramfier by the receiving unit m i n .  stafi: 

The mûjority of family membas view the patient Wtr as a positive c v e  however 

early identification of fsmily membas who view the event witb aatbiguity, neutrality or 

negativity may be effective in reducing subsequenî family member anxiety or transfkr amie% 

This sbdy iddilied the ease with which the GARS and the PTSS (moditied as L e  c m m d  

and limited FI'SS) are administered and îheir reliability as a meamarement tool. A simple 

inquky "How do you fiel about the trnnsfe r fm infemive ca lr ? " may elicit a respcmse 
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indicatiag risk for f ~ l y  member anxiety or trader anxiety. Early &tecticm Pd ïntervmtiim 

by the ICU mrse and the c&ty with the ward iuirse rnay p a t l y  benefit the patients and 

Family memben report a low levet of idibnnation provided by tbe W o f  the receiving 

unit at the time of trader or withio the fi& 72 hoiirç. Early iatervention through family 

-ber c d c a t i o n  by ward nurses may reduce nibse<iuen h ü l y  memba traisfer ami*, 

estabkh rapport with the f a d y  members and ias%ll confidence regardhg the nursiog eare 

practicc cm the receivïng in-patient unit 

Family membas report misinfmatim or lack of inf'ation prior to ICU & d e r ,  

âum the receiviog unif and âam paîient infonaation Clear, accvate conmiunicati~n a d  

interpersonai ability is cxbernely important to fàmilg members and may result in reduced 

anxiety w t r d e r  anxiety ifcoosistently obseived An amious family member is lilrely tu 

expaïence increased a~üety ifthey perceive Ley are misinfbmed or i ininfmed about event-. 

Rcc~nrmendat i~  for Further Research 

Further research about family member t r d w  anxiety whm a patient is hansfared nom 

an IW is required. 'Ihe GARS and PTSS toola are eaçily and quickly admiaistaed and should 

be used in firture M i e s  to &termine f a d y  nimber auriety and û-aas-fix amxiaty. ikie 

corrected and limited FïSS proved to br a diable insûumenî in measuiag faauly meniber- 

aaUety. 

An andysis of the relatiollship between severiîy dillness and family membs iraasfa 
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ansiety by conelaiion of llSS scores on the &y of ICU hadu with anxiety scores would 

provide additionai insight into the obsawd difference between ward and SDU mevves seen 

iatbisstudy. 

The PTSS was admiaistered within 72 hours of ICU b - d e r l  the time of transition 

accord@ to the Mode1 ofBack Transport (Mmîy, 1993). A comprison of scores at actuai 

h e  of patient trader may be usefiil in nrtha iddfying tmader amÏety as well as d i -  

the niodified PTSS tool. 

'Ibe timiog of îhe follow-up iataview may have influenced the fhdings especially wiîh 

';le güup that is trrm?fmred b the SDU as these patients will fiscqyently experieoce a second 

ir-amfer, SDU tu ward, ûuring Ihe 72 hours after ICU tramfer. Iî rnay also iadicate the provision 

of information could contriMe to increased airoety wn time. 'Ihe findiags in aiis sbdy 

retative to question are inconclusive. Iî is very difficult to cmfrol for the amount of 

i r i ~ m a t i m  pfovi&d to intewenticm groups, as was the case in this siudy- An aaaiysis dthe  

relationship between family member amie9 and &ansfer anxiety after paîïeat transfèr h m  ICU 

whm a care conference is introduced could yield interesthg renilts. This conference could 

include the ICW and ward nurse, eiîher the ICU or ward nurse, or no conference and should be 

iriïplmded d e n  family member responses indicaîe severe trader amriety. 

Finther research d i e s  on mis  subject should involve a mininnm sample s k  of 62 

participant- for each goup based on effect s k  between groups in tfüs çtudy. 



Conclusion 

The phmornenon of trimder aPxiety a o n g  family members of patients îraaderred ficm 

SICU has not been well documeiited Leith (1998) ideatined the majority of frmily membss 

experience a moderate to scvere level of tramfier aiixiety followhg patient W e r  h m  ICW- 

'Ioe fanib members of a relative W e m d  h m  an ICIJ o%en displ y distress ad *ion 

f ~ l l o w ~  the patient transfer- 'Ihc provision of infmation to fanily members has been 

sugested as an intementini to reduce tbis anxiety and allow the f ~ l y  member to view the 

transition i?om ICU to an in-pdeib unit in u more positive mûrnier. 

'Ihis stuây was succesdial in patally evaluatiDg the relatioaship of a sûuctued 

infmat ion bans-fr process for family memben of patients transfèrred fiom SICU to an in- 

patient unit m tranda airriety. Fsnily membm chat receind the sûuctured tcandtf 

ifït6mniation eexprriencrd a coiisisteat & c h  in their &ety scores as compared with the 

conh-01 goup rscsiviog the h e d  mdmcîured infimation 

Family membas of patients trailsferred to SDU experienced a greaier smouit of iraasfer 

a W e t y  compared to those tra&erred to the ward- This is more likely to be relaîed to the 

severity of iliness of the patient at the tiw of ICü tramfier than the a c û d  enviromnent d a  

SDU, since it more clorely resembles that of an ICU, when compared to the e~ l~umtnent  cm the 

warci- 

F h l y  member anxiety did not cmelate with patient SICU 1-g of stay and this 

hyphesis is rejected. Family member anxiety and &ansfer aaxicty had a weak positive 
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cmelation with tbe amount of infbmatioa pwided prier to the transférer The amount of 

information povided - bued on f d y  member's self-report and may have Muenced &II& 

rem1t.s ifthey over-repoited the informatim they received- 

Implications for mrsïng practice a d  suggestions for inirsiog research are provided. 

?bis study does advance the cur~ent Imowledge of family member transfèr aaxiety =-hm a 

surroundiog the levels of !ransfèr anxiety Hhen comparing SDU to ward levels of cirre. 
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Appendix D 
Relatimhip of a Sûuctmed Informdon T d e r  Process fw Family Members of Patieds 
Transferred h m  SICU to In-Patient Unit on Tramfier Anxiety 

Protocol for Contact wiih Potda l  Participaoh 

"Hello, my name is - Ianmolliog 
paiticipants in a çhdy that examines the experience of family members der patient îra~lsdk 

fLom intensive c m  to a general horpitai mit The prpose of this s(udy is to detemine the 
impact of infimation for family mernbers dpati- transferred nom the Surgieal Measive 
Care Unit (SICU) by asking qucsti<ms &r the hea- This shdy will be helpfiil in 
d e t w  what iafmatioa to provi& to family members of ICZT patients. 1 would l&e to 
invite you to participate in the study- It sbuld blre dout 30 minuîes of you  h e  sod involves 
an int&iew with the nnsiiig nsearcher &er you fplily member bas been t r d n e d  to the 
in-patient ntimit Would you like to participate in the shdy? 

No: ' ? b d  you for yow h é *  
Yes: 'mai* you very much for weeing to participate. niis paper provides a 

description of the research sûdy- Wedy Rudnick, the nurse researcher, will contact you &er 

'1 would like to ask you about p u r  level of anxiety at this time and a comprison wili 
be made by the nurse researcher a&r the patient hdkr âom Surgical ICU". [Admrnister the 
General Akety ~ a t i n g  Scale (GARS) (Appendix H)]. 

&ety 1s defmed as a feeling of apprehension or taision for a reason Ihat is not easily 
identifred. 



Appendïx E 
Relationship of a Shuchred Mormation T d i  Process for Fanily Members of  Patients 
Transfened km SICU to impatient Unit on TraIISfer Amiety 

You are imrited to prticipate in a research thesis sûdy about fimily members 
eqerience with transfer h m  intensive care. 'Ihe reseanh shdy will be cOlllfi)lCfed by Wendy 
Ruchdg a Mastds ofNwsing sûd& at The Univasity of Manitoba under the @dance of ber 
thesis cmtmïtîee membas: I)r. Erna Schilâer, Mis. Carol Riqgcr, n d  Dr. Tula Hehonm 
'Ihe goal of this shdy is to idedify what idmat ion  you have received about tbe fransfér d 
your family m m b a  &m intensive cire and how you feel about the hnda hm intensive 
care. The duôy has bem approved by the Ethical Review Committee of the Facul& ofNurshg 
at Thç University of  hianitoba (pendiand the Health Sciences Cenîre Research Impact 
Conmittee (pendiiig). 

Participatioa in this study is voluidary and you are imder no obligation to participate. 
The care of your family member will not be Sected by y w  decision to participate or not to 

participate. You may r e h e  to aIlswer any questions or withdraw âom the study at auy t h e .  
?he shidy involves im interview that hcludes some general bacwound informatioq 

questions about the trader h m  intensive csre, and three short written questions about your 
feeling-: after transfer &om intensive care. The s w e y  will be completed only once and should 
take less than 30 mindes ofyour time. 

The ~ormatioii  that you provide will be kept cunfidmtial. Ai1 participants in the shidy 
i d 1  remain aaonymous. Ooly the researcher, Wendy Rudnick, and thesis advisor, Dr. Erna 
Scliilder, will have access to the data Al1 iafmation will be ideotified by a code =ber and 
not your nmne. Group respoases oaly and not individual nsults will be reported The çtudy 
rsfulk will be kept Li a secure place for a paiod of seven to ten years and then destroyed 

?hem may be no direct benefit to you or p u r  family rnember pasmally, but - 
participation in the study may provide iafonriation to help otûer people when theu fàmily 
member is traasferred bom intensive care. The study results may be used for publication in a 
j o m a l  article. 

Kyou have any additional questions you may contact Wendy Rudnick at 4884785 or 
Dr. Erna Schilder at 474-8218. You can receive a ninmiary copy of the results upon request 
once availablc. 



Relationslip of a Sbucûxed ki fmat ion T r d a  Process for Family NIanbers of Patients 
Ths fked  fim SICU to In-Patient Unit on T r d é r  Annety 

Participant Sigpahpe: 

Participant Phone Number: 

Witness Name: 

Date: 

Patient Name: 

Patient Birth Date: 

FaLient Hospital Identification #: 

Copy of nmmiary results? Yes Na 



Appendix F 
Relatioaship of a Sttucûxed urfimnatim TlimSfer Process fm Fanily Members of Patienb 
Transferred h m  SICU to In-Patient Unit on T d e r  Anxïety 

Family Member Questionnaire 
Demographics: 
what ytm were YOU bom? rage 3 

male g m k  .-. - fmale 
relaiionship to patient 
- SPO"=- Pare@- child 0th- (name) 

occupation: 

hi@& level of education completed: 
4i@ seéool hi& school c d t y  college 
uUwrsity university p a u e  pod-graduate d i e s  

Have you or your f e l y  memba been a patient in ICU b â o n ?  
Yes No 

1. How many hours in advance were you told that your f e l y  member would be 
kdérred h m  SICU? 

1 how - 1-6 hows 6 hours infmed aftw îraIISfér 

2. Were you giwn the oppoihmity to ask questions about the t rdkr  fiom ICW? Yes  
N o  

3. Did you receive sny ofthe followïng infmation b â o n  your family member was 
tr3askrreed h m  ICU? 

description of your family members cunent health stahis 
reason for the trader of your f e l y  rnernba h m  SICU 
tirne and date when ICU M e r  was to occur 

description of the new unit 
&scription of niirsùig care on new unit 
dfier : 

4. Were you preseat at the time your family member was traosfared from ICU? 
Yes No 

5 .  Did you receive any of the following intorrnation after your family member arived on 

the new irait? 
how ta contact the m s b g  station 
description of new mit 

description of nursbg care 00 new mit 
description of visiting h o u  policy on n m  unit 
other : 



How did you feel about the &ansfer of you f ~ l y  memba h m  interisive car& 

- - ---p. 

Wh& was positive or helpful about the transfer h m  intensive care mit? 



Appendu G 
Relationship of a Stmcûmd Infamation Trallsfêr Process for Family Mtmbers ofPatïmts 
Trmdkred h m  SICü to In-Patient Uuit on TraOSfer Anxiety 

Usuai Undmctmdkiformation 
(Infom Family) 

'We anticipate your family member will be tmdierred 6m the SICU to ao in-patient 
unit (ward) within the next 24 - 48 hovs as they have progessed to a point where ICü c a e  is 
no longer required." 

'Do you have any questions at this time?' 



Appendix H 
Relationship of a Shuctiind ~ a t i a n  T d e r  Process for Family Membas of Patients 
Tranderred h m  SICU to in-Patient Unit on Transfer Aaxiety 

fibtifi) 
'We anticipate yyocir family membs is being t r d e r r e d  h m  the SICU to an in-paîknt 

unit (ward) within the ne* 24 - 48 hows as îhey have progessed to a point where ICXJ care is 
no longer me&&'. 

( Z w i  m n m t )  
' ï h e  in-patient mit is located on . Your fmiily memba (patient's name) 

will cootinue to be mOLLitored for (pneunonia, si- of Scticm, recwery ofinjuries, blood 
pressure, fluid balance, other) by the mirses and doctors. Dr. (acfmiîhg 
physician) will c o h u e  to be involved in y o u  family members' care. Y o u  family mcmba 
may not be under constant observation by a Registered Nurse as the RN will Iikely have five 
othcr patimîs to mmïtur. The RN will adiust the time helshe spends with each patient 
indivi dual ly. " 

*'Most of the r o m  are semi-private (2 patients) with a patient bathrom in each r o m  
The RN will look in on the patient hourly or more fieqwntly ifnee&d. The patient has a cal1 
bel1 that will summon assistance &om the o u s i n g  staff Iî may be a n u r s e  - assistant aiat 
armrers the c d 1  bel1 and helshe ni11 provide assistance ifable or get the RN ifrequked (e-g. 
pain medication)". 

(Expckution of incnc~sm' Mif-Care) 
'The patient will be assisted and encouraged to participate in their QWQ care to progess 

toivard increased in&pendence. The family members are encouraged to participaie with the 
patieni so that you car leam the extent of the patients' abilities and see the promess fkst haas'. 

(%el i ngs) 
'The patient or family members may feel inicdortable a& nrst +th the movc fiam Ihe 

SICU. n ie  feeling is normal and may continue mîil you feel familiar with the new enviromnent 
and routines", 



6kppod) 
*The in-patient mit staEcan help with the adjustment you may uperience or povi& 

support for you ifyou would ldce to speak with socneone 
Nurse, Chaplain, etc.)". 

"Do you have any questions at this time?" 

(Pl rase list questions asked) 

(Social Work, 

'USuid you like to see the init that your family member will Iikely be hanssnred to?" 



Place a mark on the l h e  tbat iodicates your ment level of anxiety 

[A] Baseline Graphical Anxiety Rating Scales 

Not An-uous As h x î o u s  As I Could Be 



Place a mark on the line below that indicates you level of anxiety at the 
Ti of Tramfier h m  Mensive Care 



AppmdixK 
Relatimhip of a Strucûred W o n  Transfèr Process for FauÜly Members of Patients 
T r d e n e d  Eom SICU to h-Patient Unit on T r d e r  APxiety 

Place a mark on the line b a t  indicates yow curent level of anxiety 

[c] Cur-rent Level d Aaxiety 



.4ppendu L 
Relatiwhip of a Sûucûxed kifinmatim T d e r  Process fm Family Membas of Patients 
Trms-ferred &om SICU to In-Patient Unit on T d e r  Anxïety 

Perception of Tradk as a Stressor 
Instructions: 
'Zhiç p s t i m a i r e  is desiped to belp iodastand how yni feel about the & d e r  h m  intensive 
care. Read each datement and then place an X beside the most appropriate amver- 
1. I was happy ab- the kmsfier h m  ïnîensive care. 

2. The intensive cire unit was a eigbtening place. 

3. 1 was net~ous about the transfèr h m  intensive care. 

disagree 
5 

4 - I was ready fur the transdkr- niim intensive care. 

5 .  Iî is good to have s o w  of the tubes, cardiac leads and monitoring equipmmt removed- 




