
Perceived needs of family members of critical care patients

Item Type text; Thesis-Reproduction (electronic)

Authors Kaczmarski, Lorelei Jean, 1960-

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction or presentation (such as
public display or performance) of protected items is prohibited
except with permission of the author.

Download date 16/05/2023 14:23:51

Link to Item http://hdl.handle.net/10150/558127

http://hdl.handle.net/10150/558127


PERCEIVED NEEDS OF FAMILY MEMBERS OF
%

CRITICAL.CARE PATIENTS

by

Lorelei Jean Kaczmarski

Copyright (c) Lorelei Jean Kaczmarski 1990

A Thesis Submitted to the Faculty of the 

- COLLEGE OF NURSING

In Partial Fulfillment of the Requirements 
For the Degree of

MASTER OF SCIENCE

In the Graduate College

THE UNIVERSITY OF ARIZONA

1 9  9 0



2

STATEMENT BY AUTHOR '

This•thesis' has been submitted in partial fulfillment of the 
requirements for an advanced degree at the University of Arizona and is 
deposited in the University Library to be made available to borrowers 
under rules of the Library.

Brief quotations from this thesis are allowable without special 
permission, provided that accurate acknowledgment of source is made. 
Requests for permission for extended quototation from or reproduction of 
this manuscript in whole or in part may be granted by the copyright 
holder.

SIGNED:
F  7"

APPROVAL BY THESIS DIRECTOR 

This thesis has been approved on the date shown below:

Z /  v Joyce A. Verran
Associate Professor of Nursing

^ '  £ 7  Date



3

ACKNOWLEDGMENTS

This thesis is dedicated to my loving husband, Michael, who 

never doubted that I would finish; to my parents, who pushed me on when 

I wanted to quit; and to my precious son, Matthew, whose sincere smiles 

and hugs rejuvenated me when I was down.

Special thanks also go to Joyce A. Verran, whose guidance made 

it all possible, and whose patience these six long years was much 

appreciated.



4

TABLE OF CONTENTS

Page

LIST OF TABLES ................'................. ........... 6

LIST OF ILLUSTRATIONS!...................................... 7

ABSTRACT ..................................................  8

1. INTRODUCTION .................... ’..................... ..... 9

Overview of Problem ............    9
Purpose of Study ............   11
Significance ...................................  12
Review of Literature .................................. . 14
Summary .............................................  19

2. CONCEPTUAL FRAMEWORK .................   20

Crisis .................   20
Critical Care Hospitalization as a Crisis Event ..... . . . 20
Physical and Emotional Requirements Generated by a

Crisis ...............   25
Family Needs: Essential Physicalzand Emotional

Requirements .......      27
Family Needs Produced During a Critical Care

Hospitalization ................   27
Summary .......................................•. ........ 28

3. METHODOLOGY..........................     29

Design ..........................  29
Setting and Sample ...............   29
Data Collection Instrument .......    30
Human Subjects . ....................   33
Method of Data Collection ........     33
Data Analysis ..............      35
Summary ..............      35

4. PRESENTATION AND RESULTS OF DATA ANALYSIS ................... 36

Characteristics of Sample ..............   36
Research Question #1: Needs Ranked as Most Important ... 41
Category Rankings ......................................  44
Research Question #2: Differences in Need Rankings

Between the Two Time Periods . ....................... 44
Summary ................... . ............................. 48



5

TABLE OF CONTENTS -- Continued

Page

5. DISCUSSION, CONCLUSIONS, RECOMMENDATIONS, AND
IMPLICATIONS ................  50

Discussion ................    50
Comparison of Study Results with Literature Review ..... 55
Conclusions . ......................    58
Limitations ....... . . ................ . . ............. 59
Recommendations .........    60
Implications for Nursing ..■.......................... . . .. 61
Summary ....   64

APPENDIX A: CRITICAL CARE FAMILY NEEDS INVENTORY .......... 65

APPENDIX B: INSTRUCTIONS TO SUBJECTS .............    68

APPENDIX C: RESEARCH APPROVAL AND DISCLAIMER FORM ......... . 70

APPENDIX D: DEMOGRAPHIC QUESTIONNAIRE ...................... 74

APPENDIX E: MEAN VALUES: FIRST TIME PERIOD ...............  76

APPENDIX F: MEAN VALUES: SECOND TIME PERIOD ..............  80

REFERENCES ............ /......'............................. 84



6

LIST OF TABLES

Table Page

1. Characteristics of Family Members by Age ................  38

2. Marital Status of Subjects ..............................  38

3. Relationship of Respondent to Patient .........   39

4. Characteristics of Subjects by Educational Level ........ 39

5. Number of Previous Experiences as a Visitor in ICU or
CCU .....          40

6. Relative's Perception of the Patient's Condition Within
the First 24 Hours ...............   41

7. Needs Ranked As Top Ten: Time 1 ......  42

8. Needs Ranked As Top Ten: Time 2 ........................  43

9. Category Rankings During Time 1 and Time 2 ..............  45

10. Degree of Rank Change Between Time 1 and Time 2 ......... 46

11. Needs Changing Significantly Between Time Periods ....... 47



7

LIST OF ILLUSTRATIONS ■

Figure

1. Conceptual Framework: Families of Hospitalized
Critically 111 ...........................

Page

21



8

ABSTRACT

Descriptive research was conducted to identify the needs of 

families of critically ill patients during the first 72 hours of the 

patient's admission. An additional goal was to determine if there were 

any significant differences in the ranking of their needs in the first 

24 hours and 48-72 hours later. A convenience sample of 20 family 

members of critically ill patients completed a 45-item Q-sort during the 

two time periods.

Three needs ranked as most important during both time periods: 

having questions answered honestly, being called at home if the 

patient's condition changed, and being assured that expert care was 

being given. Comparison of rankings during both time periods revealed a 

Kendall's tau of 0.767, indicating a high degree of agreement. Findings 

supported the importance of establishing trusting relationships with the 

family, and providing information related to patient goals and progress 

towards those goals.



9

CHAPTER 1

INTRODUCTION

Families have many needs when coping with the critical illness 

of a loved one. These needs change as the family members accustom them

selves to the Intensive Care Unit/Cardiac Care Unit (ICU/CCU) environ

ment and begin to take on new roles within their family system. It is 

imperative that nurses develop skills in recognizing these family needs 

in order to help families through the critical care experience. With 

support, these family members can emerge as stronger adults and be more 

capable to assist their loved one through a critical illness (Murawski, 

Penman, & Schmitt, 1978).

The focus of this study was to identify the needs of families of 

critically ill patients during the first 72 hours of the patient's 

admission. An additional goal was to determine if there were any sig

nificant differences in the ranking of families' needs in the first 24 

hours and then 48-72 hours later.

In this chapter, the literature will be reviewed regarding 

family needs during the stress of a critical illness, and the problem 

and its significance to nursing will be discussed.

Overview of Problem

Much of the literature addresses experiences and needs of criti

cal care patients, while the impact on the family members is overlooked. 

These relatives are exposed to a great deal of stress as well and fre
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quently enter the ICU or CCU in a crisis stage. These situational 

crises may disrupt the family's coping ability and leave them feeling 

lost. In their attempt to cope with the critical illness of their loved 

one, many needs are generated. Suddenly, they are at the mercy of the 

nursing staff and physicians for support and information about the 

patient, visiting privileges, directions on how to help the patient, 

etc. The control is removed from their hands and they become dependent 

on the nursing staff and physicians to meet many of their needs.

Research on the needs of families of critical care patients has 

been documented since 1975. These studies have focused on the identifi

cation of priority needs and have determined who typically meets these 

needs for the relatives. While this research has been helpful in iden

tifying consistent needs of family members, the study findings have-not 

determined if their needs changed over time.

Once family members accustom themselves to the ICU/CCU environ

ment and begin to accept their loved one's illness, it is anticipated 

that their needs will change (Kaczmarski, 1985). When the patient is 

first admitted to a critical care unit, the family is in a state of 

shock and disbelief. They frequently express feelings of helplessness 

and overwhelming anxiety. After the initial shock has subsided, most 

family members are able to generate some questions regarding the illness 

(Kaczmarski, 1985). As the relatives' perceptions of the event change 

over time, it is anticipated that their needs will change as well.

Many authors have described families as intricate systems 

(Bfaulin, Rook, & Sills, 1982; Epperson, 1977; Olsen 1970). Each member 

has specific roles and responsibilities within this system which
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contribute to the physical and emotional functioning of the family.

When a disruptive event occurs in the life of an individual, the family 

as a whole is affected (Olsen, 1970). During a critical illness, family 

members are totally dependent on the nursing staff to meet many of their 

needs. Therefore, along with the patient's needs, the family's needs 

must also be addressed. To ignore their needs would be to weaken a 

vital link in the functioning of the family system.

The family can offer unique support to the patient that the 

nursing staff and doctors cannot provide. It is difficult to be sup

portive, however, when one's own needs have not been addressed. Thus, 

it is imperative that the needs of the family members be addressed when 

caring for critically ill patients.

Purpose of Study

The purpose of this study was to identify family needs during 

the first 72 hours of a critical care hospitalization. An. additional 

goal was to determine if there were any significant differences in the 

ranking of their needs in the first 24 hours and 48-72 hours later. Two 

specific research questions were addressed:

1. What needs do family members of critically ill patients rank as 

being most important?

2. Are there any differences in the ranking of these needs during 

the first 24 hours and 48-72 hours after the critical care

admission?
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Significance

Recognition of relatives' needs is vital for nurses caring for 

critically ill patients. Each patient exists as part of a family system 

and holds roles and responsibilities within that system. Hospitaliza

tion removes the patient from these roles, which can produce a crisis 

situation within the family (Hodovanic, Reardon, Reese, & Hedges, 1984).

The patient's illness can influence the health and functioning 

of the family, and the family can have an effect on the health of the 

individual (Olsen, 1970). The patient's family can offer support that 

nurses and physicians cannot. If families are overly stressed, however, 

their presence may hinder the patient's recovery. The impact of family 

health and coping on the patient requires that critical care nurses 

assess the needs of the family. Attention to the family system as a • 

whole is vital in providing total patient care (Hymovich, 1974). Given 

the continuous contact with patients and their families, critical care 

nurses are in a prime position to assist families in coping with the 

illness (Stillwell, 1984). In order to assist families through the 

crisis, it is imperative that nurses have an understanding of their 

needs and concerns. Although there are individual differences between 

families, studies have indicated there are also many similarities in 

their needs (Breu & Dracup, 1978; Daley, 1984; Hampe, 1975; Leske, 1986; 

Molter, 1979).

Awareness of the family's needs allows the critical care nurse 

to focus on certain areas in interactions with the family. For example, 

if a family has an intense need for information, the critical care nurse 

can set aside specific time periods to be alone with the family and
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provide them with the information they need. The nurse can arrange 

family conferences with the health care team, or plan with the family 

times during the day when they will be called with status, reports on the 

patient.

Relative's needs can be influenced by several factors: previous

experiences as a visitor in ICU/CCU, other stressors occurring in their 

lives, perceptions of the seriousness of the patient's illness, and the 

amount of support they are receiving from other friends and family mem

bers. Before plans can be made to assist families through the crisis, 

their needs must be assessed.

Another factor which seems to influence family members' needs is 

the length of time the patient has been in the critical care area.

Based upon the researcher's six years' experience as an ICU nurse, this 

factor is most influential within the first three days of the critical 

care hospitalization. The daughter of a patient expressed this quite 

clearly one day when she said:

Two days ago, when my dad was admitted to ICU, we felt so numb 
and vulnerable. It,was like we were on the defensive. Today 
[the patient's third day in ICU], I feel like I'm on the offen
sive team. I'm more in control, and I know what to ask and how 
to proceed.

Clearly this relative's needs changed dramatically over a three-day 

period. The feelings of anxiety and fear are easy to envision during 

the first 24 hours of a loved one's admission to critical care. .There 

are many unanswered questions during this period and the patient's con

dition is probably most serious during this time. After a day or two in 

the ICU, the patient may be more stable, and the family has had a chance 

to begin coping with the reality of the illness.



14

Critical care nurses need to be aware that there are several 

factors affecting the needs of families. Recognition of these factors, 

and an understanding of their impact on relatives' needs will assist 

nurses in maximizing the quality of care they provide to both the 

patient and the family (Stillwell, 1984).

Review of Literature

Since 1975, researchers have studied and documented the needs of 

family members of critically ill patients. These studies have focused 

on the identification of family needs and have looked at which individ

uals are meeting those needs. The effect of time on the families' needs 

has not been addressed by the studies, however. One of the goals of 

this study was to determine if there are any significant differences in 

the relatives' needs within the first 24 hours of the patient's admis

sion to critical care and then 48-72 hours later.

Hampe (1975) conducted one of the first studies on the needs of 

grieving spouses of terminally ill patients. The primary needs identi

fied in her study included the following: the need to be with and help

ful to the dying person; the need to be assured of the comfort of the 

dying person; the need to be kept informed of the patient's condition; 

the need to receive support and comfort from family members; and the 

need to receive acceptance, support, and comfort from the health 

professionals.

A 1978 article by Gardner and Stewart addressed some typical 

needs of relatives. These needs were identified by a hospital psychiat

ric consultant and the head nurse of a trauma unit. They were obtained



15

through an unreported number of informal observations of relatives of 

trauma patients, rather than through structured interviews or question

naires . The following needs were identified by these authors: the need

for information and education; the need for ventilation of feelings; the 

need for explanation of the patient's physiological status and equipment 

in use; the need for involvement in planning for the patient's care; the 

need for an initial visit preparation; the need for reassurance; the 

need to receive information in simple terms; the need for support and 

assistance with environmental needs; the need for family/physician 

meetings; the need for tranquilizers; and the need for follow-up care, 

if necessary.

Spouses of cardiac care patients were interviewed by the CCU 

staff of UCLA Medical Center (Breu & Dracup, 1978). The nursing staff 

recognized that the needs of the patient's relatives were often ignored 

due to the seriousness of the patient's illness. The staff felt that it 

was important to begin to address the needs of these family members.

The needs identified by these relatives corresponded with the needs 

identified in Hampe's study in 1975. The only additional need identi

fied was the need for the relief of initial anxiety (Breu & Dracup,

1978). The authors of this study did not identify the number of sub

jects interviewed.

Molter (1979) conducted a study of relatives' needs using a 

structured interview format. She interviewed family members of patients 

who had spent at least three days in a critical care unit and who had 

been on a general nursing unit for 48 hours or less. The family members 

included in her study were mainly spouses, children, and siblings of the
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patients. A niece and a mother were also included in her sample. A 

questionnaire with 45 "need" statements was used to rank needs of fam

ilies from most important to least important. The five needs most fre

quently identified by 40 relatives were the following: to feel there is

hope, to feel that the hospital personnel care about the patient, to be 

called at home with changes in the patient's condition, to know the 

prognosis, and to receive information about the patient once a day. In 

addition to identifying the needs of these relatives, Molter examined 

the person responsible for meeting the identified needs. Of the 45 

needs identified on the questionnaire, 44% were met by nurses and 15% by 

physicians. The remaining needs were met by other relatives, friends, 

and chaplains.

Rasie (1980) conducted open-ended interviews with 30 ICU 

patients and their families. In her interviews to determine their per

ceived needs, she found three recurring themes: the family member's

need to relive the critical incident that led to the patient's admis

sion, a fear of criticizing staff and a compulsion to defend the quality 

of care given by the staff, and the desire for medical information and 

the uncertainty about obtaining it.

Subsequent investigations of the needs of family members of 

critical care patients have been based on Molter's (1979) research 

(Daley, 1984; Leske, 1986; Stillwell, 1984). These studies have incor

porated the need questionnaire or portions of it in attempts to further 

isolate the needs of relatives and the variables which influence the 

needs. The Stillwell (1984) study of 30 relatives focused on the visi

tation needs of families and the variables related to those needs. She
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adapted statements from MoIter's questionnaire relating to visitation 

needs, and included an additional need ("the need to have privacy pro

vided for me and my relative"). Stillwell's, findings indicated a sig

nificant correlation between the family's perception of the patient's 

condition and their need to visit the patient frequently. The sicker 

the family perceived the patient, the greater was their need to visit 

the patient. A significant difference was identified between the sex of 

the relative and the importance of having the visiting hours start on 

time. Males ranked this item as important significantly more often than 

females. Stillwell's data also suggested that age was a variable influ

encing one's visiting needs (although it was not reported as being sta

tistically significant). The need to be able to visit whenever the 

relative wanted and the need to have privacy provided during the visit 

were ranked as more important by the younger subjects.

Daley (1984) utilized a structured interview technique with 40 

relatives of critical care patients. Her study determined the needs of 

relatives, and their perception of the person most likely to meet the 

needs. The instrument consisted of 46 need statements derived from 

studies by Gardner and Stewart (1978), Hampe (1975), and Molter (1979), 

and from her own personal experience. These statements were categorized 

into six major need categories: personal needs, need for relief of

anxiety, need for support and ventilation, need for information, need to 

be with the patient, and the need to be helpful. Her findings indicated 

that the categories with the highest mean ratings were the need for 

relief of anxiety, followed by the need for information. The personal 

need category ranked as the least important. The most frequently
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identified needs were: to be informed of their relative's condition, to

be kept informed as honestly as possible, to have the chance to speak 

with the doctor, and to know the relative is receiving the best care 

possible. The needs ranked as least important were: opportunity to be

alone, the need to have friends or children be allowed to visit the 

patient, and having food and coffee made available. The subjects in 

Daley's study identified nurses as meeting the majority of their needs. 

The needs which the physicians met for the relatives were fewer in 

number, but were ranked as more important needs.

Leske (1986) conducted structured interviews with 55 relatives 

of 20 ICU patients. She utilized Molter's (1979) need questionnaire to 

determine relatives' needs. The reliability estimate was determined by 

a Cronbach's alpha coefficient of 0.98. Leske compared her results with 

Molter's and found little response variance between the studies in the 

importance of the following needs: to feel there is hope, to receive -

information about the patient once a day, to be called at home about 

changes in the patient's condition, to know why things were done for the 

patient, to be assured that the best care possible is being given to the 

patient, to know what is being done for the patient, and to know how the 

patient is being medically treated. Leske found the most frequently 

identified needs were similar to those identified in Molter's study with 

one exception: personal needs ranked higher in Molter's study (i.e., to

have a bathroom nearby and comfortable furniture). The ranking of needs 

varied between the studies, but the need to feel there was hope was 

ranked as number one in both studies.
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Summary

In this chapter, an overview of the problem studied was pre

sented. Pertinent research from the literature was discussed. The pur

pose of the study as well as its significance to nursing was outlined to 

provide an introduction to this investigation.
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CHAPTER 2

CONCEPTUAL FRAMEWORK

The research framework that supports this study is presented in 

Figure 1. The elements of the model and their relationships to one 

another will be described in this chapter.

Crisis

Leske (1986) described a crisis as a limited period in which an 

individual or group is exposed to threats and demands that are at, or 

near, the limits of their resources to cope. A critical illness fre

quently occurs without warning, which can generate a crisis situation 

for the patient and family. The crisis evolves from the perception of 

an overwhelming threat. It is a phase during which roles are disrupted 

and the usual patterns of coping are blocked (Powell & Lively, 1981).

Critical Care Hospitalization as a Crisis Event 

Caine (1989) proposed that hospitalization and serious illness 

could precipitate a crisis within a family. Multiple stressors faced by 

family members of the critically ill challenge their ability to cope. 

Some of the stressors experienced by families include the following: 

potential death of a loved one, potential recurrence of the event, 

financial insecurity, new roles within the family unit, change in one's 

own life goals or motives, separation from mate, change in responsibil

ity for care of dependents at home, and exposure to a strange hospital 

environment (Riegel, 1989).
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CRISIS

FAMILY NEEDSCRITICAL CARE 
HOSPITALIZATION

PHYSICAL & EMOTIONAL 
REQUIREMENTS

CRITICAL CARE FAMILY 
NEEDS INVENTORY

Figure 1. Conceptual Framework
111.

Families of Hospitalized Critically
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The ICU environment can be overwhelming and can contribute to 

the relative's anxiety. From the moment they enter the ICU, family mem

bers are bombarded with a number of visual, auditory, and olfactory 

stimuli. Their awareness is drawn to the incredible amount of equipment 

in use, as well as the frequent alarms. The smells encountered are for

eign and can be disturbing as well (Cowan, 1979).

Understandably, family members may appear overwhelmed initially. 

Diagnosis of a patient's illness may take 24-48 hours. Not knowing the 

diagnosis can be extremely frustrating to the patient and family.

People tend to imagine many potential outcomes of the situation and 

create more anxiety for themselves in the process. Many relatives asso

ciate ICUs with death due to their past experiences with them. On tele

vision, ICUs are frequently portrayed as places where people die. These 

perceptions are reinforced by several factors. Families visiting in the 

ICU are exposed to medical crises and continuous hustle and bustle. 

Nurses are constantly at the bedsides, observing patients closely for 

changes in their condition. Relatives learn quickly that the chance of 

receiving more information is greater if they, too, are at the bedside. 

For some, however, it is stressful to remain visiting in the ICU for 

long periods (West, 1975). Critically ill patients may be unconscious 

or occasionally confused due to their condition or effects of medica

tion. For the patient's safety, restraints may need to be applied, 

which can be very disturbing for the family. Even when conscious, the 

patient's appearance may be altered. They may be pale, edematous, very 

weak, confused, or in pain. At times, the nursing staff may respond to 

the patient's equipment alarms or become very involved in the treatment
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they need to give. This occurs frequently with patients who are unable 

to communicate due to intubation or a depressed level of consciousness. 

The staff may overlook the importance of attempting, communication with 

these patients and go about their care as if the patient were not pres

ent (Cowan, 1979). These behaviors indicate to the family a despairing 

attitude that may destroy their hope for their loved one's recovery 

(Braulin et al., 1982). The relatives may conclude that their loved one 

is very ill and may die or be permanently disabled.

Obtaining accurate information from the nurses and physicians 

can be frustrating as well. Unfortunately, the information passed on to 

family members is frequently edited. Some nurses have a difficult time 

presenting bad news to relatives, so they tend to emphasize the good 

news. Some physicians are frequently guilty of this as well. The phy

sician may be unable to accept the fact that he or she cannot save the 

patient, and thus will continue to give the family false hope for recov

ery. Other nurses feel that the family has a right to know that the 

prognosis is grim and make efforts to be open and honest about the 

patient's prognosis. Receiving conflicting reports from different staff 

members and physicians can be very confusing to family members. Who do 

they believe?

Another factor contributing to the difficulty in obtaining 

information is the limited contact relatives have with physicians.

Rarely are the physicians in the ICU when the families are visiting. 

Unpredictable schedules make it difficult to anticipate their arrival at 

the hospital. WTien on their rounds, the doctors frequently are on tight 

schedules, which prevents them from calling each patient's family to
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give status reports and answer questions. Some families may not see the" 

primary physician for days; therefore, the nurses assume the responsi

bility for providing information (Leske, 1986). Although most ICUs tend 

to provide a primary nurse for each patient, this cannot always be done. 

Vacations, varied experience levels, 12-hour shifts, and part-time staff 

all serve as obstacles in providing primary nurses to each patient.

Even when primary nursing is provided, the needs of family members are 

often forgotten or ignored. As critical care nurses direct their energy 

towards the patient's acute care needs, relatives' needs may be over

looked. The end result is that some relatives receive sketchy informa

tion from a variety of individuals. This requires them to spend a lot 

of time piecing it all together and forming their own conclusions 

(Daley, 1984).

Helplessness is a common feeling among relatives of ICU 

patients. They may be afraid to touch the patient for fear they will 

dislodge a tube or hurt their loved one. They may want to assist in the 

patient's care but not feel confident to do so.

Guilt is a frequently expressed feeling as well. Family members 

may blame themselves for the illness or the outcome as they struggle to 

find meaning for what has happened. Some relatives take responsibility 

for the illness because of something they either did or did not do. 

Gardner and Stewart (1978) found that some relatives "feel guilty about 

feeling angry with the patient, or guilty about wishing the patient 

would die" (p. 106).

All crisis situations involve losses (Breu & Dracup, 1978; 

Epperson, 1977; Powell & Lively, 1981). When dealing with a critical



25

illness, the losses can be sudden and multiple. These may include the 

loss of the patient's role within the family, as well as his assistance 

iin fulfilling the household responsibilities. Interruption of one's 

daily routine is a significant loss for many people. During the serious 

illness of a loved one, the family may spend several hours a day at the 

hospital, with little sleep and nutrition. Despite these endless hours, 

the amount of direct contact families have with the patient is limited 

by the strict visitation policies of most ICUs (Rasie, 1980). The rela

tive may spend hours waiting alone in the lounge if there is no other 

family nearby. The family members may be forced to be autonomous if 

their homes, families, and friends are far away (Gardner & Stewart,

1978). Another potential loss is possible death of the patient or a 

lasting disability. The uncertain outcome of the loved one's illness 

can be an overwhelming stressor for the family. With today's expensive 

technology and cost of health care, financial losses are often another 

serious concern of relatives (Breu & Dracup, 1978; Rasie, 1980). These 

losses contribute significantly to the stress the family encounters when 

a loved one is in an ICU.

Physical and Emotional Requirements 
Generated by a Crisis

Responding to a crisis requires a high degree of energy. The 

crisis generates physical and emotional requirements which must be dealt 

with to prevent exhaustion. If the crisis goes unresolved, a major psy

chological disorganization may occur, leaving the individual unprepared 

to deal with future situations (Powell & Lively, 1981). If the family 

member's physical and emotional requirements are attended to, then he
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will be able to nurture his loved one and support him through the criti

cal illness (Smilkstein, 1980).

Historically, authors have described families as intricate sys

tems (Braulin et al., 1982; Epperson, 1977; Olsen, 1970). Each member 

has specific roles and responsibilities within this system which con

tribute to the physical and emotional functioning of the family. When a 

disruptive event occurs in the life of an individual, the family as a 

whole is affected (Olsen, 1970). The hospitalization of a family member 

for a serious illness is an example of such a crisis event. There are 

two major factors which contribute to the disruption within the family 

system. The patient's responsibilities must be assumed by other members 

of the family, which requires alteration in their schedules and activ

ities. Although these responsibilities may have previously been consid

ered minor, they now may become important and difficult to manage.

These additional responsibilities can become burdensome when added to 

one's own responsibilities (Braulin et al., 1982; Busch, 1982). The 

family is also disrupted by the loss of the patient's social role. Some 

important roles played by family members include the peacekeeper, disci

plinarian, comedian, and comforter. When these roles are vacated, the 

family experiences a loss (Olsen, 1970).

According to Hill (1958) and Olsen (1970), families attempt to 

maintain an equilibrium. When a stressful event such as a serious ill

ness confronts the family, it can disrupt this equilibrium. Whether a 

situation or event is seen as a crisis depends on the family's interpre

tation of the- event in light of their past experiences. What is a 

crisis for one family may not be for another.(Epperson, 1977).
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The emotional requirements generated by the crisis may vary, 

based upon the individual's perception of the event. These requirements 

are those which allow the family member to feel more in control and 

better able to cope. For many family members, these are factors such as 

the need for relief of anxiety and the need for information. Once these 

requirements are met, they are able to deal with the additional burdens 

and responsibilities placed upon them through their loved one's illness.

Family Needs: Essential Physical and
Emotional Requirements

Family needs are requirements which, if supplied, will relieve 

or diminish their distress or improve the family's sense of adequacy or 

well-being. Unmet or unresolved needs produce distress within the 

family and can prolong the crisis (Leske, 1986).

Some of the family's needs can be met by their friends or rela

tives. Other needs (e.g., the need for information) can easily be met 

by the nurses caring for the patient. Family members can support the 

patient in ways which no one else can. If these individuals are in a 

crisis state, however, they will not have the emotional reserves to do 

this. Steps taken towards resolving the relatives' needs ultimately 

will assist the patient in his/her recovery.

Family Needs Produced During a Critical 
Care Hospitalization

A critical illness is a disruptive event in the lives of both 

patients and their families. A variety of family needs will be gener

ated as a result. These needs are specific physical and emotional 

requirements produced during the crisis. By attempting to fulfill these
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requirements or needs of the family, health care professionals can pro

vide them with the.inner strengh to cope with their loved one's critical 

illness.

Summary

This chapter has reviewed the framework supporting the study. 

Critical care hospitalizations were described as crisis events for 

patients and their families. Family needs were identified as specific 

physical and emotional requirements produced during crisis events.
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CHAPTER 3

METHODOLOGY

Design

The focus of this descriptive study was to describe the concept 

of “family needs“ and its changing over time. The use of a valid and 

reliable instrument (the Critical Care Family Needs Inventory) provided 

quantification of the family needs concept. The specific research ques

tions addressed in the descriptive study were:

1. What needs do family members, of critically ill patients rank as 

being most important?

2. Are there any differences in the ranking of these needs during 

the first 24 hours and 48-72 hours after the critical care 

admission?

Setting and Sample

The setting for this study included two critical care units in a 

160-bed community hospital in Arizona. The eight-bed Intensive Care 

Unit (ICU) and six-bed Cardiac Care Unit (CCU) were included in the 

setting. These two units provided the care for all of the critically 

ill patients within this hospital.

The subjects for this study were 20 family members of 17 

patients in the critical care units. No more than two family members of 

the same patient were sampled. Due to factors beyond the investigator's 

control, five of the 20 subjects were able to provide responses only
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during the first time period. These five subjects were not able to com

plete the study due to patient transfer out of ICU or CCU, or patient 

death. Fifteen subjects completed the study for the two time periods.

The criteria for sample selection were based upon criteria for 

sample selection in studies by Daley (1984), Leske (1986), and MoIter 

(1979). Subjects participating in the study consisted of those family 

members who met the criteria outlined below and whom the investigator 

was able to contact during visiting hours. Due to. the investigator's 

schedule during visiting hours, a convenience sample was used. The sub

jects included in the study met the following criteria: 1) the family

members had to be 18 years of age or older, 2) they had to be immediate 

relatives (spouse, parent, grandparent, sibling, child, grandchild, or a 

significant other) of the patient in ICU or CCU, 3) the subjects had to 

have visited the patient in the critical care unit within the first 24 

hours of admission and again 48-72 hours later, 4) the subjects volun

tarily agreed to participate in the study, 5) the patient's anticipated 

stay in the critical care area was at least three days, and. 6) relatives 

who had had exposure to a critical care unit in the past six months 

(i.e., as a visitor or a patient) would not be included.

Data Collection Instrument

The instrument selected for data collection was a 45-item 

Q-sort. Each item consisted of a need statement based upon studies by 

Daley (1984), Gardner and Stewart (1978), Hampe (1975), and Moltef 

(1979), and on personal experience. Two additional need statements were 

added to the list based upon previous experience and studies by
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Kaczmarski (1985): "to have the staff treat my family member with dig

nity and respect,” and "to have the staff inquire about how I'm getting 

along." A Q-sort was selected in an effort to eliminate response set 

biases and to provide a simplistic means for respondents to rank-order 

all 45 items (Polit & Hungler, 1983). In an effort to be more specific, 

the need statements were subdivided into six categories of needs, as was 

done in studies by Breu and Dracup (1978) and Daley (1984): 1) personal

needs, 2) the need to decrease anxiety, 3) the need for support and ven

tilation, 4) the need for information, 5) the need to be with the 

patient, and 6) the need to be helpful. These categories of needs and 

the individual need statements within each category are reflected in the 

Critical Care Family Needs Inventory (Appendix A).

Content validity for the statements in each category was sup

ported by a review of the instrument by five family members of critical 

care patients. These family members had had a loved one in ICU or CCU 

during the months of June through August 1987. They served as experts 

with knowledge in the content area, and were asked to review the need 

statements for clarity and completeness. In addition, they were asked 

to delete any statements which were not at all applicable to them and to 

identify any needs that were not already listed. Prior to beginning the 

study, the instrument was pretested and revisions made as appropriate.

Reliability estimates for the instrument were difficult to 

determine, due to the nature of the study. Since the purpose of the 

study was to determine what differences existed in one's needs over 

time, the test-retest procedure was illogical. It was expected that the
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relatives' needs would change over time, due to their acceptance of the 

situation and their ability to incorporate coping mechanisms.

Analysis of internal consistency was not applicable, due to the 

fact that the items on the cards were variable, and did not refer to any 

one particular attribute or need. Reliability was handled in this study 

by assuring consistent procedures in the administration of the Q-sort to 

subjects.

Prior to beginning the study, a pilot test was done with three 

subjects to identify potential problems. Two problems were identified: 

1) the wording of the group rankings was not clear, and 2) the instruc

tions were too rigid. Initially, the subjects were asked to rank each 

need statement as very important, somewhat important, important, some

what unimportant, or not important. These categories did not accurately 

reflect the. subjects' feelings about the need statements. With the sub

jects' assistance, these groups were renamed as follows: most impor

tant, very important, important, not very important, and least 

important.

The second problem was related to the instructions given to the 

subjects. In order to obtain an approximately normal but symmetrical 

distribution, the subjects were initially asked to place a specific 

number of cards under each category (most important, very important, 

etc.). They had a great deal of trouble limiting the number of cards 

they placed in each pile. The family members were able to distribute 

the bulk of the cards in the center and fewer at the extremes, but the 

set number per pile was difficult. Therefore, the instructions.were 

altered to allow the subjects some freedom in the number of cards placed
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in each pile. Family members were instructed to place no more than 3-5 

cards in the extreme categories (most important and least important), 

and only 8-10 cards in the categories of very important and not very 

important. The remaining cards were placed in the center pile (impor

tant). The revised instructions provided for the subjects are listed in 

Appendix B. '

Human Subjects

This research study was evaluated by the Human Subjects 

Committee of the College of Nursing and was deemed to be exempt from 

further review. The study was considered to be of no risk to subjects. 

Research access was.obtained from the study hospital (Appendix C).

Method of Data Collection

Each subject was initially contacted and asked to complete the 

ranking process within 24 hours of the patient's admission to the ICU or 

CCU. A second' contact and repeat ranking was accomplished no earlier

than 48 hours and no later, than 72 hours after the critical care
) ■

admission.

The decision as to which family member to contact was based on 

the judgment of the researcher, after discussion with the patient's pri

mary nurse or charge nurse. An attempt was made to include the relative 

that was the closest to the patient (i.e., the one who saw the patient 

the most, or with whom the patient had the closest relationship).

After the initial contact, the participants were asked to read 

the disclaimer (Appendix C) and ask any questions that they might have. 

Subjects were given 45 cards, each listing a statement associated with
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the needs of relatives of critically ill patients (see Appendix A). The 

packet of cards was randomly ordered prior to each ranking by family 

members. They were then given the instruction sheet to review, and an 

opportunity to ask questions. The participants were asked to read each 

card and rank the need statements by separating the cards into the 

appropriate category (most important, very important, important, not 

very important, and least important), based upon their personal needs as 

a relative of an TCU or CCU patient. In order to obtain a relatively 

normal distribution, the subjects were asked to place a specific number 

of cards in each pile (most important and least important, 3-5 cards; 

very important and not very important, 8-10 cards; and important, the 

remaining number of cards). Subjects were asked to rank-order the needs 

in each category from most important to least important. Following sub

ject completion of these rankings, the investigator consolidated the 

five card groups in order of importance for data analysis. Background 

information was obtained after the relatives ranked the 45 needs.

Background information collected to describe the sample of rela

tives included the following (see Appendix D): 1) sex, 2) age, 3) mari

tal status, 4) relationship to the patient, 5) occupation, 6) education, 

7) number of previous experiences as an ICU or CCU visitor, 8) percep

tion of the patient's condition, 9) additional stressors, 10) presence 

of medical personnel within the family or as close friends, and 

11) proximity of family/friends to the hospital. This information was 

obtained following subjects' completion of the card sort.

Data were collected during the day and evening shifts during the 

months of September 1987 through December 1989. The settings for data



35

collection included the visitor's lounge and the nurse's lounge at the 

study site.

Data Analysis

Data were analyzed using descriptive statistics. To answer the 

first research question, a mean and standard deviation were computed for 

each need at both time intervals (Appendices E and F). A Kendall's tau 

for the difference between ranks was computed to answer the second 

research question of whether there was a difference in perceived needs 

after 48-72 hours of contact with the critical care environment. To 

identify which needs changed significantly in rank over time, the ques

tions were listed in order of rank change. Questions which moved up or 

down in rank by more than two standard deviations were considered 

significant.

Summary

In summary, the focus of this descriptive study was to describe 

the concept of family needs and its changing over time. The setting and 

sample selection criteria were outlined. A 45-item Q-sort was selected 

as the instrument for data collection. The items on the Q-sort were 

based on previous studies and on personal experience. The method of 

data collection required that subjects rank randomly ordered need state

ments into five categories, based on their importance. This process was 

completed within 24 hours of the patient's admission to critical care 

and then again 48-72 hours later. Means, standard deviations, and a 

Kendall's tau for the differences between rankings were computed to 

analyze the data.
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CHAPTER 4

PRESENTATION AND RESULTS OF DATA ANALYSIS

The purpose of this study was to identify the needs of families' 

of critically ill patients during the first 72 hours of the patient's 

admission to critical care. An additional goal was to determine if 

there were any significant differences in the ranking of their needs in 

the first 24 hours and then 48-72 hours later. The specific research 

questions addressed were as follows:

1. What needs do family members of critically ill patients rank as 

being most important?

2. Are there any differences in the ranking of these needs during 

the first 24 hours and 48-72 hours after the critical care 

admission?

The setting for this study included two critical care units in a 

160-bed community hospital in Arizona. A convenience sample of 20 

family members of 17 critical care patients were asked to participate in 

the study. The Critical Care Family Needs Inventory was the 45-item 

Q-sort used to collect the data.

Characteristics of Sample

A total of 20 subjects completed the ranking process within the 

first 24 hours of their family member's admission to critical care. Of 

these 20 subjects, 15 completed a second ranking 48-72 hours later. The 

other five subjects were unable to complete the study; their relative
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either had been transferred out of the critical care unit or had died.

Of the ICU population, nine relatives completed both rankings and only 

one relative completed just the first ranking. Six relatives of the CCU 

patients completed both rankings, while four relatives completed only 

the first ranking.

Sixteen family members were female and 4 were male. Ages of the 

subjects ranged from 28 to 80, with a mean age of 49. See Table 1 for 

the number of subjects per age category.

Table 2 presents the marital status of the subjects. The major

ity of the subjects were married (8.5%), 5% were single, 5% were sepa

rated, and 5% were divorced.

The majority of the respondents were wives (35%) and daughters 

(35%) of the patients (Table 3). Of the remaining respondents, 5% were 

husbands, 5% were mothers, 15% were sons, and 5% were nieces.

The level of education among the respondents ranged from 12 

years to 18 years (Table 4). The majority of the subjects had completed 

high school (45%). Ten percent of the subjects had completed 13 years 

of education, 20% had completed 14 years, 15% had completed 15 years, 5% 

had completed 16 years, and 5% had completed 18 years.

Occupations of the subjects were not categorized. Twenty per

cent of the respondents were secretaries and 15% were in health care 

professions.

Subjects were asked to list the number of previous experiences 

they had had as a visitor in an ICU or CCU (Table 5). The number of 

previous experiences reported ranged from 0-6, with a mean of 2.. 8. The 

majority of subjects (30%) reported two previous experiences as a



Table 1. Characteristics of Family Members 
by Age (N = 20).

Age*
(years) Frequency Percent

28-37 4 20
38-44 3 15
45-50 4 20
51-58 5 25
59-63 3 15
64+ 1. 5

*Range = 28-80; mean = 49.7; s.d. = 12.2.

Table 2. Marital Status of Subjects (N = 20).

Marital
Status Frequency Percent

Single i 5
Married 17 85
Separated 1 5
Divorced 1 5
Widowed 0 0



Table 3. Relationship of Respondent to 
Patient (N = 20).

Relationship 
to Patient Frequency Percent

Wife 7 35
Husband 1 5
Mother 1 5
Daughter 7 35
Son 3 15
Other (niece) 1 5

Table 4. Characteristics of Subjects by Educational
Level (N = 20) .

Number of
Years Completed* Frequency Percent

12 9 45
13 2 10
14 4 20
15 3 15
16 1 5
18 1 5

*Mean 13.45; s.d. = 1.7.
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Table 5. Number of Previous Experiences as
a Visitor in ICU or CCU. (N = 20) .

Number of 
Experiences* Frequency Percent

0 2 10
1 2 10
2 6 30
3 3 . 15
4 3 15
5 . 3 15
6 1 5

*Mean = 2.8; s.d. = 1.7.

visitor. Ten percent reported one experience, 15% had had three experi

ences, 15% reported four experiences, 15% had had five experiences, and 

5% had had six previous experiences. Only two respondents (10%) had had 

no previous experiences as an ICU/CCU visitor.

Subjects rated the condition of the patient during the first 24 

hours in the critical care unit. Forty-five percent rated the patient's 

condition as critical, 25% as serious, 20% as fair, and 10% as good 

(Table 6).

Respondents were asked if they were currently dealing with any 

other major stresses (in addition to the illness of their loved one). 

Fifty-five percent indicated that they were, while 45% indicated that 

they were not.

Sixty percent of the subjects reported having relatives or close 

friends in a health care profession. Forty percent did not.
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Table 6. Relative's Perception of the Patient's
Condition Within the First 24 Hours (N= 20).

Perception of 
Patient's Condition Frequency . Percent

Critical 9 45
Serious 5 25
Fair 4 20
Good 2 10

Ninety percent of the respondents indicated that they had rela

tives or close friends living in town. Only 10% had no friends or rela

tives nearby.

Research Question #1: Needs Ranked as Most Important

The first research question addressed by this study was: What

needs do family members of critically ill patients rank as being most 

important? The top ten needs identified during the first and second 

time periods are listed in Tables 7 and 8.

The number one ranked need during both time periods was "to have 

my questions answered honestly." Seven other needs ranked in the top 

ten during both time periods: "to be assured the best care possible is

being given," "to be called at home if my family member's condition 

changes," "to know what is being done for my family member and why," "to

know what is wrong with my family member," "to have the staff treat my
. .

family member with dignity and respect," "to have explanations given to
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Table 7. Needs Ranked as Top Ten: Time 1 (N = 20).

Mean
Ranking s.d.

Need
No. Need Statement

1. 7.25 6.92 13 To have my questions answered honestly

2. 8.15 6.12 3 To be assured the best care possible 
is being given

3. 8.45 6.16 14 To be called at home if my family 
member's condition changes

4. 8.65 7.13 20 To know what is being done for my 
family member and why

5. 9.40 7.92 19 To know what is wrong with my family 
member

6. 9.75 7.72 . 5 To have the staff treat my family 
member with dignity and respect

7. 10.60 6.54 17 To be allowed to call the unit and ask 
about my family member at any time

8. 11.80 8.32 7 To feel the hospital personnel care 
about my family member and their 
health

9. 11.80 7.14 16 To have explanations given to me in 
terms that are understandable

10. 11.90 8.18 6 To know what may be the expected 
outcome
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Table 8. Needs Ranked as Top Ten: Time 2 (N = 15).

Mean
Ranking s . d.

Need
No. Need Statement

1 . 4.86 4.89 13 To have my questions answered honestly

2. 7.26 5.58 14 To be called at home if my family 
member's condition changes

3. 7.33 10.13 3 To be assured the best care possible 
is being given

4. 8.33 7.29 19 To know what is wrong with my family- 
member

5. 8.80 3.32 15 To receive information about my family 
member's progress once a day

6. 9.13 6.33 20 To know what is being done for my 
family member and why

7. 10.33 11.00 11 To talk to the doctor each day

8. 10.46 5.15 . 6 To know what may be the expected 
outcome

9. 10.60 5.95 5 To have the staff treat my family 
member with dignity and respect

10. 11.46 8.61 16 To have explanations given to me in 
terms that are understandable
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me in terms that are understandable,” and "to know what may be the 

expected outcome."

During the first time period, two other needs ranked in the top 

ten: "to be allowed to call the unit and ask about my family member at

any time," and "to feel the hospital personnel care about my family 

member and their health." During the second time period, the remaining 

top ten needs were: "to receive information about my family member's

progress once a day," and "to talk to the doctor each day."

Category Rankings

The 45 need statements were encompassed within six general need 

categories. There were no differences in the ranking of these cate

gories during the two time periods. They ranked in the following order: 

the need for information, the need for relief of anxiety, the need to be 

helpful to the patient, the need to be with the patient, the need for 

support and ventilation, and personal needs. These need categories are 

presented in Table 9.

Research Question #2: Differences in Need
Rankings Between the Two Time Periods

The second research question addressed by the study was: Are

there any differences in the ranking of the needs during the first 24 

hours and 48-72 hours after the critical care admission? The results 

are outlined below.

A Kendall's tau statistic was computed to determine the degree 

of association of the need rankings between the two time periods,. The
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Table 9. Category Rankings During Time 1 and Time 2.

Mean Ranking
Category Time 1 Time 2

1 . Need for information 13.60 11.69
2. Need for relief of anxiety 19.70 19.25
3. Need to be helpful to the patient 21.30 24.90
4. Need to be with the patient 27.10 28.20
5. Need for support and ventilation 27.70 28.40
6. Personal needs 35.00 35.00

tau was calculated to be 0.767, indicating a large correlation in the 

rankings between the two time periods.

Questions were then analyzed based on the degree of rank change 

between the two time periods (see Table 10). Seven needs were ranked 

significantly different between the two time periods. Those questions 

which increased or decreased in rank by more than two standard devia

tions from the mean are listed in Table 11. Three need statements 

dropped in rank in the second time period: "to be allowed to help with

the care of my family member," "to have friends nearby for support," and 

"to have my family member in a private room." Four need statements were 

ranked higher in the second time period: "to receive information about

my family member's progress once a day," "to be told about someone who 

can help with problems or concerns," "to talk with someone about my 

feelings," and "to have a nurse with me at the bedside."
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Table 10. Degree of Rank Change Between Time 1 and Time 2.

Need Rank Need Rank
No. Time 1 Time 2 T1-T2# No. Time 1 Time 2 T1-T2#

27 20 34 -14* 19 ' 5 4 1
31 26 40 -14* 36 34 33 1
9 27 35 -8* 41 17 16 1

22 19 25 - 6 1 16 14 2
24 25 31 -6 2 21 19 2
42 37 43 -6 6 10 8 2
7 8 13 -5 12 28 26 2

28 13 18 -5 26 43 41 ' 2
35 31 36 -5 34 29 27 2
39 18 23 -5 8 32 . 29 3
17 ■ 7 11 -4 21 40 37 3
44 38 42 -4 23 35 32 3
5 6 9 -3 30 42 39 3

20 4 6 -2 45 41 38 3
3 2 3 -1 4 24 20 4

16 9 10 -1 11 11 7 4
13 1 1 0 18 23 17 6
2.5 15 15 0 43 36 30 6
29 22 22 0 15 14 5 9*
37 12 12 0 32 30 21 9*
38 44 44 0 33 33 24 9*
40 ' 45 45 0 10 39 28 11*
14 3 2 1

#Time 1 - Time 2; average rank change - 3.95; s. d. = 3.48.
*Two standard deviations from the mean.
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Table 11. Needs Changing Significantly Between Time Periods.

Need 
No. Time

Rank
1 Time 2

Degree of 
Rank Change Need Statement

Needs Which Dropped in Rank Over Time

27 20 34 -14 To be allowed,to help with the 
care of my family member

31 26 40 -14 To have friends nearby for . 
support

9 27 35 -8 To have my family member in a 
private room

Needs Which Increased in Rank Over Time

15 14 5 +9 To receive information about my 
family member once a day

32 30 21 +9 To be told about someone who can 
help with problems or concerns

33 33 24 +9 To talk with someone about my 
feelings

10 39 28 +11 To have a nurse with me at the 
bedside



48

Summary

In this chapter, the analysis of the study data was presented. 

The study was designed to determine the needs of family members of crit

ically ill patients, and to determine if their needs changed over a 

period of time. Twenty family members of critically ill patients par

ticipated in the study during Time 1 and 15 during Time 2. The sub

jects' ages ranged from 28 to 80, and the majority of the subjects were 

married (85%). Eighty percent of the respondents were female; of these, 

35% were wives and 35,% were daughters of the patients. The sample was 

fairly well-educated: 55% had some college preparation and 100% of the

subjects had completed high school. The majority of the subjects were 

working in secretarial or health care professions.

The majority of the respondents had been exposed to the critical 

care environment in the past. Six subjects (30%) had visited in an ICU 

or CCU at least twice before. Only two subjects (10%) reported never 

having visited anyone in an ICU or CCU.

During the first 24 hours of the patient's admission, the sample 

tended to rate the patient's condition as "critical." Forty-five per

cent of the subjects rated the patients as such.

The majority of the subjects (55%) reported that they were 

dealing with other stressors in addition to that of their loved one's 

illness. The sample as a whole had fairly strong support systems in 

place. Sixty percent of the respondents had relatives or friends in a 

health related profession, and 90% had relatives or friends living in

town.
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Eight needs ranked in the top ten during both time periods. The 

number one need during both time periods was "to have my questions 

answered honestly." The highest ranking category of need during both 

time periods was "the need for information."

Seven needs ranked significantly different during the second 

time period. Of these seven, only one increased its rank value to be 

included among the top ten needs: . "to receive information about my 

family member's progress once a day." The ranking of two need state

ments fell to the bottom ten needs: "to have friends nearby for sup

port," and "to have my family member in a private room."
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CHAPTER 5

DISCUSSION AND CONCLUSIONS

Results from the study as well as implications for nursing will 

be addressed within this chapter. This descriptive study involved 20 

relatives of critically ill patients. They were asked to rank-order 45 

need statements within a Q-sort in order of importance. The ranking 

process was performed within the first 24 hours after the patient's 

admission to critical care and repeated 48-72 hours later.

The model supporting the study depicted the critical care hospi

talization as a crisis. Family needs were identified as specific physi

cal and emotional requirements generated by the crisis. The ranking of 

these family needs was achieved through the ranking of the need state

ments listed in the Critical Care Family Needs Inventory (Appendix A).

Discussion

During the first 24 hours after the critical care hospitaliza

tion, the priority need categories are the need for information and the 

need for the relief of anxiety. The priority ranking of these cate

gories is not surprising. The need for information is vital in order 

for the family members to regain some order in their lives. It is 

important for them to be able to predict what may come next (e.g., what 

procedures are pending or when test results will be available). Having 

this information allows them some control over their lives during a very 

chaotic time. The relief of anxiety is resolved somewhat once the
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family develops some trust in the caregivers. It is essential that the 

family members trust the staff or they will not feel comfortable leaving 

the hospital. They must know.that their loved one will be cared for by 

competent staff in a gentle and caring manner (Stanik, 1990)..

The study results did not indicate a great deal of difference in 

responses after 48-72 hours. The need for information and the relief of 

anxiety still ranked as the priority categories of need. The need for 

information seemed slightly more important during this time than during 

Time 1. Seven of the top ten needs fell under this category, compared 

with six during Time 1. The two need statements which increased in rank 

to be included in the top ten the second time period were: “to receive

information about my family member's progress once a day," and "to talk 

with the doctor each day." The two needs which dropped out of the top 

ten ranking during the second time period were: "to be allowed to call

the unit and ask about my family member at any time," and "to feel the 

hospital personnel care about my family member and their health." The 

rank change in these four statements may indicate that trust is more 

established by 48-72 hours after the admission to critical care. The 

other conclusion which may be drawn is that the family is processing 

information better by the second time period and, therefore, is ready to 

ask further questions. During the first 24 hours there is a need for 

information, but as time goes on the family is able to think through 

what further questions they have.

During both data collection periods, three needs consistently 

ranked as the most important: "to have my questions answered honestly,"

"to be assured that the best care possible is being given," and "to be
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called at home if my family member's condition changes." It is impera

tive that caregivers provide some consistency in their reports to the 

family. Conflicting reports from different shifts of nurses or physi

cians only confuse the family and generate more questions in their minds 

as to whom they can believe. The establishment of trust is crucial 

early in the critical care stay. The family must know that expert care 

is been given by caring and confident nurses and physicians. If this 

trust is not established, the relative may feel the need to stay with 

the patient and supervise his care, thus protecting him from the 

unknown. The family is forced to trust the caregivers to be their eyes 

and ears when they are not with their loved one. As a result, it is 

important to them to know they can rely on the staff to summon them if 

necessary (Rodgers, 1983).

During the first 24 hours, there is a strong need for informa

tion. This information may help the family understand what has hap

pened, and is necessary to help them plan for the next few hours and 

days of their life. Roles and responsibilities will shift when a family 

member is ill. If the relatives are employed, they must make arrange

ments to leave work to be at the hospital if their family member is 

undergoing tests or surgery. Several top ten needs reflected these 

feelings: "to know what is being done for my family member and why,"

"to know what is wrong with my family member," "to have explanations 

given to me in terms that are understandable," and "to know what may be 

the expected outcome."

Another apparent theme during the first 24 hours is the.family's 

need to form a trusting relationship with the staff. Initially, the
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staff are strangers to the family, and it is extremely difficult to 

leave one's seriously ill loved one with strangers. For their peace of 

mind, relatives need to believe that the nurses will still watch over 

the patient carefully even if they are not there to supervise. Early in 

the critical care admission, family members carefully observe the 

nurse's interactions with the patient and they tend to call the unit 

frequently. This seems to be a testing period in which the relative is 

assessing the situation carefully. Does the nurse appear competent and 

confident? Does the nurse seem to know what current problems the 

patient is facing? Does the staff member communicate with the patient 

during treatments and procedures, or is the patient,ignored while the 

nurse goes about his/her work? When the staff communicate with the 

patient, do they talk with him/her as an adult? Do they recognize the 

non-verbal behavior of the patient and intervene appropriately? Do they 

protect the patient's privacy? The staff must realize that they are 

constantly being evaluated. They must demonstrate a caring and compe

tent attitude, and treat the patient gently and respectfully. Only then 

will the relatives' minds be at ease. These family concerns are 

reflected in the ranking of three need statements among the top ten 

needs: "to have my family member treated with dignity and respect," "to

be allowed to call the unit and ask about my family member at any time," 

and "to feel the hospital personnel care about my family member and 

their health."

There were two needs which rose to the top ten during the second 

time period: "to receive information about my family member's progress 

once a day," and "to talk with the doctor each day." It appears that



54

the family continues to have a need for information 48-72 hours after 

the critical care admission. They are better able to process the infor

mation by this time, however, so the need for information is limited to 

a daily status report.

Seven needs changed significantly over the two study periods.

Of these seven, only one need rose in rank to be included in the top ten 

needs: "to receive information about my family member once a day." As

stated above, this is perhaps due to the fact that information is still 

desired but there is not an urgency for it. Information given once a 

day is sufficient in frequency to meet this need.

Although three other needs also rose significantly in their rank 

value, they did not increase in rank enough to be included among the top 

ten. See Table 11 for these items.

Among the seven needs changing significantly in their rank 

value, two needs fell low enough to be among the least important needs 

(bottom ten): "to have friends nearby for support," and "to have my

family member in a private room." Once a trusting relationship is 

formed with the caregivers, the family may derive their support from . 

them; in this case, they would not need to obtain support through 

friends. If the relatives trust that the staff will treat their loved 

one with dignity and respect, then they may not feel that the patient 

will need a private room. They know that the staff will ensure that the 

patient has the privacy that he/she needs during procedures and

treatments.
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Comparison of Study Results with Literature Review

This study demonstrated some results similar to those found in 

other studies. The need for information was reported to be a priority 

need in all the studies reviewed (Breu & Dracup, 1978; Daley, 1984; 

Gardner & Stewart, 1978; Hampe, 1975; Leske, 1986; Molter, 1979; Rasie, 

1980; Stillwell, 1984). Daley (1984) found that "the need for relief of 

anxiety" was ranked as the category of highest importance, followed by 

"the need for information." These need categories ranked in reverse 

order in the present study. Daley had a larger population and some of 

the relatives in her study were parents of the patients (15%). The 

youngest patient was 5 years old. It is possible that the parents of 

pediatric patients may experience more anxiety than relatives of older 

patients. In Daley's study and in this study, the personal need cate

gory ranked as the least important category. The individual needs 

ranked as most important in Daley's (1984) study were as follows: . to be 

kept informed of the patient's condition as honestly as possible, to 

have the chance to speak with the doctor, and to know the patient is 

receiving the best care possible. Two of these needs ranked among the 

top ten needs during both the first and second time periods in this 

study. Having the opportunity to speak with the doctor rated among the 

top ten needs during the second time period in this study.

Leske (1986) and Molter (1979) conducted similar studies and 

found little response variance between their studies. Most.of.the pri

ority needs identified within their studies were similar to this study's 

results. The following needs were ranked as important in their studies: 

to receive information about the patient once a day, to be called at
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home with changes in the patient's condition, to know why things are 

done for the patient, to be assured that the best care possible is being 

given, to know what is being done for the patient, and to know how the 

patient is being medically treated.

Both Molter and Leske found that the number one ranked need in 

their studies was "to feel there is hope." This need did not rank that 

high in this study, however. It ranked sixteenth during the first 

24-hour period, and fourteenth during the second time period. The 

reason for the variation in the ranking between the studies is unknown. 

It is possible that the patients' conditions differed significantly 

throughout the three studies. One can assume that this need might rank 

as more important when the patients involved are neurologically impaired 

or terminally ill. Neither Molter nor Leske reported what the patients' 

conditions were (or their diagnoses) in the descriptions of their 

subjects.

Another finding in Molter's study (1979) was that the relatives 

needed to feel that the hospital personnel cared about the patient.

They seemed less concerned that attention be focused on them, but wanted 

to be sure that the staff focused attention on the patient. This need 

was supported in the current study as well. "To feel that the hospital 

personnel care about my family member and their health" ranked in the 

top ten needs during the first 24 hours of the critical care admission.

Two additional need statements were added to the instrument for 

this study: "to have the staff treat my family member with dignity and

respect," and "to have the hospital staff inquire about how I'm getting 

along." It was determined that these needs might be important, based
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upon,the author's previous experience as a critical care nurse and on a 

qualitative study done by Kaczmarski (1985). The family's need to have 

the patient treated with dignity and respect did rank as a significant 

need during the study. It ranked among the top ten needs during both 

time periods. The second statement added to the tool did not rank as 

significantly. "To have the staff inquire about how I'm getting along" 

ranked as the thirty-fourth most important need and thirty-third most 

important need during the two study periods, respectively. Perhaps this 

need becomes more important after the patient has been in critical care 

a longer period. Previous qualitative research done by Kaczmarski 

(1985) indicated that some family members became fatigued after a period 

of time and needed people to ask how they were coping. They became 

annoyed when friends, and family continued to inquire about the patient's 

condition without recognizing the strain the family member was under.

The additional responsibilities imposed upon individuals when their 

loved one is ill may be tolerable for a short period, but fatiguing over 

time.

Study participants were asked if there were other needs they 

identified as important., but which were not included in the instrument. 

In total, six additional needs were identified by the study sample:

1) to have assistance with transportation to and from the hospital,

2) to have the staff point out improvements and progress the patient has 

made each day, 3) to assure that family members receive status reports 

on the patient's condition when they are left waiting in the lounge,

4) to provide written literature on the patient's diagnosis when pos

sible, 5) to have the staff touch you or put their arm around you, and
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6) to have the first contact with the ICU/CCU be a friendly one (i.e., 

for the staff to smile and acknowledge your presence in a friendly 

manner).

Conclusions

The most important conclusion to be drawn from this study is 

that it is crucial to form a trusting relationship with the family mem

bers of the critically ill patient. During the first 72 hours after a 

critical care admission, the family members have specific needs for 

information and relief of their anxiety. It is vital that they form a 

trusting relationship with the nursing staff early on. If the relatives 

trust that the staff is competent and caring, then their anxiety will be 

eased tremendously (Riegel, 1989).

A second conclusion to be drawn involves the family's need for 

information. Although they have a tremendous need for information 

during the first 72 hours, they may have difficulty identifying specific 

questions. It behooves the nurses to provide clear information 

regarding the progress that has been made, as well as the challenges 

left for the patient to overcome. Helping the family focus on one day 

at a time will allow them to put order into their lives during a period 

of uncertainty.

Evaluating the results of the study would have been easier had a 

few other steps been followed. It may have been helpful to question the 

family members about their perception of the patient's condition each 

time they were interviewed. They should have been asked each time if 

they had any additional needs, or if they were experiencing other
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stressors as well. These questions were only asked during the first 

interview, which made it difficult to determine if they impacted on the 

rankings the second time around.

The outcome of this study demonstrated that nurses are in a 

prime position to assist family members of critically ill patients.

They must take the opportunity to form a trusting relationship with the 

family from the moment the family enters the ICU/CCU. Nurses can also 

function as the relatives' advocate by providing honest information, 

focusing on both progress made and challenges left to overcome. When

ever possible, nurses should point out the plans for that day in order 

to provide structure in the family members' lives.

Limitations

Limitations of the study were as follows. First, the ICU and 

CCU settings were quite different. The noise and activity levels in the 

ICU were greater. Only half of the ICU rooms were private; in the CCU, 

all of the rooms were private. The visitation policies varied between 

the two units. The CCU had open visitation policies; the ICU limited 

visitation to 20-minute periods five times per day.

The patient diagnoses varied within the study. The CCU patients 

were admitted with a diagnosis of acute myocardial infarction or conges

tive heart failure. The ICU patients included both medical and surgical 

diagnoses: gastrointestinal bleeding, respiratory failure, esophagec

tomy, coronary artery bypass surgery, vascular surgery, etc.

Some of the family members were initially studied while the 

patient was in the CCU. By the second interview, however, the patient
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had been moved to the ICU. This situation arose with patients who had 

undergone open-heart surgery.

Another limitation of the study involved the study site itself. 

The site chosen was a "for profit" community hospital. Overall, the 

patients admitted to this hospital are relatively well-educated, as are 

their family members. The hospital does not admit patients on welfare 

or those receiving medical coverage from the county.

Recommendations

Several recommendations can be made for further research based 

on this study:

1. Replicate the study with a larger sample size.

2. Determine the family members' perception of the patient's condi

tion each time they rank their needs. Ask them each time 

whether they are dealing with additional stresses aside from 

their loved one's illness, and if they can identify any further 

needs that they have

3. Conduct the study with family members of just ICU or CCU 

patients, but not both. The environments differ greatly between 

the two units.

4. Conduct the study with family members of neurologically injured 

patients or terminally ill patients to see if the need "to be 

told that there is hope" ranks higher in that sample population.

5. Conduct the study with family members of patients who have been 

in a critical care unit for at least two weeks to determine if 

the longer hospitalization impacts the family's needs.
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6. Investigate the nursing interventions which are helpful in 

dealing with families of the critically ill. This could be done 

qualitatively by interviewing family members after the patient's 

transfer out of critical care. They could be asked what the 

nurses did which they found to be helpful, and what they wished

n someone had done.

7. Conduct the study in units with open visitation versus those 

without.

Implications for Nursing

There are several implications for nursing based on this study. 

It was determined that relatives have a need for relief of anxiety 

during the first 72 hours that their family member is in ICU or CCU. 

Establishing a relationship with the family early on is crucial. They 

must feel that they have a contact person on whom they can rely. Intro

ducing oneself to the family and providing a progress report are essen

tial steps in establishing rapport. Nurses must remember that the rela

tives are observing their verbal and non-verbal behavior carefully. A 

nurse's interactions with the patient and family will indicate many 

things to them: 1) whether the nurse is competent and interested in

attending to their relative, 2) whether he/she is kind and compassion

ate, 3) if the family can count on this person for honest information, 

and 4) whether he/she is attentive to the emotional and physical needs 

of their loved one. It behooves the nurse to treat the patient as 

he/she would want to be treated, both physically and emotionally. It is 

important to attend to the patient's need for privacy, sleep, pain
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control, and personal hygiene. Explain what procedures and treatments 

are necessary before performing them. Share with the patient and family 

what physician orders have been written for that day and what will take 

place. This will allow the family (and patient) to feel more in control 

of the situation and will provide some structure to their day. When 

possible, it is helpful to allow the family opportunities to assist with 

the patient's recovery. For example, asking them to bring some of the 

patient's favorite foods in may allow the family to feel that they are 

helping the patient to recover. It may give them a purpose for their 

visits and reduce the feeling of helplessness. The ability to attend to 

the patient's needs will reinforce the family's trust and confidence in 

the nurse.

The impressions relatives get from the nurses caring for their 

family member are important and lasting. The ability of the family to 

feel comfortable leaving the hospital may rest upon their comfort level 

with the nurse. Before the family leaves the ICU or CCU, they should be 

reassured that their loved one will be watched carefully and that they 

will be called if there are changes in the patient's condition.

It was determined in the course of this study that family mem

bers have a great need for information. Another helpful intervention 

may be for the nurse to outline the specific problems being dealt with 

and what is being done to manage them. Any timeframes which can be 

shared with the family may also be helpful. Letting them know when the 

patient will be taken off the ventilator or when specific lab results 

will be back provides the relatives with a feeling of control. .It
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removes some of the feeling of uncertainty which abounds, and provides 

some structure in their lives.

When family members come to visit the patient, they should be 

greeted by the nurse caring for the patient. This will give the nurse 

an opportunity to meet the relatives' need for information. Letting the 

family know what progress has been made and what challenges the patient 

still faces will meet this need. It is important for the nurse to give 

explanations in simple terms and to allow the family an opportunity to 

ask questions. Removing equipment from the room after it is no longer 

needed provides a visual reminder to the family of progress that has 

been made. Family members may associate the amount of equipment at the 

bedside with the severity of their loved one's illness.

Speaking with the doctor was identified as an important need 

48-72 hours after the critical care admission. Unfortunately, most 

family members do not see or speak to the doctors on a daily basis. The 

family may, in fact, forget what questions they have once they see the 

doctor. Nurses can assist family members by suggesting that they keep 

paper and pen with them and write down their questions as they come to 

mind. This way, they will be assured of receiving the information they 

need when they do meet with the doctors. The relatives may be over

whelmed with the volume of information they receive when meeting with 

the doctors.. To assist them, it may be beneficial for the nurse to stay 

with the family member during the conference. He/she may then reinforce 

information shared with the family and also be assured that consistent 

information is being disseminated by both nurses and physicians.
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Nurses play a vital role in meeting the needs of critical care . 

patients and their families. The continual contact nurses have with the 

family places them in a prime position to intervene and aid the family 

through their crisis.

Summary

Findings from this study identified several needs of families of 

critically ill patients. The need for information and the need for 

relief of anxiety ranked as the priority need categories. Family mem

bers were most concerned with having their questions answered honestly, 

being called at home if the patient's condition changed, and being 

assured that the best care possible was being given. A Kendall's tau of

0.767 indicated a great deal of similarity in rankings beween Time 1 and 

Time 2. It was concluded that if family members' needs change over time 

it may take a longer period to occur (i.e., two weeks). Implications 

for nursing were discussed and potential interventions proposed. Limi

tations of the study and recommendations for further studies were

outlined.
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CRITICAL CARE FAMILY NEEDS INVENTORY

The Need for Relief of Anxiety

1. To be told that . there is hope.
2. To be told about transfer plans ahead of time.
3. To be assured that the best care possible is being given.
4. To have someone explain the equipment being used with my family 

member.
5. * To have the staff treat my family member with dignity and respect.
6. To know what may be the expected outcome.
7. To feel that the hospital personnel care about my family member 

and their health.
8. To have explanations of the ICU/CCU environment before visiting 

for the first time.
9. To have my family member in.a private room.
10. To have a nurse with me at the bedside.

The Need for Information

11. To talk to the doctor each day.
12. To talk to the same nurse each day.
13. To have my questions answered honestly.
14. To be called at home if my family member's condition changes.
15. To receive information about my family member's progress once a 

day.
16. To have explanations given in terms that are understandable.
17. To be allowed to call the unit and ask about my family member at

any time.
18. To know about the types of staff members taking care of my family 

member.
19. To know what is wrong with my family member.
20. To know what is being done for my family member and why.

The Need to Be with the Patient

21. To have visiting hours start on time.
22. To be allowed to visit at any time.
23. To have the waiting room near the patient.
24. To be able to visit my family member accompanied by a relative or

friend.
25. To be able to stay with my family member in the ICU or CCU.
26. To be able to bring young children in to visit my family member.
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27. To be allowed to help with the care of my family member.
28. To have someone tell me how I can help my family member.
29. To have some guidance as to what to do at the bedside.

30.
31.
32.
33.
34.
35.
36. *
37.
38.

39.
40.
41.

The Need for Support and Ventilation

To be told about chaplain services and to have the chaplain visit. 
To have friends nearby for support.
To be told about someone who can help with problems or concerns.
To talk with someone, about my feelings.
To feel accepted by the hospital staff.
To be assured it's all right to leave the hospital for a while.
To have the hospital staff inquire about how I'm getting along.
To be assured that my family member is doing all right.
To be able to talk with other people who have family members in 
the ICU or CCU.
To have other family members nearby.
To be encouraged to cry.
To talk about the possibility of my family member's death.

Personal Needs

42. To be alone.
43. To have a bathroom and telephone nearby that I can use.
44. To have food and coffee available near the unit.
45. To have comfortable furniture in the waiting room or a place to 

rest while I'm at the hospital.

*These need statements are new items added by the researcher.
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INSTRUCTIONS

1. As you sort through the cards, determine how important each state
ment is to you at this point in time. Pull out those needs which 
are "Most Important" and those which are "Least Important." Put no 
more than 3-5 cards in each of these piles.

2. Continue sorting through the remaining cards and rank these state
ments as "Very Important," "Important," or "Not Very Important." 
Place the cards in the corresponding piles. Attempt to place only ‘ 
8-10 cards in the piles marked "Very Important” and "Not Very Impor
tant." Most of your cards will be left in the center pile marked 
"Important."

3. Once all of your cards have been placed in a category of importance, 
you are ready to look at each set individually. Take the cards in 
the first category (those you classified as "Most Important").
Decide which of these needs is THE MOST IMPORTANT. Place this card 
on top. Then pick the card that is next most important and place it 
second. Continue this process until all the cards in this first 
category are ranked in order of importance. (The most important 
should be on top.) Once these have been ranked, set them aside.

4. Now go on to the next stack of cards (those you classified as "Very 
Important"). Go through these individually and rank them in their 
order of importance with the most important on top. Once these have 
been ranked, set them aside.

5. Continue this process of ranking the cards in each stack individu
ally until all 45 cards are ranked in order of importance. When you 
are finished, the card on top will represent the most important need 
for you and the card on the bottom will be the least important.

6. Please fill out the Background Information Form provided by the 
researcher.

Thank you for your participation in this study.

Lorelei Kaczmarski, RN, CCRN
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T H E  U N I V E R S I T Y  OF A R I Z O N A
T U C S O N .  A R I Z O N A  85721 

C O L L E G E  O F  N U R S I N G

MEMORANDUM

TO: Ms. Lorelei J. Kaczmarski

FROM: Linda R. Phillips, PhD, RN, FAAN^4'
Director of Research

DATE: August 26, 1987

RE: Human Subjects Review:

Your project has been reviewed and approved as exempt from University review by the 
College of Nursing Ethical Review Subcommittee of the Research Committee and the 
Director of Research. A consent form with subject signature is not required for 
projects exempt from full University review. Please use only a disclaimer format 
for subjects to read before giving their oral consent to the research. The Human 
Subjects Project Approval Form is filed in the office of the Director of Research if 
you need access to it.

We wish you a valuable and stimulating experience with your research.

LRP/ms
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EL DORADO HOSPITAL AND MEDICAL CENTER

MEMORANDUM 

AUGUST 6, 1987

Lorelei Kaczmarski, RN

Barbara Tucci, Assistant Administrator of Patient Services 

Research Permission

Lorelei Kaczmarski, RN, has been granted permission, by me, to approach 
family members of patients in ICU/CCU for her research:

"Perceived Needs of Family Members of Critical Care Patients"

This will be effective on Tuesday, September 1, 1987.

TO:

FROM:

SUBJECT:
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SUBJECT DISCLAIMER FORM

I am requesting your voluntary participation in a study entitled 
"Perceived Needs of Family Members of Critical Care Patients.n The pur
pose of the study is to identify what needs' are priorities for relatives 
of critical care patients. An additional purpose is to identify any 
differences in family needs during the patient's first 24 hours in crit
ical care versus 48-72 hours later. Awareness of relatives' needs will 
assist health care professionals to more effectively address these con
cerns in their interactions with families.

You are being asked to rank 45 need statements from most important 
to least important. You will be asked to repeat this ranking process 
once again in 2-3 days. You will be giving your consent to participate 
by ranking the statements and completing the demographic questionnaire. 
It is estimated that approximately 30 minutes of your time will be 
needed to complete the ranking of the statements.

Participating in this study involves no risks or costs to you or 
your loved one (the patient). Your responses will not affect the care 
of your loved one, nor the information/attention you and your family 
receive from the staff. There are no specific benefits from partici
pating, but you will be assisting health care professionals to more 
effectively meet the needs of our patients' relatives. You may withdraw 
from the study at any time with no adverse consequences of any kind.
Any questions you may have about the study and your participation will 
be answered.

The information you provide will never be associated with your name 
and will be available to the researcher only. Analysis of the results 
will refer only to the group of critical care relatives, not to any one 
individual. The information gained will be used for research and edu
cational purposes, and may be published in professional nursing litera
ture at a later date.

Thank you for your participation in this study.

Lorelei Kaczmarski, RN, CORN 
Graduate Student 
College of Nursing 
University of Arizona
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DEMOGRAPHIC QUESTIONNAIRE

1. Sex: M F

2. Age:

3. Marital Status:
Single Separated Widowed
Married Divorced

4. Your relationship ito the patient:
Wife Brother In-law
Husband Daughter Friend
Mother Son Other (specify)
Father Grandparent
Sister ___ Grandchild

5. Your occupation:

6. Number of school years completed (e.g., 8, 12, etc.)?

7. Approximately how many experiences have you had being a visitor in
an ICU or CCU (e.g ., none, 1, 2, etc.)?

8. How would you rate the current condition of your hospitalized
relative?

Critical ___ Fair
Serious Good

9. Aside from the illness of your relative, are you currently dealing 
with any other major stresses (e.g., marital problems, financial 
concerns, employment concerns, etc.)?

Yes No

10. Do you have any relatives or close friends who are in a health care 
profession (e.g., doctors, nurses, pharmacists, etc.)?

Yes No

11. Do you have any relatives or close friends in Tucson at this time? 
Yes No

12. Are there any other needs that you have, which were not listed on 
the cards? If so, what are they? _______ . ______________
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7.25

8.15

8.45

8.65

9.4

9.75

10.6

11.8

11.8

M e a n

11.9 

12,0 
14.2 

14.75

15.0

16.25

18.5

19.9

21.1 
21.45

23.5

13. To have my questions answered honestly.

3. To be assured the best care possible is being given.

14. To be called at home if my family member's condition 
changes.

20. To know what is being done for my family member and why.

19. To know what is wrong with my family member.

5. To have the staff treat my family member with dignity and 
respect.

17. To be allowed to call the unit and ask about my family 
member at any time.

7. To feel the hospital personnel care about my family member 
and their health.

16. To have explanations given to me in terms that are 
understandable.

6. To know what may be the expected outcome.

11. To talk to the doctor each day.

37. .To be assured that my family member is doing all right.

28. To have someone tell me how I can help my family member.

15. To receive information about my family member's progress 
once a day.

25. To be able to stay with my family member in the ICU or 
CCU.

1. To be told that there is hope.

41. To talk about the possibility of my family member's death.

39. To have other family members nearby.

22. To be allowed to visit at any time.

27. To be allowed to help with the care of my family member.

2. To be told of transfer plans ahead of time.

St a t e m e n t

24.4
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Mean Statement

25.8 29. To have some guidance as to what to do at the bedside.

25.9 18. To know about the types of staff members caring for my 
family member.

26.2 4. To have someone explain the equipment being used with my 
family member.

26.4 24. To be able to visit my family member accompanied by a 
relative or friend.

26.4 31. To have friends nearby for support.

26.5 9. ■ To have my family member in a private room.

27.6 12. To talk to the same nurse each day.

27.75 34. To feel accepted by the hospital staff.

27.9 32. To be told about someone who can help with problems or 
concerns.

29.0 35. To be assured it's all right to leave the hospital for a 
while.

29.1 8. To have explanations of the ICU/CCU environment before 
visiting for the. first time.

29.5 33. To talk with someone about my feelings.

30.3 36. To have the hospital staff inquire about how I'm getting 
along.

30.45 23. To have the waiting room near the patient.

31.45 10. To.have a nurse with me at the bedside.

31.7 21. To have visiting hours start on time.

31.75 45. To have comfortable furniture in the waiting room or a 
place to rest while I'm at the hospital.

32.3 30. To be told about chaplain services and to have the 
chaplain visit.

32.3 43.. To have a bathroom and telephone nearby that I can use.

36.8 26. To be able to bring young children in to visit my family 
member.



M e a n St a t e m e n t

37.3 38. To be able to talk with 
members in ICU or CCU.

other people who have family

37.5 40. To be encouraged to.cry.

38.0 42. To be alone.

38.1 44. To have food and coffee available near the unit.
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4.86

7.26

7.33

8.33 

8.8

9.13

10.33

10.46 

10.6

11.46 

11.66

14.06 

16.93

17.73 

17.86

19.06

19.73

20.53

21.13

M e a n

22.4

13. To have my questions answered honestly. ,

14. To be called at home if my family member's condition 
changes.

3. To be assured the best care possible is being given.

19. To know what is wrong with my family member.

15. To receive information about my family member's progress 
once a day.

20. To know what is being done for my family member and why.

11. To talk to, the doctor each day.

6. To know what may be the expected outcome.

5. To have the staff treat my family member with dignity and
respect.

16. To have explanations given to me in terms that are 
understandable.

17. To be allowed to call the. unit and ask about my family 
member at any time.

37. To be assured that my family member is doing all right.

7. To feel the hospital personnel care about my family member
and their health.

1. To be told that there is hope.

25. To be able to stay with my family member in the ICU or 
CCU.

41. To talk about the possibility of my family member's death.

18. To know about the types of staff members caring for my
family member.

28. To have someone tell me how I can help my family member.

2. To be told of transfer plans ahead of time.

4. To have someone explain the equipment being used with my 
- family member.

S t a t e m e n t
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22.7

23.86

24.6

24.6 

25.0

25.3

25.6

27.5

27.8

28.6 

29.46

29.66

30.2

30.4 

30.6 

30.73

32.4

32.86

33.26

33.93

M e a n

35.13

32. To be told about someone who can help with problems or 
concerns.

29. To have some guidance as to what to do at the bedside.

33. To talk with someone about my feelings.

39. To have other family members nearby.

22. To be allowed to visit at any time.

12. To talk to the same nurse each day.

34. To feel accepted by the hospital staff.

10. To have a nurse with me at the bedside.

8. To have explanations of the ICU/CCU environment before 
visiting for the first time.

43. To have a bathroom and telephone nearby that I can use.

24. To be able to visit my family member accompanied by a 
relative or friend.

23. To have the waiting room near the patient.

36. To have the hospital staff inquire about how I'm getting 
along.

27. To be allowed to help with the care of my family member.

9. To have my family member in a private room.

35. To be assured it's all right to leave the hospital for a 
while.

21. To have visiting hours start on time.

45. To have comfortable furniture in the waiting room or a 
place to rest while I'm at the hospital.

30. To be told about chaplain services and to have the 
chaplain visit.

31. To have friends nearby for support.

26. To be able to bring young children in to visit my family 
member.

Stat e m e n t



M e a n St a t e m e n t

39.26 44. To have food and coffee available near the unit.

39.33 42. To be alone.

40.8 38. To be able to talk with other people who have family
members in ICU or CCU.

40. To be encouraged to cry.41.46
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