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ABSTRACT

The concept of intensive care units (ICU) for psychiatric 

patients was developed in the last decade. The primary goal of most 

psychiatric ICUs reported in the literature was to provide a greater 

amount of therapeutic intervention by staff than is normally provided 

in a locked psychiatric unit„

The purpose of this study was to determine the frequency9 length, 

and type of staff-patient contacts in an ICU and locked unit in a county 

hospital in order to determine differences in the intensity of care pro

vided in the two types of units. The methodology of the study was non- 

participant observation in which the observer used a behavioral checklist 

devised by the investigator to record staff-patient contact over a 

period of 20 hours. The sample consisted of 18 staff members and 20 

patients.

The data were analyzed by the t test to determine the signifi

cance of differences in the mean frequency and length of staff-patient 

contacts between the ICU and locked unit, and by professional disci

plines of staff members and by work shift.

Results of the analysis show that there were no statistically 

significant differences between the ICU and the lock unit for any of 

the factors tested, from which it is concluded that the intensity was 

no greater in the ICU than in the locked unit.



CHAPTER 1

INTRODUCTION

The medical/surgical intensive care unit (ICU) was brought 

into being to provide concentrated, specialized treatment to patients 

who require comprehensive observation and detailed care (Lambertsen, 

1968)„ There are many variants of intensive care units in our country 

depending upon the particular institutions, finances, staff, and 

physical environment, Although there are differences in size, staff

ing, and treatments, the general goals of ICUs are quite similar. 

Generally, ICUs are designed as areas for critically ill patients; 

those who may regress unless given careful, closely monitored care 

(Strauss, 1968). The nurse-patient ratio in the general medical/ 

surgical units in the hospital is usually 1:8 or more, whereas the 

nurse-patient ratio in the medical/surgical ICU is usually 1:1 or 1:2. 

ICU nursing personnel share patient care with other disciplines with 

whom they work closely in a multidisciplinary team (Rosen, 1975). 

Nursing care in the ICUs is characterized by an intense and narrow 

focus, where the nurse has increased responsibility to closely mon

itor herjone or two patients (Strauss, 1968). In the ICU, there is an 

intense staff-patient involvement. The length of stay is frequently 

brief, five to seven days, and it centers on the presenting crisis 

while providing intensive care at critical points to avoid further 

regression and deterioration (Rosen, 1975).



Modeled on medical/surgical ICUs9 psychiatric ICUs were estab

lished in England and the United States within the last decade (Mbunsey, 

1979; Rachlin, 1973). Traditionally, psychiatric patients were kept in 

locked units in psychiatric hospitals and the staff held the key, a 

practice which has been viewed as regressive (Rachlin, 1973). Since 

the early 1960s, there has been a trend in psychiatric hosptals to have 

an "open-door11 policy. Keeping the doors in a psychiatric hospital 

open has been viewed as mandatory for achieving a therapeutic milieu 

(Rachlin, 1973). A locked psychiatric ICU is an alternative to an 

open-door unit for the purpose of providing intensive treatment by a 

highly trained staff. Psychiatric ICUs, while similar in concept to 

medical/surgical ICUs, have their own unique service delivery goals.

They are designed to deal with unmanageable patients who are difficult 

to control on an open-door unit. Like medical/surgical ICUs, psychiat

ric ICUs have specially trained staff who provide intensive care for a 

small percentage of the hospitalized patients (Lathrop, 1978).

Currently, there are three types of psychiatric units. One is 

a general unit with an unlocked door, one isz a general unit with a 

locked door, and one is a psychiatric ICU which may or may not have a 

locked door.

Many authors have described their perceptions of the unique 

characteristics of psychiatric ICUs. Noel (1972) proposed that a 

psychiatric ICU provides acute care during a brief hospitalization 

period with a goal of returning the patient to his community as soon 

as possible. Gove and Lubach (1969) emphasized the goal of
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terminating the patient's acute disturbance by re-establishing normal 

psychological and physiological functioning in the ICU<, Psychiatric 

ICUs are usually reserved for psychotic patients who require continuous 

staff involvement to return to a pre-morbid state (Gove and Lubach,

1969; Mounsey, 1979; Rachlin, 1973). The types of treatment used in 

the psychiatric ICU vary considerably9 ranging from a high level of

activity in groups9 recreational activities^ occupational therapies9
- - . ' / .' - " . . and chemotherapy to a less ■ active, more sedate, one-to-one type of

controlled care where firm limits are set regulating activities (Gove

and Lubach, 1969; Mounsey, 1979; Rachlin, 1973). As with medical ICUs,

psychiatric ICUs vary in their specific characteristics, but the goal

of providing intensive care to a group of severely ill patients in

small physical settings with high staff-patient ratios is usually the

same.

Statement of the Problem 

By definition, an ICU provides care that is characterized by 

intensity and specialization for acutely ill patients (Wellenkamp,

1968). A review of the literature documented that psychiatric ICUs 

attempt to provide a greater amount of therapeutic intervention and 

staff attention than that provided on the locked unit (Lathrop, 1978; 

Noel, 1972; Wellenkamp, 1968). Thus, patients in a psychiatric ICU 

should be receiving more concentrated and specialized care than that 

on the locked unit if the ascribed treatment goals are being accom

plished. There were no data to determine if, in fact, patients do get 

more staff attention and concentrated care. This study operationalized



intensive care by observing staff-patient contact in terms of frequency, 

length, and type. The problem explored by this study was: Is there a

difference between the psychiatric ICU and the locked unit in the fre

quency, length, and type of staff-patient contact?

Significance of the Problem 

Nurses are instrumental in developing and establishing ICUs, 

a relatively new concept in psychiatric care. When setting up such a 

unit, nurses must determine if the goal of providing patients with in

tensive care is being met, and if it is not, perhaps a reconsideration 

of the objectives of this mode of environmentally containing and treat

ing patients may be in order. The financial cost of building a psychi

atric ICU may not be justified if there is no difference in the care 

provided in the ICU and the locked unit.

Patient outcome can be affected by the type of care patients

receive in the hospital. If intensive care was not being provided as 

proposed, one may raise questions about its real nature. Nurses may 

decide that ICUs are not a relevant concept in psychiatry or that the 

objectives for the ICU need to be reformulated.

Purpose of the Research 

The purpose of this research was to describe and compare the 

frequency, length, and type of staff-patient contact in a psychiatric 

ICU versus a psychiatric locked unit. This study utilized an observa

tional method to study the differences in the frequency, length, and 

type of staff-patient contact between the psychiatric ICU and the



locked unit at a county hospital in the southwestern United States„ It 

was hypothesized that there was no difference in the frequency, length, 

and type of staff-patient contact in the psychiatric ICU versus the 

locked unit„

Definition of Terms

Staff: individuals who work on the locked unit and the psychiatric

ICU at a county hospital in the southwestern United States and includes 

psychiatrists, mental health specialists, registered nurses, licensed 

practical nurses, and psychiatric technicians.

Patient: a person who is undergoing psychiatric treatment and/or

evaluation on the locked unit and the ICU of the psychiatric service.

Custodial Care: the physical care such as feeding, dressing, bath

ing, and grooming given a patient and the giving out of cigarettes.

Limitations

1. Only one component of "intensive care": frequency, length,

and type of staff-patient contact, was measured. The study did not 

address quality of intensive care.

2. The data collected were limited to what occurred during the 

times of the scheduled observations, which were systematically rather 

than randomly selected.

3. The data collected regarding nonverbal communication were 

limited to that for physical contact.



Conceptual Framework 

This research was based on the concept of psychiatric intensive 

care. Intensive care is defined as concentrated, high-quality treat

ment and attention provided to a group of severely ill patients. It is 

characterized by a very intense and narrow focus, which becomes even 

more so in survival crises (Strauss, 1968). In psychiatry, a survival 

crisis may occur if a patient is suicidal or is experiencing an acute 

psychotic episode. Such patients require a higher degree of observa

tion and care than can be provided on the larger psychiatric units, so 

they are admitted to the psychiatric ICU (Mounsey, 1979).

It is impractical to provide psychiatric intensive care to all 

acutely ill patients due to a limitation of space, facilities, and 

staff; therefore, psychiatric ICUs were developed to provide intensive 

care (Wellenkamp, 1968). Psychiatric ICUs have a limited and special 

role, such as interrupting the acute illness and decreasing its pro

gression before it reaches a chronic state, to play (Noel, 1972),

Intensive care can positively affect patient outcomes as shown 

in a pilot study by Gove and Lubach (1969). Patients who received in

tensive care in the pilot program returned to their home environment 

faster than did patients on the general unit who did not receive in

tensive care. It was also found that intensive care decreased chronic 

institutionalism, increased the patient1s ability to return to his for

mer role, and decreased the burden the patient placed on the community 

following his hospitalization. Patients receiving intensive care in



their study had greater potential for improvement in their illness than 

did the patients not receiving intensive care,
Rosen characterized the psychiatric ICU by the intense staff- 

patient involvement, which focused on the presenting problem and pro

vided concentrated care at critical points in the patient1s illness to 

prevent further morbidity and deterioration of function. Although the 

contact between staff and patient was usually brief in the ICU, the 

interpersonal involvement was great (Rosen, 1975), Staff of all dis

ciplines provided maximum individual attention to patients* which was 

relatively unique to the ICU, as was the high standard of care offered 

from all therapeutic modalities (Rachlin, 1973),

Other researchers focused on different aspects of ICU, One 

researcher (Mounsey, 1979) found that the types of staff-patient con

tacts that occur in the psychiatric ICU are similar to those that occur 

in a general unit. Ross (1979) found a similar situation where an ICU 

in a psychiatric hospital provided treatment approaches of medication 

and physical care that were the same as patients had been receiving in 

their parent wards. Weaver, Broome, and Kat (1978) conducted two 

studies describing the type of nurse-patient contact in a general 

psychiatric unit and found that the contacts were primarily custodial. 

Although most of the daily routine included custodial care, aggressive 

or disruptive acts of patient evoked staff reactions such as reprimand, 

sedation, and/or restraint (Weaver et al., 1978), In another setting, 

Broome, Weaver, and Kat (1979) found that staff were gaining sophis

tication in their knowledge of behavior principles, but their contacts



with patients were largely limited to daily routine duties» The above 

studies showed that in some settings similar care occurs in the ICU and 

the locked unit and this care is primarily custodial.

In another psychiatric ICU, the greatest emphasis of staff- 

patient contact was placed on communication; on establishing a rela

tionship (Ross, 1979), Here, as compared to the general psychiatric 

unit, the primary goal was for the staff to spend more time with 

patients and thus have greater opportunities for communication,

Mattson and Sacks (1978) also described the therapeutic philosophy of 

staff contact in a psychiatric ICU as a combination of psychopharma

cology and expressive therapies or therapeutic communication,

A general locked unit is an alternative to the more specialized 

ICU, Lathrop (1978) described a locked unit as an in-patient psychi-' 

atric setting that provides a controlled environment for therapy ses

sions and medication administration. Locked units typically provide 

therapeutic endeavors to a wide variety of patients with vastly differ

ing needs. Typically, if there is a psychiatric ICU, patients that do 

not re&pond to the general in-patient units go to the ICU where they 

are to receive additional, more concentrated care (Mounsey, 1979; 

Lathrop, 1978),

From the literature and observations, it can be noted that the 

construct of staff-patient contact in a psychiatric setting or a locked 

unit can be operationalized into four behavioral categories, These 

categories include custodial care, verbal and nonverbal communication, 

routine and p,r,n, medication distribution, and control of behavior by



seclusion and/or physical -restraint• The more abstract ,fintensive 

care” will be observed by measuring the type and frequency of staff- 

patient contact in the four behavioral categories as shown in Figure 1»



STRUCTURED UNIT

ICU LOCKED UNIT

TREATMENTS STAFF-PATIENT CONTACT

Custodial
Care

Communication Control
of

Behavior

— nAdministering
Medication

verbal nonverbal seclusion restraint p.r.n. routine

Figure 1. Model of Care Provided in a Psychiatric Unit



CHAPTER 2

REVIEW OF THE LITERATURE

This chapter reviews the topics which relate to the nature of 

intensive care provided in psychiatric ICUs, The review of the lit

erature covers two categories which are the psychiatric ICU and obser

vational behavior research.

The Psychiatric ICU 

In England, the first designated psychiatric ICU was opened in 

1972 (Mounsey, 1979)„ Two years later, in June 1979 a similar psychi

atric ICU was established at the Old Manor Hospital in Salisbury, 

England where Mounsey, a psychiatric nurse was instrumental in its 

development. The psychiatric ICU was established to provide special

ized care for the "difficult,H or hard to manage, patient. The psy

chiatric ICU comprised one ward with 12 single bedrooms, a ward office, 

a day room, a dining room, and a kitchen. The daytime nursing staff- 

patient ratio was just over 1:3, which Mounsey stated had proved ade

quate. Patients in the psychiatric ICU had a variety of diagnoses, but 

the common factor relating to all these patients was that they had pre

sented as serious management problems in the general psychiatric ward. 

Patients who required a higher degree of observation or care than could 

be afforded by the larger wards were treated in the ICU. The treatment 

approaches used in the psychiatric ICU were similar to those used on
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the general unit» Most of the patients stayed in the psychiatric ICU 

for less than two weeks and were then transferred to the general psy

chiatric ward,,

By definition, staff-patient contact in the psychiatric ICU at 

the Old Manor Hospital was greater in intensity and quality than on the 

general ward, but no research was done to provide data to document this 

assumption. Recreational and occupational therapy were the chief 

vehicles for staff-patient interaction,- Short term seclusion was used 

when a patient injured himself or others, Mounsey stated that the 

"effectiveness” of the Old Manor*s psychiatric ICU had yet to be demon

strated, but the general staff consensus was that it offered a positive 

and practical approach to treating acutely disturbed patients.

Rosen (1975, p. 549) described the psychiatric ICU as develop

ing out of the "increasing acceptance of crisis intervention as an ef

fective therapeutic environment in which the work of crisis therapy 

can be carried out." Rosen equated this environment with the medical/ 

surgical ICU. Among the similarities were the small physical size, 

the acute severe illnesses treated, and the large, multidisciplinary 

staff who make life and,death decisions every day. Treatment was brief 

and intense. There was concentrated staff-patient involvement which 

focused on the immediate problems to prevent further morbidity and 

deterioration.

Rosen described the impact of the psychiatric ICU environment 

on the patients and the staff. The stress of placing a frightened and 

confused patient in the ICU, which was characterized by continual
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activity, constant stimulus input, and a relatively unstructured social

organization, is emphasized. There was pressure from intensive staff

involvement for the patient to quickly resolve his problems, whereas

the patient frequently felt powerless thereby increasing his feelings

of anxiety, guilt, and helplessness. Although the staff usually had

brief contacts with the patient, the interpersonal involvement was

described as intense. Working with mental anguish and pain created an

emotionally charged atmosphere that placed a great deal of stress on

the staff, Rosen (1975, p, 550) stated that the

, , , clinician often finds that the structure of the unit 
provides little opportunity for the direct expression of 
his growing anger and frustration, and the highly special
ized nature of the work makes it difficult for those not 
directly involved in the experience to comprehend and accept 
the intense emotions it engenders,

The results of this pressure on staff can lead to exhaustion and emo

tional depletion that make specialized, high-quality, intensive care 

impossible to deliver.

From his research, Rosen made some suggestions to maximize 

the therapeutic effectiveness of the psychiatric ICU, These were: an

increase in staff awareness of their intensive contact with emotionally 

suffering patients, orientation of the patient to the ICU, careful se

lection of staff with emphasis on high stress toleration, and group 

cohesiveness and support,
A psychiatric ICU at St, Elizabeth's Hospital in Washington, 

D,C, "was established because of a recognized need for providing in

tensive treatment in a closed setting for a small portion of a total 

population that require more therapeutic intervention than can be given
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on the general unit" (Lathrop, 1978, p, 674). Lathrop, a psychiatric 

nurse clinical specialist, stated that a necessary step in designing a 

psychiatric ICU was to look at the resources of the institution.

Lathrop modified her plan for a residential psychiatric ICU because of 

a shortage of nursing personnel. Instead, an ICU was developed that 

ran from 9 a.m. to 5 p.m., the time period when most treatment was found 

to occur.

At St. Elizabeth’s Hospital, "intensive care" was defined as a 

program of care that called for therapeutic activities for a minimum of 

50% of the patient’s time in the ICU. The selected treatment modalities 

for the intensive care patient included milieu therapy, group therapy, 

social-recreational therapy, and individual therapy. Group therapy 
occupied 20% of the patient’s time in the ICU, and social-recreational 

activities occupied another 20%. Evaluation by Lathrop (1978) found 

that over 60% of the patient’s day in the psychiatric ICU was spent in 

some sort of treatment. It is important to remember that this was a 

day treatment program, from 9 a.m. to 5 p.m. The key criteria of this 

psychiatric ICU were the greater frequency of therapeutic intervention 

and the more efficient use of staff.

There were explicit criteria for admittance to St. Elizabeth’s 

psychiatric ICU (Lathrop, 1978, p. 681). "A patient was accepted for 

treatment in the psychiatric ICU only after all methods of treatment

on the general psychiatric unit had been exhausted. Prior to admittance,
\ • a patient was interviewed by two members of the treatment team, his

record was reviewed, and his case was discussed at a team conference.
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The advantages and disadvantages of a psychiatric ICU were ad

dressed by a study done on the psychiatric ICU at the Bronx State 

Hospital (Rachlin, 1973). In 1970, the hospital set up a locked psy

chiatric ICU to treat patients that needed more "intensive care" than 

they were receiving on the open unit. The purpose of this ICU was to 

provide high-quality care on an acute, short-term basis for patients 

with special needs. The objective was to assure "maximum" individual 

patient attention from all mental health disciplines to provide a high 

standard of care. "Intensive care" and "maximum" individual attention 

were not defined or evaluated in this study. This is a weakness in the 

program and points to the need to define and clarify terms.

The reasons for referral were explored for the first 50 patients 

admitted to Bronx State Hospital's psychiatric ICU,and it was found 

that in 40 of the cases there was more than one reason for referral 

(Rachlin, 1973). The most frequently stated was repeated elopement 

from the hospital, which accounted for 46% of the primary reasons. 

Patients who were a danger to themselves or others made up 34% of the
t

primary referral reasons. The least common reason for referral was 

disturbed and agitated behavior, making up only 14% of the primary rea

sons. Three patients were referred for other reasons: warrant for

arrest and community and family pressure to be "locked up."

Rosen (1975) commented on Rachlin's study (1973) of the psy

chiatric ICU at the Bronx State Hospital and stated that a major prob

lem was that the purpose of the unit was sometimes misunderstood, as 

it was thought of as a maximum security unit to "lock up" patients.



Another problem was the lack of male staff members available to control 

violent, destructive patients. After talking with staff, Rosen, the 

assistant chief of staff for the Lincoln Service, found that staff felt 

that the predominant advantage to the psychiatric ICU was that it 

"worked," that is, staff felt patients experienced a rapid relief of 

acute psychotic symptoms. These are not hard data, but rather staff 

opinion. Staff felt that the ICU was a useful short-term treatment 

modality due to a closed door, an intensive milieu, the liberal use 

of medications, the high staff-patient ratio (1:5:1), and the in- 

depth care provided. These are subjective data from one staff and 

cannot be generalized. No relationship was established between the 

psychiatric ICU and patient outcome or effectiveness. The exact nature 

of a psychiatric ICU as an independent variable and its relationship to 

patient outcome have not been adequately documented.

In 1972, a psychiatric ICU was proposed by the B.C. Mental 

Health Administration with three primary objectives: crisis inter

vention, prevention of hospitalization, and collaborative service to 

B.C. General Hospital. Noel (1972), director of the Washington, B.C. 

Mental Health Administration, stated that a psychiatric ICU would be 

established to provide high-quality care with sufficient intensity to 

patients to interrupt the progression of illness and return the patient 

to the community. High-quality care and intensity were not defined by 

Noel, which leaves the interpretation to the reader. According to Noel 

(1972), crisis intervention provides close attention and adequate ther

apy by a sympathetic staff and aborts a patient's acute psychiatric



decompensation^ The patient’s bizarre behavior and withdrawal from 

reality must be eliminated before he can return to the community. As 

an administrator, Noel believed it is possible for the patient to be 

transferred from the psychiatric ICU to the in-patient general psy

chiatric unit, and then have a shorter stay there supposedly due to 

prior treatment in the ICU, Noel stated (1972) that cost accounting 

studies showed that prolonged 24-hour psychiatric hospitalization was 

the most expensive of all the treatment modes, and a brief hospitaliza 

tion in the psychiatric ICU could prevent longer hospital stays for 

many disturbed patients, thus increasing cost-effectiveness,

A pilot study program divided the psychiatric unit into two 

areas which the patient went through in Sequence: the intensive treat

ment area and the readjustment area, The major objective of this ICU 

was to quickly terminate the patient’s acute disturbance. Most of the 

patients in the ICU were psychotic and staff encouraged them to defer 

action, to rest, and to accept a "sick role" to re-establish their 

normal physiological and psychological functioning. The rationale for 

this was that a psychotic person is not able to discuss his problems 

and doing so would be detrimental to his self-esteem and would promote 

socialization into a mentally ill role. In the ICU, medications were 

used quite extensively to alleviate anxiety, agitation, depression and 

disorganization. The patient remained in the ICU for about one week, 

until his acute disturbance and disorganization had been controlled 

and he started to take an interest in his surroundings and to demon

strate an ability to act in a responsible manner. The patient was



18

transferred to the readjustment area where the primary goal was to pre

pare the patient to resume responsible functioning in the community.

In the readjustment area, the patient was assigned a counselor and 

psychotherapy began,

A follow-up study was done that compared the effectiveness of 

the pilot program, which included the intensive treatment area, with 

the general unit. The variables that were compared were days of ini

tial hospitalization, indices of chronic institutionalization, reten

tion of community roles, community role performance, the burden the 

patient placed in the community following their hospitalization, and 

post-hospital care. These outcome measures were tested one year after 

the patient was discharged from the pilot program or the general psy

chiatric program. The results of the two groups were compared and it 

was found that intensive care decreased chronic institutionalism, in

creased the patient's ability to return to his former role, and de

creased the burden the patient places in the community following his 

hospitalization,

A study done by Mattson and Sacks (1978) viewed the seclusion 

room as an intensive-care environment, A patient who was placed in 

seclusion was rapidly medicated and the antipsychotic effect of the 

medication, together with the patient's tiring himself out, may be the 

principal results of seclusion. Thus, the seclusion area was not a 

treatment in itself but simply a place where treatment can occur, an 

ICU, Mattson and Sacks (1978) stated that in this area the staff gave 

more intensive treatment, paid closer attention, and monitored a 

"problem" patient.



In summary, there are a variety of types of psychiatric ICUs„ 

There was no distinct formula for what type of setting and treatments 

make up a psychiatric ICU* From the literature it appeared that the 

two common elements of psychiatric ICUs were that they were designed 

to treat acutely ill patients who required specialized care and that 

there was intense, concentrated, staff-patient contact (Appendix A),

The review of the literature showed that "intensive care" had 

not been defined through research. This study added to past reports of 

psychiatric ICUs because it used a new methodology, nonparticipant ob

servation, and reported data in quantitative rather than qualitative 

terms, This research described and compared the intensive care by 

measuring the frequency, length, and type of staff-patient contact in 

a psychiatric ICU versus a locked unit.

Behavioral Observations 

Travers (1969) defines data from observations as the central 

core of scientific study, and from which results and conclusions are 

ultimately derived. Observations are made in two distinct areas in the 

behavioral studies: (1) observations concerning characteristics of the

environment, and (2) observations concerning the responses of living 

organisms to that environment. The characteristics of the environment 

must be determined directly via observational research.

Six characteristics of observational research as identified 

by Good and Scates (1954, pp, 648-649) were:

1, The observation is specific, not just looking around 
for general impressions with carefully defined things 
to look for.
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2„ Observation of behavior for research purposes is sys
tematic, not a chance dropping in on a situation at any 
time when one happens to be passing by„

3» The observation is quantitative, usually a tally of the
number of instances a particular type of behavior has 
occurred»

4„ A record is made of the observation immediately, or as
promptly as possible, not entrusting the results to 
memory.,

5» The observation is expert, that is, done by an investi
gator who is especially trained for such work*

6, The results of systematic observation of behavior can
be checked and often verified, by comparing the results 
of different observers or by repeating the study»

The major problem of behavioral observation is the "observer- 

inference problem" according to Kerlinger (1964). Kerlinger pointed 

out that this was the problem of the observer making inferences from 

the information derived from his own observations. The observer brings 

the behavior and the concept together which can be either a strength 

or a weakness. It is a strength in the sense that a well-trained ob

server can make observations that correctly relate to the concepts.

It is a weakness if the observer makes faulty inferences from his ob

servations. The possibility of making incorrect inferences can be de

creased by using an observer with competent knowledge and meaning of 

the behavior to be observed. Selltiz, Wrightsman, and Cook (1976) 

stated that whether the observer's ways of perceiving and interpreting 

constitute a serious source of bias depends to a large extent on the 

nature of the data being collected and the structuring of the observa

tion protocol. In a clear-cut, simple observational study, the ob

server's point of view may make little difference. Pure behavior is 

recorded as accurately as possible and a minimal amount of inferences 

is made.
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A strength of the observational process noted by Selltiz et al» 

(1976) is that the process makes it possible to record, as it occurs, 

behavior 'which is independent of a subject’s ability or willingness to 

report. Behavioral observation demands less active cooperation of the 

subject, although it cannot totally overcome resistance. Observation 

can be used as the primary method of data collection in studies de

signed to provide accurate descriptions of situations or to test 

hypotheses.

Selltiz et al. (1976) stated that, although the degree of par

ticipation and the degree of structure varies with the purpose of the 
study, four questions must be addressed: (1) What should be observed?,

(2) How should observations be recorded?, (3) What procedures should be 

used to try to assure the accuracy of observation?, and (4) What rela

tionship should exist between observer and the observed?

The methods of observation can be looked at according to the 

amount of structure they provide, according to Brink and Wood (1978). 

Structured observation categorizes behavior into predetermined cate

gories, whereas unstructured observation strives to give a complete 

and nonselective description of behavior. Selltiz et al. (1976) wrote 

that in structured observation the investigator knows what aspects of 

the group activity are relevant for his research purpose and is there

fore in a position .to develop a specific plan for making and recording 

the observations before he begins to collect data. The first step in 

structured observation is to develop a set of reliable categories to 

measure the amount and direction of relevant types of behavior. A
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pretest must be done to detect possible errors in the classification 
scheme and/or mechanical problems in observation. In structured ob

servation more subjects were observed in less time and data analysis 

is simpler than in unstructured observation.

The relationship of the observer to the observed can be looked 

at in terms of the degree to which the researcher participated in the 

setting with the subject. In nonparticipant observation, the research

er is not purposely involved with the subjects, whereas in participant 

observation there is active involvement of the observer with the ob

served. Despite the relationship of the observer with the observed, 

every attempt should be made to maintain the normalcy of the environ

ment (Brink and Wood, 1978). Kerlinger (1964) stated that in non- 

participant observation, the observer can affect the objects of 

observation simply by being in the environment as part of the 

observational situation. If the observer takes precautions to be 

unobtrusive and nonjudgmental, the observed individual can adapt 

rather quickly to the observer’s presence and act as usual.

In nonparticipant observation, validity is obtained by defining 

the behaviors to be observed, so that the observer can apply the same 

terms to the same or similar types of behavior. When clear and concise 

definitions are given for what is being observed, then there should be 

good correspondence between what is measured and what was intended to 

be measured. Construct validity is the key to the validity of behav

ioral observation, because the variables being measured should be 

imbedded in a theoretical or conceptual framework (Kerlinger, 1964).
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Reliability in observational research can be increased by using 

consistent procedures in the development of an instrument to measure 

the observed behaviors (Selltiz et al» 9 1976). If more than one observ

er is used, they can be trained to interpret the instructions similarly. 

The observer should practice enough to develop the necessary skills for 

recording and properly categorizing of data. The reliability of an 

even well-trained observer can be lowered if he does not have confi

dence in his judgment to categorize observed behavior. Too many be

havioral categories can overload the observer and hence, decreases 

reliability. Kerlinger (1964) stated that a high degree of reliability 

can be achieved by using small and easily observed and recorded units.

To summarize, observational research differ in the degree of 

structure and degree of observer participation, ranging from unstruc

tured, nonparticipant observation to structured, participant observa

tion. Validity in structured, participant observation is achieved by 

using clear, concise definitions to define the behavioral categories. 

Reliability is increased through the use of a well-developed instrument 

to observe behaviors.



CHAPTER 3

METHODOLOGY

Design of the Study

This chapter describes the design of the study, the setting 

utilized, the sample, the instrument, data collection, protection of 

human subjects, and data analysis. A comparative study was done to 

describe and compare the intensive care provided in the psychiatric 

ICU with that in the locked unit. Frequency, length, and type of 

staff-patient contact were used as measures of intensive care.

The Setting

The setting for this study was one unit in a psychiatric 

service of a county hospital in a large city in the southwestern 

United States. The psychiatric unit is adjacent to the main hospital.

It consists of two units, the locked side (16 beds) for convenience 

called the west side and the unlocked side (the east side with 18 beds). 

This study took place on the west side which is made up of the locked 

unit (12 beds) and a psychiatric ICU (4 beds and 2 seclusion beds).

The psychiatric ICU is adjacent to the general locked unit.

A partition, which is wooden on the bottom half and glass on the top 

half, separates the ICU from the locked unit and the nursing station.

The ICU consists of two semi-private patient rooms, two seclusion 

rooms, a kitchen area, and a corridor that extends the length of the
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four rooms„ There is one table with four chairs in the corridor.

There are three locked doors into the psychiatric ICU, one from the 

nurses' station, one from the locked unit, and one from the hall that 

divides the east and the west sides of the psychiatric unit (Figure 2)„

The locked unit on the west side consists of five semi-private 

patient rooms, one four-bed ward, and a day room, which extends across 

the length of the locked unit. The locked unit differs from the ICU 

in its furnishings. There is a television set, a stereo, a ping-pong 

table, a couch, and four easy chairs on the locked unit, which are not 

present in the ICU. There are four locked doors into the locked unit, 

one from the psychiatric ICU, one from the Occupational Therapy Room, 

one from the nurses' station, and one from the hall that connects the 

east and west sides of the psychiatric building.

Voluntary patients are admitted to the psychiatric unit through 

the Emergency Room (ER). In the ER, the potential candidate for admis

sion registers at the admitting desk and is then examined at the triage 

desk,by a nurse. If the patient is in need of a psychiatric consulta

tion, he is examined by a mental health specialist and a decision is 

made as to the need for hospitalization. The mental health specialist 

contacts the psychiatric charge nurse and a decision is made as to 

which area the patient should be admitted to: the unlocked side, the

locked side, or the psychiatric ICU. The criteria for admission to 

these areas is not explicit. According to the mental health special

ists and the charge nurses, the decision is based on the condition of 

the patient, the care and treatments required, and the available space.
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The admitting mental health specialist writes a note at the time of 

admission, which includes identifying data, chief complaint, current 

treatment, past history, mental status examination, diagnostic impres

sion, and tentative treatment plan.

Besides the voluntary admission described above, patients are 

admitted to the psychiatric unit by two other ways. Patients are ad

mitted under petition, that is under Arizona Revised Statutes Title 36 

Civil Commitment procedures. These patients are automatically placed 

on the locked side of the psychiatric unit unless otherwise specified 

by the psychiatric health team consisting of psychiatrists, nurses, 

and mental health specialists. Patients remain on the psychiatric 

unit until their hearing date at the court room at the county hospital. 

The second way patients are admitted to the psychiatric unit is from

the county jail. These patients are considered police holds and are

admitted to the locked side unless the psychiatric health team decides 

differently.

The Sample

The sample consisted of 18 staff members working in the ICU 

and locked unit, and 20 patients, 14 from the locked unit and 6 from

the ICU from the psychiatric service at a county hospital in the

southwestern United States. No special criteria were used for sample 

selection. The staff and patients included in the sample were those 

who were on the west side of the psychiatric unit during the time of 

the researcher’s observations.



Data Collection Procedure 

The design of this study was structured, nonparticipant obser

vation. The investigator observed staff-patient contact in the psy

chiatric ICU and the locked unit.

Preliminary to data collection the investigator met with staff 

to explain her plans to be a nonparticipant observer on the unit during 

designated time periods. No information regarding the specific data to 

be collected was provided at this time. The investigator asked staff 

to sign the required consent forms (Appendix B) to allow observation 

of their activities on the locked unit and the psychiatric ICU to take 

place. At the completion of the data collection period the investiga

tor scheduled a debriefing session with the staff and explained retro

spectively the nature and purpose of the study.

Observational Schedule 

The data were collected at pre-determined times according to 

the following schedule:

Observations took place during the same time and same day in 

the ICU and the locked unit. A total of ten hours of observations 

were made on the ICU and the locked unit, totaling 20 hours.

Tuesday: 4 p.m. to 6 p.m., and 6:15 p.m. to 8:15 p.m.;

Wednesday: 11 a.m. to 1 p.m., and 3:30 p.m. to 5:30 p.m.;

Thursday: 4 p.m. to 6 p.m.

Observational periods were set up to consider the weekly schedule for 

the west side of the psychiatric unit, that is, when there was no 

therapeutic activity such as group therapy scheduled (Weekly Schedule
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in Appendix C), Data were collected on the day and evening shifts only, 

because it was assumed that patients would be sleeping during the night 

shift and there would therefore be little to observe. Observations 

took place over 20 hours: 10 hours on the psychiatric ICU and 10 hours

on the locked unit. Observations were made in 2 and 4 hour time blocks. 

Observation days and times were matched for the ICU and the locked unit. 

Staff-patient contacts that were still being observed at the end of a 

time period were followed until they had terminated.

During the observation period, the investigator sat in the open 

-door of the nursing station which permitted both hearing and seeing 

staff-patient contact in the ICU and the locked unit. The investigator 

refrained from initiating interaction with staff and patients and re

frained from discussing the study’s protocol until completion of the 

data collection period.

The investigator was known to the staff on the psychiatric 

unit as a nursing graduate student because she had done one year 

graduate internship at this county hospital, although not specifi

cally on the west side of the psychiatric unit. The familiarity of 

the investigator with those being observed provided a relaxed and non- 

judgmental setting, but it also presented problems such as bias on the 

part of the investigator. The familiarity of the investigator with 

staff was a distraction because it was difficult not to communicate 

with colleagues. However, preliminary explanations to staff about the 

necessity for dispassionate observing cut down on the pressure to 

communicate when in close proximity with friends.



i The Instrument

Prior to data collection three instruments were devised by the 

investigator for this study: (1) staff information sheet, (2) patient

information sheet, and (3) observational checklist. The staff informa

tion sheet (Appendix D) was designed to obtain demographic data on 

staff members and included questions relating to age, sex, ethnicity, 

professional title, job position at the hospital, total years of educa

tion completed, amount of experience working in psychiatry, and length 

of time working on this psychiatric unit. The patient information 

sheet (Appendix E)was designed to collect demographic data on patients 

and included questions relating to age, sex, diagnosis, ethnicity, 

education, number of previous psychiatric hospitalizations, legal 

status of admission, and current medications.

The third tool was an observational checklist (Appendix F) for 

each patient that was developed from the review of the literature and 

the researcher's own clinical experience. With this information, the 

construct of staff-patient contact was operationalized into the follow

ing behavioral categories: custodial care, verbal communication and

physical contact, administering p,r,n, and routine medications and con

trol of behavior. Within these categories there are specific types of 

behavior listed, such as eating, dressing, giving directions, speaking 

about the immediate problem, touching a body part, using locked seclu

sion, and physical restraint. These are all-or-none categories because 

the research purpose did not require detailed descriptions of behavior 

in degree or quality.
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When using the observational checklist, the observer recorded 

the time when a staff member made contact with a patient and the time 

when the staff-patient contact ceased to determine the length of the 

interaction. This was recorded in a row under the appropriate behav

ioral category. In the communication category anecdotal notes describ

ing the circumstances of the behavior were recorded. Also recorded in 

each row was a key symbol standing for the discipline of the staff 

person making the contact: MD $= medical doctor, T ** therapist or

mental health specialist, Ns m nurse, PT « psychiatric technician.

Brink and Wood (1978) stated that the evaluation of an instru

ment’s reliability consists of estimating how much of the variation in 

scores is due to transitory influences or random errors, A pretest 

was done for two days prior to this study, one day on the psychiatric 

ICU and one day on the locked unit. During this time the investigator 

gained familiarity with the instrument and the setting. Practice in 

using the instrument prior to the data collection increased the relia

bility of the observations of behavior. The pretest allowed the in

vestigator to add new behaviors that needed to be included in the 

checklist. During the pretest the researcher determined that her loca

tion for observing was optimal. The feasibility of timing staff-patient 

contacts and describing the circumstances of the communications were 

determined during the pretest. No apparent differences in collecting 

data in the psychiatric ICU- and the locked unit were found during the 

pretest of the observational tool.
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Brink and Wood (1978, p„ 119) described the validity of an in

strument as the extent, to which it measures what it is intended to 

measure without being affected by constant or random errors„ The con

struct validity of the instrument (the checklist) to the variable being 

measured (staff-patient contact) was established from a review of the 

literature and by having three psychiatric nurses and one psychologist 

review the checklist and judge its face validity. The operational 

definitions of the observational categories and types of behavior were 

as defined in the section on definitions explicit and clear cut, so 

there was good correspondence between what was measured and what was 

intended to be measured. Because only one observer was used to collect 

data, there was a risk of observer bias. This was compensated for by 

using concrete, clear meanings to define the behaviors observed, thus 

improving the construct validity of the instrument.

x Human Subjects

The rights of staff and patients were safeguarded in accor

dance with the guidelines of the Department of Health and Human Ser

vices. This study was approved by The University of Arizona Human 

Subjects Committee and the hospital's Human Subjects Committee (Appen

dix G). The staff consent form (Appendix H) used described an overall 

picture of the study, the procedure, investment, discomforts, benefits, 

freedom to ask questions, confidentiality, and the use of the data.

The researcher met with the county hospital’s Protocol Review 

Committee on July 30, 1980 and presented the proposed study. The in

vestigator received written approval for the study from the chairman
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of the committee on August 8„ 1980. The committee requested that only 

staff consent forms be used (Appendix H).

Analysis of Data 

The demographic data were compiled for staff and patients to 

provide a staff and patient profile. Descriptive statistics were ob

tained for the frequencies and lengths of staff-patient contacts in 

the psychiatric ICU and the locked unit. The data were analyzed ac

cording to professional groups and work shifts. A t test was used to 

determine the significance of differences for the means frequency and 

length for staff-patient contact.



CHAPTER 4

PRESENTATION AND ANALYSIS OF DATA

The data from this study are presented in two sections. The 

demographic characteristics of the staff and patient populations are 

described in the first section. The second section describes the fre

quency and type of staff-patient contact in the psychiatric ICU compared 

to the locked unit.

Subjects

Staff Characteristics

The staff subjects included 18 persons; four psychiatric tech

nicians, four mental health specialists or therapists, seven nurses, 

and three medical doctors. The age range of the staff were: psychiat

ric technicians, 26-44 years (mean of 33.8, median of 32.5); therapists, 

26-43 years (mean of 36.3, median of 38); nurses, 25-61 years (mean of

37.6, mode of 26, median of 29); medical doctors, 30-65 years (mean of'
(

41.7, mode of 30). All staff subjects were between 25 and 65 years of 

age. Of the 18 staff members observed, 9 were men and 9 were women.

The total years of education completed for staff members ranged from

12 years to 20 years with a mean of 17.2 years. The years of education 

for staff members were: psychiatric technicians, 12-17 years (mean of

14.3); therapists, 16-26 years (mean of 21); nurses, 12-20 years (mean
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of 15,4); and medical doctors, 20-24 years (mean of 22) including the 

psychiatric residency program. Staff members reported their ethnicity 

as follows: five Gaucasions, three Americans, three Whites, two Anglos,

one Chicano, and one French-Indian, Three staff members did not state 

their ethnicity. The staff's years of experience working in psychiatry 

ranged from ,31 years to 33 years (mean of 8,20 years, median of 3,50 

years, and mode of 4,00 years). The staff's reported length of work 

experience in the setting where this study was conducted ranged from a 

low of ,31 years to a high of 4 years, There was a modal distribution 

at four years experience for six staff members who were employed since 

the unit opened in 1977,

Patient Characteristics

The patients subjects in the sample represented two groups: 

six from the psychiatric ICU and 14 from the locked unit (one was ob

served in both areas). The most frequent diagnosis given patients 

both in the locked unit and the ICU was chronic schizophrenia,

ICU Patients

The six patients observed in the ICU ranged in age from 29 to 

53 years (mean of 31 years, median of 28 years). Four ICU patients 

were male and two were female. Their ethnic distribution was four 

White, one Black, and one Mexican-American, The educational level was 

obtained from the medical record and was available for only two ICU 

patients. One patient graduated from high school and one had a mas

ter's degree in education.
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Two IGU patients came to the hospital voluntarily. Four 

patients who were involuntary admissions included one from the jail 

and three who were petitioned by the court because they were dangerous 

to others or not able to care for themselves (gravely disabled). The 
ICU patients upon admission differed from the patients in the locked 

unit by demonstrating more acting out and/or anti-social behaviors 

such as verbal abuse and threats to staff members. One ICU patient 

was transferred from the county jail after lacerating a body part and 

destroying property at the jail. One patient prior to his hospitaliza

tion stopped taking his medications and experienced auditory hallucina

tions telling him to hurt himself or to kill his parents.

Patients in the ICU represented the following diagnostic 

categories: chronic schizophrenia with explosive personality (3),

moderate mental retardation with explosive personality and grand mal 

epilepsy (1), and chronic schizophrenia, paranoid type (2). All had 

extensive psychiatric histories with a minimum of five previous hos

pitalizations, and two had spent several years at state institutions. 

Five of the six ICU patients were on psychotropic medications. Three 

of the patients required high doses of these medications: Haldol, up

to 40 mg daily; Navane, 60 mg daily; and Prolixin, 1800 mg daily.

Locked Unit Patients

The age range of the patients on the locked unit was 18 to 

53 years (mean of 27.8 years and median of 23 years). Nine of the 

14 patients were male and 5 were female. Nine patients were White,
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4 were Mexican-American^ and 1 was Black* The educational level was 

available for only 10 patients; 8 graduated from high school* 1 from 

ninth grade* and 1 had a master's degree.

Most patients on the locked unit (8 out of 14) were transferred 

from the psychiatric ICU, The original reasons for hospital admissions 

of the eight patients transferred from the ICU to the locked unit were 

similar to the reasons for admitting other patients to the ICU* e.g.* 

violent or anti-social behavior. Six of the eight patients transferred 

to the locked unit from the ICU were petitioned by the court as danger

ous to others* one was transferred from the jail for self-inflicted 

lacerations* and one was petitioned by the court as being unable to 

care for herself (gravely disabled) and striking out at others. These 

patients were transferred to the locked unit from the ICU after 3-5 

days when they were no longer acting out or displaying violent behav

ior .

Six of the locked unit patients were admitted directly to this 

area. The reasons for direct admittance to the locked unit were: 

acute decompensated state* which included symptoms of hallucinations 

and delusions due to not taking psychotropic medications (5 patients)* 

and recurrent depression (1 patient). These six patients were not 

overtly violent or self-destructive. The 14 patients observed in the 

locked unit represented the following diagnostic categories: chronic

schizophrenia* paranoid type (10)* an adjustment disorder (1)* 

schizophreniform (1), and atypical psychosis (2). Twelve of the 

patients were on average doses of psychotropic medications (Haldol*
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2-10 mg daily; Navane, 5 mg daily; and Thorazine, 200 mg daily. Two 

patients received no medications.

Intensity of Care 
In this study, intensive care is defined as high-frequency, 

long-length verbal and nonverbal contact between staff and patients.

This definition reflects the lack of specific criteria describing 

psychiatric intensive care. Staff-patient contact was operationalized 

into four areas: custodial care, communication, control of behavior,

and administering medication. The frequency, length, and type of 

staff-patient contact in the ICU was compared with that in the locked 

unit.

Frequency and Type of Staff-Patient Contacts

The frequency and type of contact for patients in the ICU and 

the locked unit are presented in Table 1. The mean number of contacts 

per patient in the ICU was 19.17 compared to 16.21 in the locked unit. 

Giving directions occurred eight times more frequently per patient in 

the ICU than in the locked unit (ICU x $=? 4.33, locked x $=» .5).

Locked seclusion and the use of physical restraint occurred a total 

of eight times each on the psychiatric ICU and did not occur on the 

locked unit (ICU x w 1.3 each). The mean number of contacts per 

patient was similar in the ICU and the locked unit for distributing 

routine medications (ICU x .67, locked x $=? .50), whereas the mean 

was three times greater in the ICU for distributing p.r.n. medica

tions (ICU x 1.50, locked x .57). The mean number of contacts
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Table 1. Frequency and Mean Number of Staff-Patient Contacts 
for ICU and Locked Unit for 20 Observational Hours

Staff-Patient Contacts
ICU (N m 6) Locked Unit (N » 14)

Type of Contact f % f X

Custodial Care
Eating 8 1.33 10 0.71
Cigarette Distribution 0 49 3.5
Dressing 0 4 .29
Bathing 0 0
Grooming -A .67 7 .50

12 2.00 70 5.00
Medication

Routine 4 .67 7 .50
p.r.n. 9 1.50 8 .57

13 2.17 15 1.07
Control of Behavior

Unlocked seclusion 0 0
Locked seclusion 8 1.33 0
Physical restraint 8 1.33 0

16 2.67 0
Physical Contact

Touching body part 3 .50 2 .14
Holding hand 1 .17 0
Putting arm around 3 .50 2 .14
Hugging 0 0

7 1.17 4 .29
Verbal Communication

Giving directions 26 4.33 7 .50
Immediate problem 24 4.0 24 1.71
Psychiatric illness 3 .50 9 .64
Somatic complaints 0 12 .86
Medication 2 . .33 10 .71
Family 1 .17 19 1.36
Work 0 12 .86

. Providing information 11 1.83 45 3.21
67 11.17 138 9.86

Total 115 19.17 227 16.21

(t « 0,659 df « 18, p> .05 ns)
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per patient for discussing family was greater in the locked unit 

(x sz 1,36) than in the ICU (x a ,17), Somatic complaints and work were 

discussed in the locked unit but not in the ICU, The result of the 

t test showed that there was no significant difference between the mean 

number of contacts in the ICU than in the locked unit (t ^ ,65, 

df 0  18, p> ,05 ns),

There were differences in the mean number of staff-patient con

tacts in the ICU and the locked unit. The priority ranking for contacts 

in the ICU compared to the priority ranking in the locked unit according 

to mean frequency showed that giving directions was rated first in the 

ICU (x 0  4,33), whereas it was among the least frequent contacts in the 

locked unit (x 0  ,50) (Table 2), Cigarette distribution was first on 

the locked unit’s list (x 0  3,5), whereas it did not occur in the ICU, 

Cigarette distribution was not observed to occur in the ICU during the 

study, although cigarettes are permitted in the ICU, Verbal communica

tion was the most frequent type of staff-patient contact in both the 

ICU and the locked unit as shown in Table 3, Control of behavior ranked 

second in the ICU, whereas this type of contact did not occur in the 

locked unit. Physical contact ranked last in both the ICU and the 

locked unit. Staff-patient contacts were not made regarding dressing 

in the ICU, whereas they did occur in the locked unit,

Providing Information

Providing information was a common type of contact in both the 

ICU (x 55= 1 , 83) and the locked unit (x » 3,21)„ After the observations 

were made, the investigator coded the information provided into seven

/



Table 2„ Rank Listing of Staff-Patient Contacts for 20 Observational 
Hours9 Greatest to Least Frequency, ICU versus Locked Unit

ICU (N » 6) x f Rank Locked Unit (N «= 14) X f Rank

Giving Directions 4.33 26 1 Cigarette Distribution 3.5 49 1
Immediate Problem 4.0 24 2 Providing Information 3.21 45 2
Providing Information 1.83 11 3 Immediate Problem 1.71 24 3
P.R.N. Medication 1.5 9 4 Family 1.36 19 4
Eating 1.33 8 5 Somatic Complaints .86 12 5
Locked Seclusion 1.33 8 5 Work .86 12 5
Physical Restraint 1.33 8 5 Eating .71 10 7
Grooming .67 4 8 Discussing Medication .71 10 7
Routine Medication .67 4 8 Discussing the Psychiatric .64 9 9

Illness
Touching a Body Part .50 3 10 P.R.N. Medication .57 8 10
Put Arm Around Patient .50 3 10 Grooming .50 7 11
-Discussing the Psychi- .50 3 10 Giving Directions .50 7 11

atric Illness
Discussing Medication .33 2 13 Routine Medication .50 7 11
Holding Patient's Hand .16 1 14 Dressing .29 4 14
Family .16 1 14 Touching a Body Part .14 2 15

Put Arm Around Patient .14 2 15

TOTAL 115 27 -
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Table 3* Ranking of Mean Frequency of Staff-Patient Contact 
by Types of Behavior9 ICU versus Locked Unit

TYPE
ICU LOCKED UNIT

X Rank X Rank

Verbal Communication 11.17 1 9.86 1

Control of Behavior 2.67 2 - •-

Medication 2.17 3 1.07 3

Custodial Care 2.00 4 5.00 2

Physical Contact 1.17 5 .29 . 4
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categories as shown in Table 4. The six categories that occurred in the 

locked unit were unit rules, television programs, patient jobs, week-end 

plans, time when staff is available to see a patient, and patient court 

hearings» Only two categories were discussed in the ICU; unit rules 

and the reason a patient is in the ICU, The means for discussing unit 
rules were similar and ranked first for the locked unit (x «= 1,86) and 

for the ICU (x » 1,17),

Patient Contacts by Professional Discipline of Staff

The staff from four professional disciplines observed in this 

study included psychiatric technicians, nurses, therapists, medical 

doctors. Staff members made a greater frequency of patient contacts in 

the locked unit (f m 227) than on the ICU (f $= 115), but this was prob

ably a reflection of the larger patient population in the locked unit 

as an index of staff work load. The high frequency of staff-patient

contacts indicate that staff had to meet more demands for contact on

the locked unit than they did on the ICU, In both the ICU and the

locked unit, psychiatric technicians provided the greatest mean number

of patient contacts (x $= 33,5) as shown in Table 5, In the ICU, nurses 

(x ss 6,43) ranked third after medical doctors (x s? 7.33) in the mean 

number of contact with patients whereas in the locked unit nurses 

(x S3 15,29) ranked second and medical doctors ranked fourth (x « 3,67),

In the ICU, the therapist made less mean number of patient contacts 

than did the other professionals. Data were not collected for individual 

staff members, therefore a t test on the mean number of contacts was not 

done.



Table 4. Frequency and Rank of "Providing Information" Contacts Between Staff and Patients 
According to Professional Discipline of Staff Member for 20 Observational Hours

Providing Information 
Regarding: ICU (N « 6)

f x : Psych Nurse Therapist M„D„ 
Tech

Locked Unit (N = 14)
f x Psych Nurse Therapist M.D. 

Tech
Patient Jobs - - - - - 5 .36 3 2 - -

Patient Court Hearings - - - - - 2 .14 1 1 - -

Time When Staff is Avail— ■=> = - - - 2 .14 _ -o — 2
able to See Patient

Television Programs - - - - 6 .43 6 - - -

Week-end Plans - - - - 4 .29 4 - - -

Unit Rules 7 1,7 4 2 1 - 26 1.86 10 13 3 -

Reason Patient is 4 ,67 - 1 3 «* m.
in ICU

TOTAL 11 1,83 4 3 1 3 45 3.21 24 16 3 2



Table 5» Frequency and Rank of Patient Contacts According to Professional 
Discipline of Staff Member for 20 Observational Hours

Professional 
Discipline of 
Staff Member f

ICU (N «

X

6)

. Rank

Locked

f

Unit

X

(N « 14) 

Rank

Total

f X

Psychiatric 
Technician 
(N s* 4)

42 10.50 1 92 23.0 1 134 33.50

Medical 
Doctor 
(N at 3)

22 7.33 2 11 3.67 4 33 11.00

Nurse 
(N = 7)

45 6.43 3 107 15.29 2 152 21.71

Therapist 6 1.50 4 17 4.25 3 23 5.75
(N « 4)

TOTAL 115 6.39 - 227 12.61 - 342 19.00
(N ~ 18)
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The mean length of staffrpatient contacts by professional dis

ciplines is shown in Table 6» Staff members had greater mean lengths 

of contacts in minutes with patients in the ICU than they did with 

patients in the locked unit (ICU x « 5*68, locked x « 4*9)* The re

sults of a t test showed no significant difference between the length 

of staff-patient contact in the locked unit and the ICU (t «= ,6856, 

df s= 6, p"? ,05)* Psychiatric technicians and nurses had the greatest 

mean length of contacts in minutes on the ICU (psychiatric technicians^ 

7,10, nurses @ 7*00) than on the locked unit (psychiatric technicians « 

5*40, nurses « 6,20), Therapists had the least mean length of contacts 

in the ICU (x « 2.40)» The nurse made the longest contact in the 

locked unit (x *= 6.20), whereas the psychiatric technician made the 

longest contact in the ICU (x m 7*10) with nurses ranked second 

(x « 7*0)*

The mean length of staff-patient contacts in the ICU and the 

locked unit were compared for the day and evening work shifts as 

shown in Table 7* There was no significant difference in the length 

of patient contacts during the day shift (t « *27, df 1, p > ,05, ns) 

or the evening shift (t * .27, df a, 1, p > .05, ns) in the ICU and the 

locked unit.

Summary

The purpose of this study was to compare the frequency, length 

and type of staff-patient contact in the psychiatric ICU with those in 

the locked unit, A t test analysis showed no significant differences
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Table 6, Mean Length and Rank of Staff-Patient Contact in Minutes 
According to Professional Discipline of Staff Member for 
20 Observational Hours

Professional Mean Length (Rank)
Discipline of ICU (min,) Locked Unit (min„)
Staff Member

Psychiatric 7,10 (1) 5.40 (2)
Technician
(N s? 4)

Nurse 7.0 (2) 6.20 (1)
(N 63 7)

Medical 6.20 (3) 3.10 (4)
Doctor
(N « 3)

Therapist 2.40 (4) 4.80 (3)
(N » 4)

Total Mean Length 5.68 - 4.88

t m .6856, df m 6, p ̂ .05, ns
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Table 7, Mean Length of Staff“Patient Contacts in the ICU 
and in the Locked Unit According to Work Shifts 
for 20 Observational Hours

Shift
ICU

Mean Length in Minutes 
Locked Unit t value

Day 6.10 4.80 a m 1 . 33

Evening 5.30 5.00 b ss .27

Total 5.70 4.90 c - 1.94

t3 « 1.33, df SB 1, p ̂  . 05, ns

tb » .27, df s= 1, p ̂ .05, ns

tc = 1.94, df 553 3, P>.05, ns
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in the number of contacts or the length of contacts between the ICU and 

the locked unit.

The main difference in staff-patient contacts was in their type, 

most notably in the areas of verbal communication and control of behav

ior. Providing information, which occurred frequently in both the ICU 

(x 1.83) and the locked unit (x $*= 3.21) was further divided into 

seven subcategories. The mean frequency of discussing the immediate 

problem was greater in the ICU (x 4.0) than in the locked unit 

(x m 1.71). Control of behavior was the typical type of contact made 

in the psychiatric ICU and did not occur in the locked unit.

The professional disciplines included in this study were 

psychiatric technicians, nurses, therapists, and medical doctors» 

Psychiatric technicians and nurses were the primary care givers in the 

ICU and the locked unit. The results of a t test showed no significant 

difference across professional disciplines in the length of contacts 

made in the ICU and the locked unit (t « .6856, df « 3, p >.05, ns). 

There were no significant differences between the length of staff- 

patient contacts in the ICU and in the locked unit for the day shift 

(t s? 1.33, df $= 1, p >.05, ns) or evening shift (t « .27, df <= 1, 

p > . 05, ns ) .



CHAPTER 5

SUMMARY9 CONCLUSIONS9 AND RECOMMENDATIONS

This study was a descriptive study that used the methodology of 

nonparticipant observation. The purpose of the research was to compare 

the intensity of care in the ICU with that in the locked unit by tabu

lating the type, frequency, and length of staff-patient contact. The 

findings of the study are discussed and some conclusions based on the 

findings are offered. Recommendations are made for patient care in this 

setting and for further research.

Intensity of Care 

Intensive care in this research was defined using the construct 

of staff-patient contact based upon the proposition that the greater the 

frequency and length of staff-patient contact, the more intensive the 

care. As determined by the mean number of contacts per patient in the 

ICU compared to the locked unit, there were no significant differences 

between the ICU and the locked unit (t « .65, df « 18, p >.05). This 

finding is in contradiction to that pointed out in the review of the 

literature in which psychiatric ICUs usually have a main objective of 

providing a greater frequency of therapeutic intervention to patients 

that present as management problems or a danger to themselves or others 

(Lathrop, 1978; Mounsey, 1979; Rachlin, 1973; Rosen, 1975). In the set

ting in which this study was conducted, there were no written objectives

50
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for the Id!, but staff stated their understanding of the purpose of the 

ICU was to remove patients from the locked unit, to control patients' 

aggressive behavior, and to remove patients from the stimuli in the 

locked unit» Analysis of the collected data confirmed the staff's con

ception that the goals for the ICU unit were behavior control and not 

intensive care.

The results of this study differed from those reported by 

Mounsey (1979) who found that the ICU patients received a higher degree 

and concentration of nursing care than patients in the general psychi

atric wards. This study found no significant difference in the fre

quency and length of staff-patient contact between the ICU and the 

locked unit. There appeared to be no difference in the degree and 

concentration of nursing care despite the acting-out behavior of the 

ICU patients. The psychiatric technicians were primary care givers to 

patients on both the locked unit and the ICU. The nurses were ranked 

third and second on the ICU and locked unit, respectively.

There was a difference in the kinds of contact in the ICU and 

the locked unit. A rank listing of staff-patient contacts showed that 

certain behaviors such as giving directions occurred with greater fre

quency in the ICU than in the locked unit (Table 2)„ Staff interactions 

may have been greater in this area because the ICU patients were often 

confused and/or out of control and needed directions to guide behavior. 

The low rank for giving directions in the locked unit may be due to the 

less staff guidance needed by patients in this unit. Verbal communica

tion was the most frequent type of contact in both the ICU and the
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locked unit (Table 3). Control of behavior occurred only on the ICU 

where it ranked second in mean frequency of contacts.

In both the ICU and the locked units providing information was 

near the top of the frequency distribution. Providing information was 

further divided into seven categories (Table 4) of which describing 

unit rules ranked first for both units. Staff spent more time with 

patients describing unit rules than they did in any other area with 

the exception of cigarette distribution in the locked unit. Psychi

atric technicians, nurses, and therapists spent a large portion of 

their time explaining rules of the unit such as the time the television 

is on and no sharp objects or belts allowed with patients.

Discussing the immediate (presenting) problem was another be

havioral category near the top in both the ICU (2) and the locked unit 

(3)(Table 2), Patients came to the hospital with problems of a variety 

of types. One could hypothesize that the patient approached staff to 

discuss the problem that brought him to the hospital and/or was causing 

his pain. In this study, it was found that a patient in the ICU or the 

locked unit had frequency contact discussing the immediate problem that 

was causing him acute distress. Gove and Lubach (1969) stated that one 

goal of a psychiatric ICU was to deal with the presenting problem with 

a high frequency of staff contact. The mean frequency of contacts per 

patient was greater in the ICU (x $= 4.0) than in the locked unit 

(x <= 1.71). The data from the current study supports Gove and Lubach1s 

research.
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Discussing the psychiatric illness was ranked tenth in the ICU 

and ninth in the locked unit<, A psychiatric illness is a longer range 

condition than an immediate problem that is an acute condition which 

causes the patient pain or discomfort. In both units9 patients seemed 

to prefer to discuss the immediate problem rather than the psychiatric 

illness. The total frequency for discussing the immediate problem was 

48 and for discussing the psychiatric illness was only 12. Patients 

may have been willing to discuss the presenting problem because it was 

usually manageable and well defined. Patients may have hesitated to 

discuss their psychiatric illness in terms of a diagnosis because they 

may not have been ready to accept the condition and used denial to cope 

with the illness. Other interpretations may be that staff chose not to 

discuss it because it would require more explanation and interpretation 

than discussing the presenting problem. Regardless of the rationale, it 

would appear that in a psychiatric hospital more time ought to be spent 

addressing this topic.

At Broadmoor's psychiatric ICU (Ross, 1979), the primary empha

sis in contacts was on communication. Table 3 showed that verbal com

munication was ranked first as the most frequent type of contact in both 

the ICU and the locked unit. Table 2 showed that in the ICU, there were 

more contacts made discussing the immediate problem (f s= 24) than made 

controlling behavior using seclusion and restraint (f « 16). Rosen 

(1975) also stated that staff involvement in the ICU focused on com

munication regarding the presenting problem and occurred at critical 

points in the psychiatric illness. These "critical points" were not



defined in Rosen’s study. According to the data obtained in this study, 

contacts were made to give directions, discuss the immediate problem, 

and provide information. These are all types of communication contacts 

as described by Ross (1979) and Rosen (1975), Interventions to control 

behavior and prevent the patient from hurting himself or others in this 

study may be termed "critical points," The collected data in this study 

support Rosen’s conclusion that interventions do occur at critical 

points.

The review of the literature revealed that one aspect of inten

sive care involved the liberal use of p»r»n, medication to interrupt 

the overt psychosis (Gove and Lubach, 1969), The obtained data support

ed this as shown in Table 1, The mean frequency for p,r,n, medication 

in the ICU was 1,50, whereas it was ,57 in the locked unit. Patients 

in the ICU tend to be more agitated, hyperactive, and overtly psychotic 

than patients in the locked unit. The mean frequency per patient for 

routine medications was approximately the same in the ICU and the locked 

unit,

Mounsey (1979) reported that nurse-patient contacts in a psychi

atric ward of an English hospital were primarily custodial. The data 

shown in Table 3 indicate that custodial care ranked fourth for the ICJJ 

and second for the locked unit. Perhaps the low mean frequency per 

patient in the ICU was due to the condition of the patients. Eating was 

the custodial care contact that occurred with the most mean frequency in 

the ICU because ICU patients needed assistance cutting their food and 

pouring their drinks. The low mean frequency of custodial contacts in
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the ICU may have reflected an emphasis in this setting on therapeutic 

or control/ rather than custodial, contacts»

Physical contact was rarely observed and had the lowest ranking 

in both the ICU and the locked unit. This could be due to the nature 

of the paranoid patient who does not trust others and will now allow 

himself to be touched. Another explanation for the low frequency of 

body touch was that this type of contact was often avoided by staff and 

might be misinterpreted by patients.

Mounsey (1979) found that in the psychiatric ICU she observed 

treatment methods similar to those the patients had been receiving in 

the general psychiatric unit. The treatment methods were not specified 

in Mounseyrs description of the psychiatric ICU, so it was not known if 

they resembled types of care defined in this research. In the setting 

where this study took place, there were differences in the types of care 

in the ICU and the locked unit.

The data from this study identified types of staff-patient con- 

» tact that occurred only in the ICU, only in the locked unit, and in both 

areas. The following behavior controls occurred only in the ICU: locked 

seclusion, physical restraint, holding a hand, and putting an arm around 

a patient. These types of contact, especially locked seclusion and 

physical restraint, were used to control a patient's behavior. ICU pa

tients are often dangerous to others and themselves. The patients who 

did not respond to verbal command and/or touch often went into locked 

seclusion and sometimes required physical restraint. Therefore, in this 

respect this setting resembled a behavioral control unit and not an in
tensive care unit.
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There were some contacts that were unique to the locked unit. 

These were cigarette distribution, dressing, discussing work, and somat

ic complaints. Cigarette distribution ranked first in the locked unit. 

Patients can receive free cigarettes every hour or as rewards for com

plying with behavior plans. ICU patients were not observed to request 

cigarettes or receive any as rewards for complying with behavior plans, 

although they were allowed to smoke in this area. Perhaps the ICU 

patients did not ask for cigarettes because they were not aware of the 

time to do so. A less likely explanation may be that the six patients 

in the ICU were not smokers.

Dressing was not a source of staff-patient contact in the ICU. 

Many ICU patients were in seclusion or restraints which made dressing 

impractical or impossible. Patients on the locked unit wore street 

clothes more often than did ICU patients which necessitated more con

tacts regarding dressing (x a .29).

Patients in the ICU were not contacted to discuss work.

Patients were usually in the ICU during the initial part of their hos

pitalization, and work was likely to be a topic of discussion only after 

the patient’s initial complaints were resolved and discharge was in the 

near future, i.e., only in the locked unit.

Staff-patient contacts due to somatic complaints ranked fifth 

in the locked unit but were not observed in the ICU. It was possible 

that some somatic complaints were used to gain staff attention. In 

contrast, acting-out behaviors in the ICU seemed to be the means of 

attracting staff attention.
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Three types of contacts did not occur in either area: bathing,

unlocked seclusion, and hugging. The patients did bathe regularly, but 

often did not require staff assistance, only directions to bathe which 

fell under the giving directions category. Patients did not go into 

unlocked seclusion during the observational times which may be due to 

minimal use of this treatment at this setting, or unlocked seclusion 

was not used during the random observation times. Hugging was not ob

served in either area. This is most likely due to the same reason 

there is minimal use of other types of body contact between staff and 

patients that is the possible misinterpretation of touch.

Professional Discipline of Staff

The four professional disciplines included in this study were 

psychiatric technicians, nurses, therapists, and medical doctors.

Staff members made a greater mean number of contacts per patient in the 

1CU (x $= 19.17) than in the locked unit (x ^ 16.21), although there was 

no significant difference between the mean frequencies, (t .65, p >  .05, 

ns). Although the unit is called an ICU, staff see patients here no 

more than they see patients on the locked unit. Perhaps the unit should 

be more correctly labeled, such as a behavior control unit.

Contacts were longer in time duration for staff members, except 

therapists, in the ICU, but the difference was not statistically sig

nificant (t = .6856, df & 6, p>«05, ns). Patients in the ICU were not 

receiving more intensive care in terms of longer contacts. The reason 

therapists made shorter contacts in the ICU may be related to the dif

ficulty they find in trying to do therapy with overtly psychotic
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patients» ThusP the care of patients as operationalized as intensive 

in this study (high frequency, long duration) was not significantly 

different in the ICU than it was in the locked unit.

The difference in the length of contacts in the ICU and the 

locked unit according to work shift (day and evening) was not statis

tically significant (t a, 1.94, df 2, p^3 ,05, ns) (Day t a? 1.33, 

df 1, p^.05, ns) (Evening t e .27, df s* 1, p>»05, ns). Lathrop 

conducted (1978) a psychiatric ICU program from 9 a.m. to 5 p.m., the 

period where she felt the most activity and treatment occurred. Her 

research identified that staff-patient contacts were longer in the day 

in the psychiatric ICU, whereas analysis of the data from this study 

showed no significant difference between the day and evening shift.

The analysis of the data showed that psychiatric technicians 

and nurses were the primary care givers to patients in the ICU and the 

locked unit. The nurses and psychiatric technicians were available on 

the units to provide care to patients. Because psychiatric technicians 

and nurses made the most and longest contacts with patients, it seems 

critical that their interventions be as therapeutic as possible.

The significance of this research to nursing is the value of 

nurses being aware of the concept of psychiatric intensive care. Re

search in newly developing concepts assists nurses in establishing 

realistic expectations and making goals for the ICU. Specifically, 

nurses set up the ICU, managed the milieu, and provided primary care 

to patients. Thus, knowledge about what occurred and what was suppose 

to occur in the ICU is needed for evaluation and improvement of patient 

care.



Conclusions

The intensity of care was no greater in the ICU than it was 

oil the locked unit as determined by the length and mean fre

quency of staff-patient contact»

Examination of mean frequency of types of contact revealed 

that the ICU might be more properly termed a behavior con

trol unit because more time was spent in controlling patients1 

behaviors than in other therapeutic interventions»

In both the locked unit and the ICU, staff members spent most 

of their time orienting patients (explaining rules and pro

viding information) and very little time discussing the 

psychiatric illness for which they were admitted (Table 3)„ 

There was a low mean frequency of custodial care contacts in 

the ICU, Custodial care ranks fourth in types of contact in 

the ICU, whereas it ranks second in the locked unit. Dis

regarding cigarette distribution did not change the ranking 

in either unit.

The mean frequency and length of contacts made by psychiatric 

technicians ranked first in the ICU and the locked unit, The 

mean frequency and length of contacts made by nurses was third 

and second, respectively, in the ICU, Thus, psychiatric tech

nicians and nurses were the primary care givers in both units 

(Tables 5 and 6),

There was no difference in the mean frequency and length of 

staff-patient contacts between the day and evening shifts in 

the ICU and locked unit.



Recommendations for Further Research 

This study is only the beginning» Psychiatric ICUs are a new 

concept in the inpatient treatment and require further research to 

build on the small data base already available. Following are recom

mendations for further research:

1, Increase the number of observational hours in the study to

collect more data to provide more information regarding the

frequency and type of staff-patient contacts in the ICU and 

the locked unit,

2, Increase the sample size to provide a greater number of con

tacts to describe the nature of the contact with greater ac

curacy and to provide more demographic data regarding the 

characteristics of the subjects,

3, Replicate this study at other settings to provide more 

descriptive data,

4, Redefine "intensive care11 in qualitative terms. Develop a

scale to evaluate the therapeutic quality of staff-patient

contacts,

5, Do an exploratory study to find out what staff and patients

feel is different in terms of staff-patient contacts in the

ICU and those in the locked unit. The differences and sim

ilarities of perceptions regarding treatment could be ad

dressed and used as an evaluation of the intensive care 

treatment concept.
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6» Refine the observational checklist to increase the precision 

and accuracy of the instrument which would increase inter

rater reliability.

Recommendations for the ICU 

The data obtained from this study suggests some implications for 

change in the setting where the research took place.

1. Define what is meant by intensive care and a psychiatric ICU

and establish objectives. If an objective of the ICU is to pro

vide more frequent and longer length contacts than those in the

locked unit, educate the assigned staff members to do this.

2. Have a separate staff for the ICU, if only during the day hours 

when the greatest frequency of staff-patient contacts occur.

This would decrease the observed competition between the ICU 

and locked unit patients for staff attention.

3. Group discussions of psychiatric illnesses could be held once 

a week to assist patients in understanding their psychiatric 

condition. Staff-patient contact regarding the psychiatric 

illness was minimal in both the ICU and the locked unit.

4. Post a sign of the primary rules of the unit to decrease the

need of staff-patient contacts regarding providing information 

about unit rules.

5. Provide regular inservice and educational programs for psychi

atric technicians and nurses to increase their level of 

therapeutic effectiveness.



APPENDIX A

TYPES AND CHARACTERISTICS OF PSYCHIATRIC INTENSIVE CARE UNITS

O'.N»

Types of ICDs

Noel, 1972 
Washington, D.C. 
(proposed only)

Mattson and Sacks, 
1978
private hospital 
In New York

Mounsey, 1979 
Bourne Ward in 
England

Lathrop, 1978 
St. Elizabeth's 
Hospital in 
Washington, D.C.

Rachlin, 1973 
Bronx State 
Hospital

Gove and Lubach, 
1969
Northwest Washing
ton State Hospital

No. of Patients 
in ICU

one patient 
63 total 
in 1975

12 patients

limited
to

25 patients

4 - 11
patients

not stated

Goal

— crisis intervention 
— decreased hospitalization 
--collaborative service to 
D.C. General Hospital

— establish control of 
patient

— provide specialized care, 
containment, arid control

-provide intensive 
treatment 

-increase patient's 
self concept

-provide high quality 
care in acute, short 
terra basis

-terminate patient's 
acute disturbance as 
quickly as possible

Patient's Demographic 
Data Reported in Lit

schizophrenic 63%
‘ manic 17% 
personality disorder 10% 
other 10%

admissions - 125 
female - 65 
male - 60
transferred patients-79 
direct admit patients-46

2 males to 1 female

x age - 27 yrs., 
68% men, 32% women 
readmissions - 70%

Treatment Modalities 

individualized

early and frequent 
use of medication

medication, physical 
restraint, seclusion, 
ward meeting, occupa
tional therapy, recre
ational therapy

Reasons for Admission 
to the Psychiatric ICU

acute psychiatric 
decompensation, 
bizarre behavior

Average Length 
of Stay

psychotic 61%
organic brain disorder 9%
age range 14 - 67 yrs.
65% female, 35% male 
63% married, 37% single 
53% high school graduated 
2/3 voluntary admissions, 
23% court committed, 
over 50% had psychiatric 
hospitalizations previously

day program (9am-5pm) 
milieu therapy, group 
therapy, social- 
recreational therapy, 
individual therapy

milieu therapy 
liberal use of 
medication 
individual therapy

high doses of IM medication 
patients occupy "sick role" 
info re: patient provided 
to nurses limited to: 
name, age, medication, 
specific medical problems, 
and summary of what M.D. 
has told patient regarding 
illness.

disruptive behavior-34% 
assaultive to others-25.1% 
verbally abusive - 7.7% 
destructive - 7.7% 
suicidal - 7.1%,other-18%

management problem in ward 
of origin, aggressive, 
suicidal, acutely psychotic, 
patients requiring a higher 
degree of observation than 
provided on ward

problems with sexuality, 
patient's willingness to 
participate in program 
(other reasons not clearly 
defined)

repeated elopement - 46% 
danger to self and others- 
34%, disturbed and 
agitated behavior - 14%

all patients admitted 
initially to ICU

58 days 
shorter than 
patients on 
general psy
chiatric unit

less than 
2 weeks is 
average

median 
length - 
25.5 days

median 
length - 
21 days



APPENDIX B

STAFF SUBJECT'S CONSENT

I understand that I have been asked to participate in an observa
tional study called "Staff-Patient Contact in a Psychiatric Intensive 
Care Unit," Specific details of the study will not be explained to me 
at this time because they may affect the activities in the ICU and the 
locked unit and thus bias the data collection. I was informed by the 
researcher9 Jean Foley, R.N., graduate student at the College of Nursing, 
that the purpose of this research will be explained to me so that I com
pletely understand and am completely satisfied with the explanation after 
the data has been collected.

I was asked to participate because I work on the West side of the 
SBS unit at Kino Community Hospital. I was asked to participate because 
I will be working during the period of data collection. I understand 
that my participation is voluntary and I am free to withdraw from the 
study at any time without any penalization. By signing this consent form, 
I understand that I am allowing the researcher to observe me while I am 
working on the locked unit and the psychiatric ICU during the data col
lection period. Observations will be made for 20 hours over a two week 
period. I understand that the data will be combined for the entire group 
of staff and patients and that there will be no report of my specific 
activities in the final results of this study.

There are no known physical, psychological, or sociological risks 
involved. I understand that the data collected will not affect my job 
standing or evaluation. My name will not be used in reference to the 
data collected. I understand that this study may not benefit me directly, 
but will provide information that will increase the understanding of the 
psychiatric ICU and may in turn improve patient care. There is no cost 
or remuneration to me for my participation in this study.

I understand that I can ask questions at any time and they will
be answered so that I have satisfactorily and completely understood at 
the end of the data collection period.

The researcher is collecting this information for her Master's
thesis, therefore, her advisory committee will have access to the col
lected data. The researcher may use the observed data collected for 
future publication, teaching, and further research.
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I understand that this consent form will be filed in an area 
designated by the Human Subjects' Committee with access restricted to 
the principal researcher or authorized representatives of the partic
ular department, A copy of the consent form is available to me upon 
request,

I have read and understand the information stated above and 
sign this consent form willingly.

Subject  .___________Date_____________________

Researcher Date



APPENDIX C

WEEKLY SCHEDULE

SUNDAY MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY/Holiday

7:30 Breakfast Breakfast
Linen Change Laundry 
Breakfast

Breakfast
Linen Change 
Laundry 
Breakfast

Breakfast Laundry
Breakfast

8:30 Community
Meeting

Community
Meeting

Community
Meeting Community

Meeting Community
Meeting

9:00
9:30 Group Therapy Joint Community Meeting

SAMHC Aftercare 
Movement Group

Social Skills 
Eligibility 

Group
Group Therapy

10:00 SUNDAY AND Psychodrama Movement Gr.
10:30 HOLIDAYVISITINGHOURS:

RAP/Snack RAP/Snack RAP/Snack
11:00 RAP/Snack Movement Group FIELD TRIP
11:30

12:00 noon to
8:00 p.m.

noon Lunch Lunch Lunch Lunch Lunch Lunch Lunch

1:00 Holidayfollows OccupationalTherapy Occupational
Therapy

ALD Group OccupationalTherapy Occupational
Therapy

1:30 Saturday 
schedule 
RAP/Snack

Group Therapy
2:30 RAP/Snack ADL Group 

RAP/Snack RAP/Snack ADL Group 
RAP/Snack RAP/Snack

3:30 Siesta Siesta Siesta Siesta Siesta
4:00 Patient Store Patient Store Patient Store Patient Store/ Yoga/Poetry Patient Store Family Skills Gr. Patient Store Patient Store

5:30 Dinner Dinner Dinner Dinner Dinner Dinner Dinner
7:00 Monday-Saturday visiting hours: 

6:00-8:00 p.m.
Medication
Group

Family
Group

8:00 CommunityMeeting
Family
Community Meeting CommunityMeeting CommunityMeeting

PARTY CommunityMeeting



APPENDIX D

STAFF INFORMATION SHEET

To: West side staff participating in the research study conducted by
Jean Foley, R.N,, graduate student at the College of Nursing.

Your cooperation in answering the following questions is appreciated. 
This data is confidential and no names will be used. The data will 
be compiled to present a staff profile. No individual data will be 
presented.

AGE ________

SEX

ETHNICITY

PROFESSIONAL TITLE___________________ ___

JOB POSITION AT: HOSPITAL

TOTAL YEARS OF EDUCATION COMPLETED ________

AMOUNT OF EXPERIENCE WORKING IN PSYCHIATRY_____

LENGTH OF TIME WORKING AT THIS PSYCHIATRIC UNIT
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APPENDIX E

PATIENT INFORMATION SHEET

Patient Identification Number    Date__

Location: Psychiatric ICU or Locked Unit

Reason for Admittance to Above Location:

Age _____

Sex _______

Diagnosis: Axis I
Axis II ____________ ______________ ___
Axis III________ ____________________________
Axis IV__________ ______________________ _
Axis V____________   , ____ ____________

Ethnicity________________________ _

Education

Number of Previous Psychiatric Hospitalizations 

Legal Status: Voluntary or Petitioned or Police Holds

Current Medications:
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APPENDIX F 

OBSERVATIONAL CHECKLIST

CUSTODIAL CARE
COMMUNICATION 
VERBAL COMMUNICATION

CIGARETTE DISTRIBUTION GIVING DIRECTIONS

SPEAKING ABOUT: 
IMMEDIATE PROBLEM

EATING
DRESSING
BATHING
GROOMING
MEDICATION DISTRIBUTION
P.R.N. PSYCHIATRIC ILLNESS

ROUTINE
CONTROL OF BEHAVIOR 
UNLOCKED SECLUSION

SOMATIC COMPLAINT

LOCKED SECLUSION
PHYSICAL RESTRAINTS MEDICATION
STAFF INITIATED PHYSICAL CONTACT 
TOUCHING A BODY PART OF PATIENT 
HOLDING PATIENT’S HAND FAMILY

PUTTING ARM AROUND PATIENT
HUGGING PATIENT
DATE:
OBSERVATION TIME:
PATIENT I.D. # 's

WORK

PROVIDING INFORMATION
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APPENDIX G

UNIVERSITY HUMAN SUBJECTS COMMITTEE APPROVAL

Jean M. Foley, B.S.N.
2929 East 6th Street Apartment 219 z 
Tucson, Arizona 85716
Dear Ms. Foley:

We are in receipt of your project, "A Descriptive Study of Intensive 
Care in a Psychiatric ICU", which was submitted to the Human Subjects Committee for review. We concur with the opinion of your College Review 
Committee that this is a minimal risk project. Therefore, approval is 
granted effective 24 September 1980.

Approval is granted with the understanding that no changes will be 
made in either the procedures followed or in the consent form used (copies 
of which we have on file) without the knowledge and approval of the Human 
Subjects Committee and the College Review Committee. Any physical or 
psychological harm to any subject must also be reported to each committee.

A university policy requires that all signed subject consent forms be kept in a permanent file in an area designated for that purpose by the Department Head or comparable authority. This will assure their accessibility in the event that university officials require the information and 
the principal investigator is unavailable for some reason.

.dplll?'m  T H E  U N I  VE R S I T Y O F  A R I Z O N A
H  TUCSON, A R I Z O N A  8 5 7 2 4

H U M A N  S U B J E C T S  C O M M I T T E E  
ARIZONA HEALTH SCIENCES CENTER 2305

TELEPHONE: 626-6721 OR 626-7575

24 September 1980

Sincerely yours,

Milan Novak, M.D., Ph.D Chairman
MN/jm
cc: Ada Sue Hinshaw, R.N., Ph.D.

College Review Committee
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APPENDIX H

HOSPITAL HUMAN SUBJECTS COMMITTEE APPROVAL

August 8, 1980

Jean M. Foley, R.N.
College of Nursing University of Arizona 
Tucson, Arizona
Dear Ms. Foley:
We have reviewed your protocol entitled "Observation of Staff/Patient Contact in a Psychiatric Intensive Care Unit", which was submitted to 
the Protocol Review Committee. Approval has been granted with names and initials.not used on any data sheet and staff notified they are being observed. A quarterly report on the protocol, is also to be 
submitted to this committee. ,
Approval is granted with the understanding that no changes will be made in the procedures followed, without the knowledge and approval 
of the Protocol Review Committee. Any physical or psychological 
harm to any subject must also be reported to this committee.
Please submit a written report to the Protocol Review Committee by 
October 30, 1980.
Sincerely,

KINO
COMMUNITY
HOSPITAL

2800 E. A JO  W AY/TUCSON. AZ 85713 

PHONE 294-4471

Jose Santiago, M.D., Chairman 
Protocol Review Committee

/dm
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