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CHAPTER I
INTRODUCTION
. Pediatric intensive care units (PICU) have evolved in response to the
_eritically ill child’s needs for specialized medical and nursing care. Much

attention has been paid to identifying the needs of children and families
during time in the PICU. There is a significant amount of literature about
humanization of the PICU, children’s developmental problems after discharge
from a PICU, sensory deprivation and overstimulation, and psychosocial
stresses for family and child. However, there is very little information
regarding the transfer process from the PICU to a general pediatric unit.

As an experienced PICU nurse, the researcher often has noticed that
transferring a child from the critical care setting to the general pediatric
unit caused a great deal of stress and anxiety for the family and consequently
for the child. Even after brief PICU stays, transfer could be an anxiety-
pr&ducing event.

The literature reveals a number of studies about the transfer of adults
from an intensive care unit (ICU) to a general medical unit, particularly the
transfer of coronary patients. Many of these studies have indicated that
transfer may result in increased stress and this may increase the potential
for condition deterioration (Minckley et al., 1979; Schwartz and Brennar,
1979; Toth, 1980).

If transfer from the PICU to a general pediatric unit is a stressful and
anxiety-producing event, nurses should be aware of this fact. They should
understand the needs of parents and children during the transfer process so

that they can work with the family to help reduce this stress. If nurses are
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to incorporate productive interventions into their transfer plans, the needs
of parents and children during the transfer experience should be explored.

Review of the Literature

A review of the literature related to transfer from a pediatric intensive
care unit to a general pediatric unit can be organized into four categories:
Studies related to adult ICU transfer: studies of pediatric intensive care
units; the impact of parents’ perceptions on their child during
hospitalization; and studies related to PICU transfers.

Studies related to adult ICU transfer

Much has been written regarding transfer from an adult ICU to a general
medical unit. A common theme throughout the literature indicates that
transfer from an acute ICU setting to a less acute setting can be a source of
great stress and anxiety for patients (Dellipiani, 1976; Minckley et al.,
1979; Toth, 1980).

A few researchers have identified factors related to this stress and
anxiety. These include disruption of relationships between patients and ICU
personnel, fear of not being monitored closely, and fear of an unfamiliar
setting (Klein, 1968; Minckley et al., 1979: Schwartz and Brennar, 1979).

Toth (1980) studied the effects of structured Preparation for transfer on
Patient anxiety upon leaving the coronary care unit (CCU). She reported a
significant decrease in the anxiety level of patients who had structured
Preparation in the form of patient teaching and open discussion regarding
transfer. The structured pretransfer teaching included information about the
typical medical course of post myocardial infarction patients, when the

transfer would occur, how the decision for transfer was made, and information
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about the unit and personnel on the unit where the patient would be
transferred.

Minckley and her colleagues (1979), in their varied clinical experiences,
- noted stress as a major factor in the recovery of myocardial infarction
patients; They identified transfer as one of the most stressful events for
these patients. The Myocardial Infarction Stress-of-Transfer Inventory
(MISTI) was developed to assess the level of stress related to transfer of
post MI patients to a general medical unit. The inventory also measured the
effectiveness of nursing intervention in the control or improvement of these
patients’ responses to transfer. These researchers found that when the
patient was transferred without preparation from an environment he or she
perceived as secure, a stress reaction occurred. When the patient was
prepared for transfer using structured teaching aides, stress was less of a
factor.

Cassem (1970), Klein (1968), Minckley et al (1979), and Roberts (1976)
identified separation anxiety to be a factor in the stress of transfer. The
ICU nurse may be valued as a life-saving person and the ICU for a life-saving
environment. In a short time the patients and their families can form a
Strong attachment and a special dependence on the ICU and the personnel. The
sense of security that this environment holds is disrupted by the transfer
Process (Minckley et al., 1979).

These varied studies related to adult transfer indicate that the transfer
Process can be a stressful event. Many of the researchers found that

Structured preparation could alleviate some of the stress and anxiety which
-

bPatients were experiencing.
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Studies of Pediatric Intensive Care Units

The meaning of illness and hospitalization to children has been explored
in the literature over the past thirty years. Changes in pediatric care have
been made to humanize the hospital experience for children and are
increasingly responsive to the child's developmental needs. More recently
changes are also beginning to be seen in the critical care settings
(Hendenkamp, 1980).

Miles and Carter (1983) studied the impact of hospitalization in the PICU
on parents and assessed the stresses experienced by parents during this time.
Their study suggested that parents experienced the most stress and anxiety due
to the alteration in the parental role which is necessary to provide the
needed care. Normal routines are altered, strangers interrupt the parent-
child relationship to provide care, unfamiliar equipment is introduced, and
painful or unpleasant treatments and procedures must be endured. These
concepts are supported by the studies of others (Ingersoll, 1981; Stevens,
1981). Emotional care of the child and family poses a unique problem for the
nurse, particularly in a critical care setting.

Miles and Carter’s (1983) study also identified environmental stimuli,
such as the intense surroundings of the PICU and the sight of their very ill
child, to be major stressors. The care administered in the PICU is affected
by the unique aspects of the environment. The massive array of sensory
stimuli present in the PICU may be overwhelming to the child and the family
and may cause a variety of responses to this frightening setting (Stevens,
1981).

The patients and the staff of the unit are also part of the general

atmosphere. Most PICU patients have been admitted on an emergency basis which
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adds to the urgency of the environment. In comparison to general pediatric
units, the nurse to patient ratio is usually small. The staff members move
quickly and the communications and actions reflect the seriousness and urgency
of the health status of the patients in the unit (Hedenkamp, 1980; Miles and
Carter, 1983; Stevens, 1981).

In the midst of the crisis precipitated by the child’s critical illness,
the family must relinquish control and begin to trust the staff. Parents
often grow dependent on the PICU and personnel (Miles and Carter, 1983;
Stevens, 1981l). The nurse becomes a main resource person for the family in
the daily care of their child and dependency can become a major issue both for
parents and staff. Finding ways to decrease parents’ dependency on the PICU
staff in anticipation of transfer, while being sensitive to their needs, fears
and strengths, is essential.

In summary, the Qork of Hedenkamp (1980), Ingersoll (1981), Miles and
Carter (1983), and Stevens (1981) indicates that hospitalization, most
specifically an admission to the PICU, can be a stressful experience for
families and children. Emotional care of the family and the child is of
particular importance when working in the intensive care setting.

The impact of parents’ perceptions on their child during hospitalization.

Many researchers have studied the impact of parents’ perceptions on the
hospitalized child. This section will discuss a representative sample of
these studies.

The concept of family is basic to working effectively with critically ill
children. First, it is important ;o see the child as a member of a family

- ‘
unit. When the child is sick the whole family is affected (Hendenkamp, 1980).
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Secondly, parents are a very important part of caring for a hospitalized
child.

Frieberg (1972) studied parents’ reaction to their child’s
hospitalization. She found that all parents in her study group felt a degree
of uneasiness, fear, or anxiety while their child was hospitalized. It was
felt that this fear or stress was frequently translated to the child. Young
children are sensitive to anxiety in their parents and react with fear
themselves.

Miles and Carter (1983), in their study, asked the question: Does
parental perception of the ICU environment and the stress stimuli differ with
the age of the child, type of admission, adequacy of preparation, and
differing parental roles, i.e. do mothers perceive things differently than
fathers? They studied this by using three instruments: "The Parental Stressor
Scale: PICU;" the "State-Trait Anxiety Inventory;" and the "Review of the Life
Experience Survey." They found that the parents' perceptions and their stress
were affected most by the severity of their child’s illness and the
preparation of the parents by the staff as to what may be expected during time
in PICU. Personal and situational variables did impact on stress levels.
Miles and Carter hypothesized that by finding ways to treat or decrease
parental stress and anxiety, the child’s anxiety in turn be decreased.

Stevens (1981), in her observations of families with hospitalized
children, stated:

The client is the "child-family" system in all
pediatric settings. Nursing care can be rendered to the
child through the family. The nature and severity of the

child’s illness can affect the parents greatly. Grief,
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fear, shock, or guilt may alter the parents’ usual ability
to respond to the child. Since the child depends on his
parents to interpret reality, their altered response may
confuse the child. Supporting the parents directly supports
the child (p. 624).

Skipper and Leonard's (1968) study supports Steven’s (1981) hypothesis
that children’s stress in hospitals can be reduced indirectly by reducing the
stress of the parent. Skipper and Leonard (1968) studied eighty children
between the ages of three and nine years of age who were hospitalized for a
tonsillectomy. The children in the experimental and control groups received
the same procedure, tonsillectomy. In the experimental group, the mothers
were encouraged to ask questions and emphasis was placed on communication of
information and emotional support to these mothers. In contrast, the control
group mothers d?d not receive special attention, support, or opportunity to
discuss fears.

The children of the experimental group had lower blood pressures, lower
pulses, recovered more quickly, and showed fewer emotional and psychological
disturbances at home post-operatively than did the control group children
(Skipper and Leonard, 1968).

These studies support the idea that children’s stress in a hospital
situation can be reduced indirectly by reducing the mothers’ stress. Nursing
should seek to discover and help alleviate the parents’ fear and anxieties to
avoid added stressors to a child already compromised by illness.

PICU transfer literature

There is very little information in the literature about the transfer

from the PICU to a general pediatric unit. Stevens (1981) in her paper
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"Qumanistic Nursing Care for the Critically I11 Child" spoke briefly about

transfer and the stressses this may cause for the child and the family:
One might expect the child and family to be pleased
with the news of transfer as this is usually evidence of the
child’s improving condition. However, transfer to the
general pediatric unit (from the PICU) seems to be an
anxiety producing event for parents and the child (p. 620).

Although acknowledging that this area has never been formally researched,
Stevens (1981) identified possible fears and stressors of parents and children
regarding transfer. These include: 1) separation anxiety, i.e., even during
brief stays, the child and family may form a strong attachment to the PICU
environment and staff; 2) misconception concerning transfer, i.e., often
parents will feel that they have not been given all the facts regarding the
reasons for transfer; 3) fear the child isn’t well enough to warrant transfer;
and 4) fear of unknown unit and nursing staff on that unit.

The subject of transfer from the PICU has not been formally researched.
Steven’s (1981) paper supports the idea that transfer can be a stressful event
for children and their families.

Summary

In summary, it seems that transfer anxiety and stress which has been
documented in the adult literature may carry through to the pediatric
population and their families. As documented by the studies that relate to
Parents’ reactions to their child's hospitalization, addressing the needs of
parents can indirectly help the child.

This study attempted to formally identify the needs of parents

- Surrounding the transfer of their child from the PICU setting to a general

pediatric unit. A study such as this may help develop nursing interventions
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which are data-based and directed at an identified need of a special
population.
Conceptual Framework

The literature on intensive care settings consistently suggests that
transfer to a general medical floor from an intensive care unit is likely to
be a stressful event. Many researchers have studied stress in relationship to
the family. Miles and Carter (1983) proposed a conceptual framework and model
based on Selye’s theory of stress and Roy'’s model of nursing practice. Common
to both Roy and Selye’s theories are two premises. The first premise is that
measured stress is affected by the individual'’s perception of the power of the
stressors. The second premise is that the stressors arise from factors within
the individual and the environment (Reihl and Roy, 1980; Smith and Selye,
1979).

In Miles and Carter’s (1983) conceptual framework, stressors that may
affeét parents of children in an intensive care unit are categorized as
"situational", "personal”, or "environmental”.

Situational stressors correspond both with Roy’s concept of "focal
stimuli", stimuli that affect an individual adversely such as pain or fever
(Roy, 1976), and with what Selye has labeled "internal stressors" (Selye,
1974). Miles and Carter (1982) have defined situational stressors as "threats
experienced by having a seriously i1l child, including uncertainty about
Prognosis, uncertainty about length of hospitalization, fear of unknown and
frequent changes" (p. 56).

Personal stressors correspond with Roy's "residual stimuli", which she
-

defines as the makeup or characteristic of the individual that are relevant to

the situation but cannot be objectively measured (Roy, 1976). Personal
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stressors also correspond with Selye’s conditioning factors. Selye defines
conditioning factors as the experience an individual brings to a situation.
These personal stressors could include past hospitalization experiences,
financial or family problems, and other current or recent life stresses, all
of which could influence this hospitalization episode‘(Selye,.1974).

Environmental stressors correspond to Roy'’'s "contextual stimuli", which
are defined as all the measurable stimuli of a person’s internal and external
world that could influence the present situation (Roy, 1976). Selye’s
physical, psychological and environmental stressors are also related to
environmental stressors. For the purpose of this study, environmental
stressors were defined as stressors arising from the physical and
psychological environment of the intensive care unit,

Purpose of the Study

The purpose of this study was to identify the needs of parents
surfounding the transfer of their child from the pediatric intensive care
setting to a general pediatric unit. Through the course of the study stress
was seen as a significant factor in how parents perceived their needs
surrounding the transfer event. The questionnaire which was used to assess
parents’ perceptions included examples of situational, personal, and
environmental stressors using the definitions from Miles and Carter's (1982)
study. These three components, when arranged together, provided a focus and
direction for this study in an attempt to answer the questions:

1) What are the parents’ perceptions and concerns about the transfer of

their child from a pediatric intensive care unit setting to a general

pediatric unit?
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2) What are parents' perceived needs surrounding the transfer of their
child?
3) Are.parents' perceived needs being met?
,4) Are parents perceptions of their needs affected by:
a) the age of their child;
b) previous experience as a patient in the hospital;
c) the length of stay in the PICU;
d) the PICU nurse'’s perceptions of the child’s readiness for
transfer;
e) the response of the nurses on the general pediatic unit to the
transfer?

Operational definitions

For the purpose of this study, "parent" referred to the child’'s mother,
father, or both parents who were involved with the child during his or her
time in the PICU and at the time of transfer from the PICU to the general

pediatric floor.

"Child"” referred to any child who was a patient in the PICU for 24 hours

or longer.

\\\ f
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CHAPTER 11

METHODOLOGY

Description of the Study

The purpose of this study was to identify the needs of parents
surrounding the transfer of their child from the pediatric intensive care
setting to a general pediatric unit. The review of the literature revealed
that transfer for adults may be a stressful event. As evidenced by a few
studies, transfer may also be a stressful event for children and their
families. By understanding the needs of parents, nurses may be able to
develop nursing practice which is based more on valid data and less on
intuition.

Setting

The pediatric intensive care unit (PICU) at a health sciences university
in the Pacific Northwest was the setting for this study. Total capacity of
the unit is five acute care beds and three intermediate care beds. The unit
accepts children from newborn to 16 years of age. The admissions for the
period July 1981 to July 1982 totaled 517 patients.

Primary care nursing is practiced in the PICU by the staff of 24 nurses.
One nurse on each eight-hour shift is assigned to give total care to one or
more children, based upon the child’s nursing acuity. There is an effort made
to keep the nursing staff as consistent as possible during a child’s stay in
Fhe PICU. The child’'s primary nurse will maintain contact with the family,
Providing an important link between the family and the PICU,

The PICU is staffed on the basis of acuity, using a patient

classification system which has been devised to measure patient care needs in
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terms of nursing contact hours. The patient classification rating is assigned
by using an acuity tool. The acuity tool was devised by Administrative
Strategies, a consulting firm in Thousand Oaks, California. The tool was
finalized in 1982 after an in depth study of patient care needs and the
nursing hours required to meet those needs. Each unit has its own acuity tool
which is specific for the type of patients on that unit (see Appendix A).
Acuity scores were as follows: A score of 1-4 is given to each patient at the
beginning of each shift. A score of 1 indicates a requirement of minimal
nursing care hours, in most cases not necessitating intensive care. A score
of 2 indicates a requirement of a moderate number of patient care hours; some
of these patients do not require intensive care. A score of 3 indicates a
requirement of a large number of patient care hours, always necessitating
intensive care. Finally, a score of 4 indicates a requirement for intense
nursing care, occasionally necessitating more than one nurse to care for the
patient.

On admission to the PICU a care plan is developed which is specific to
the needs of each child and his or her family. An effort is made to meet
psychosocial needs of the family while addressing physical needs of the child.
Unfortunately, patient care requirements, staffing limitations and other
unforeseen factors occasionally reduce the possibility of attaining a
consistent plan.

The majority of children are transferred from the PICU to the infant-
toddler unit or to the school age unit once intensive care is no longer
required. The decision to transfer a child is made by the nursing-medical
team. There is always an attempt made to plan the transfer. However, there

are times when a child is transferred without much discussion with the family.
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This may occur if the family is not available to discuss the plan with the
nursing-medical team or if a bed is urgently needed, in which case the least
acute child will be transferred.

Prior to or at the time of transfer, the PICU nurse will make contact
with the nurse who will assume the primary nursing role on the general
pediatric unit. The two will discuss the child’s course in the PICU and any
special needs of the family or the child. A formal transfer plan which is
consistently followed does not exist at this time. The medical staff which
followed the patient in the PICU will continue to care for the child on the
general pediatric unit to maintain some continuity.

Sample

The sample for this study consisted of 25 parents chosen by convenience
over a six week period in the Spring of 1983 at the university hospital
setting.

The families were approached by the patient's primary nurse in the PICU
or the investigator just prior to the transfer of their child from the PICU to

a general pediatric care unit. The purpose of the study was explained in a

cover letter and it was emphasized that both parents and children would remain

anonymous. All parents who were approached agreed to be part of the study.
Thirty-two questionnaires were distributed; seven were not returned for
unknown reasons. Eighteen mothers, three fathers, and four mother-father
combinations participated in the study. There were no guardians involved in
the study. Questions referring to race, marital status, educational
background, religion, or financial status were not part of the questionnaire.
The children of the participating parents were admitted to the PICU from

vVarious places. S$ix children were admitted from the Emergency Room, five from
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the Operating Room, nine children were transported to the hospital from other
hospitals, and five were transferred from from one of two general pediatric
units within the hospital. The ages of the children ranged from two days of
age to twelve years. These children had a variety of diagnoses, including
cardiac problems, dehydration, sepsis, respiratory problems, neurological
problems, renal problems, need for general postoperative care,
gastrointestinal problems, and poisoning. The length of time the child stayed
in the PICU ranged from one day (24 hours) to two weeks; the mean length of
stay was 2.8 days (SD=2.03). Nine of the children (326%) had previous
experience as patients at this hospital. Twenty patients (80%) had an acuity
score of 3 at the time of admission. Five patients (20%) had an acuity score
of 4. At the time of transfer from the PICU, 14 (56%) had a score of 2 and 11
(44%) had a score of 1.

Protection of Human Subjects

The proposal for this study was reviewed by the Human Research Committee
at the Oregon Health Sciences University. Permission to approach the
potential subjects in order to request their participation was obtained from
the associate director of Maternal-Child Nursing and the head nurse in the
PICU. The investigator explained the study in a printed letter to the
participants. This letter emphasized that this study was voluntary and that
all participants would remain anonymous (see Appendix B).

Instrument Deve lopment

A review of the literature re-raled no standardized instrument which

would measure parents' perceptions of their needs surrounding the transfer of
-

their child from an intensive care setting to a general pediatric unit.



25

Therefore, the investigator developed the "Parent Opinion Survey" (see
Appendix C).

A questiomnaire format developed by Molter (1976) and utilized by Turecki
(1982) was modified and adapted for use in this study. Questions for the
Parent Opinion Survey were derived from a literature review of parents’ needs,
children’s needs, the transfer process, and the PICU environment. The
relevance of each question was addressed and documented (see Appendix D).

The questionnaire consisted of six sections. Section one (questions 1-8)
and section two (questions 9-20) were answered by using a six-point Likert
scale which ranged from 1 (strongly disagree) to (strongly agree). Section
one was designed to assess the feelings and concerns of parents surrounding
the transfer of their child. An example of this section’s questions is:
"Transfer indicates to me that my child’s condition is improving." Section 2
was designed to assess the parents’ perceived needs regarding transfer of
their child. An example of this section’s question is: "I needed to have
warning about my child’s transfer." When analyzing the data, a score of 1-3
was considered to be disagreement and a score of 4-6 was considered to be
agreement,

The questions in section three were answered with a "yes" or "no". This
is a factual scale which was designed to assess whether or not parents
perceived that their needs were being met. An example of this section’s
Question is: "I did have warning about the transfer of my child". Section 4
(question 33) was designed to assess parents’' overall satisfaction level with
the transfer process. This question, as with section one and two, was

answered by using the six-point Likert scale.
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Section 5 (questions 34-37) contained four open-ended questions designed
to give parents the opportunity to freely relate their experiences in their
own words. These questions included: What was the best part about your
child’s stay in the PICU? What was the worst part about your child’s stay in
the PICU?; What was the best part of the transfer process?; What was the worst
part of the transfer process?

Section & (13 questions) was designed to provide background information
about the patient and was directed to the PICU nurse. This information
included the following: patient age, date of hospitalization, date of
admission to the PICU to establish whether or not the patient had been a
patient in the hospital prior to admission to the PICU; reason for admission
to the PICU, medical diagnosis, place from where the patient was admitted,
length of stay in PICU, reason for transfer from the PICU, acuity at the time
of admission and acuity at the time of discharge, unit to which patient was
tfansferred, nurses’' perception of tge floor's response to the transfer, and
establishing previous hospital experience.

Content validity for this questionnaire was supported by both the
literature review described above and by a review of the instrument by a
doctorally-prepared psychometrician, a research methodologist, a doctorally-
Prepared Family Nursing researcher and three experienceleICU nurses.

A pilot study of three parents whose children were patients in the PICU
was obtained. Revisions in the instrument were made by the investigator based
on the recommendations of the revi~wers and the results of the pilot study.
For example, the questions were re;frénged into subsections as described and

-
open-ended questions were added.
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Internal consistency for each of the three sections (subscales) of the
questionnaire was examined using the results of the total study population of
25 parents. Using the Cronbach alpha formula, internal consistency for |
subscale 1 calculated to be 0.84791 (see Table 1). Item to subscale
correlation ranged from 0.26426 (item 8) to 0.78349 (item 7) with an average
of 0.44244, 1Item 8 of this subscale had a low item to subscale correlation
and might be deleted in future studies. For subscale 2 the total reliality
estimate was 0.76905 (see Table 2). The item to subscale correlations ranged
from 0.26379 (item 18) to 0.71068 (item 13) with an average of 0.29956. The
Cronbach alpha for subscale 3 was calculated to be 0.74545, with subscale
correlations ranging from 0.29831 (item 29) to 0.61052 (item 28) (see Table
3). The average for subscale 3 was 0.21490. Item 27 had zero variance, and
therefore was not included in subscale 3 calculations.

Procedure

Data were collected over a six week period in Spring 1983. There was an
inservice for all nurses in the PICU to explain the study and the
questionnaire procedure. This gave staff the opportunity to clarify any
questions they may have had regarding this study prior to data collection.

Questionnaires were labelled with a family number in the right upper-hand
corner of the questionnaire and were matched to the number in the right upper-
hand corner of the background information sheet. An introduction letter and
self-addressed envelope were also attached to the questionnaire.

The nurses were asked to attach a questionnaire packet to each patient’s
bedside clipboard as they were admitted to the PICU. The questionnaire cover
letter and envelope were given to the parent within the first hour after the

transfer or as soon as the parent arrived on the new unit. The PICU nurse
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completed the background information sheet and placed it in a large envelope
which was available on the unit.

One parent or guardian for each child was asked to complete the
questionnaire. After answering the questions the parents were instructed to
seal the questionnaire in the envelope that was provided and return this to
the nurses in the PICU. The envelopes were placed in the same large envelope
that background information sheets were placed. The researcher gathered the
questionnaires daily. The background sheets and the questionnaires were
combined by using the family number. The researcher was available during the
day to answer any questions the family or the PICU nurse may have had.

At the end of the six weeks all questionnaires were gathered and analyzed
by the researcher. Results will be made available to the PICU staff and
families who had indicated an interest. These families have left their names
and addresses with the researcher so that results may be forwarded to them.

Data Analysis

For the purpose of this study, t-tests and Pearson R correlations were
used to analyze the data. These statistical tests provide the opportunity to
correlate background information with the questions that were asked in the
qQuestionnaire. Descriptive statistics and content analysis were used to
evaluate the open-ended questions included in the questionnaire.

For the purpose of this study, the .05 level of significance was used to
evaluate the statistical findings. Directional hypotheses were not predicted

and thus cannot be concluded.



Table 1

Item to Subscale Correlations and Internal Consistancy Estimates

Subscale 1: Parents’ Perceptions (Items 1-8)

Items Item to Subscale

correlation

(x = 0.44244)

Coefficient alpha if
item deleted (total

reliability = 0.84791)

1. I have fears or 0.58294
anxieties about
transfer

2. I feel transfer 0.45386
indicates improvement

3. I feel nurses won't 0.78159
understand child’s needs

4., I feel child will not 0.75888
be watched closely

5. 1 feel child is 0.57173
emotionally ready for
transfer

6. I feel child is 0.73997
Physically ready for
transfer

7. 1 feel good about new 0.78349
unit

8. 1 feel close to PICU 0.26426
personnel

0.83305

0.84517
0.80161
0.80775

0.83559

0.82280

0.81057

0.86744
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Ttem to Subscale Correlations and Internal Consistency Estimates

Table 2

Subscale 2: Parents’ Perceived Needs (Items 9-20)

Items

Item to Subscale

correlation

(x = 0.29956)

Coefficient alpha if
item deleted (total

reliability = 0.76905)

Parents need:

9. to talk with Dr.

10.

LI

12.

13

14,

15

16.

17.

18,

19.

20.

each day

to have warning
about transfer

to see unit at
transfer

to meet murse who will
care for child

to be told about
transfer plans

to feel accepted by
PICU personnel

to feel PICU persomnnel
cares about child

to know what will be
done after transfer

clear, understandable
explanations

to talk with same RN
every day

reassurance of best
possible care

to know child is being
watched closely

0.27277

0.38010

0.59113

0.55522

0.71068

0.59149

0.41766

0.53442

0.26608

0.26379

© 44251

0.53003

0.76901

0.75640

0.72911

0.73696

0.71865

0.74024

0.75534

0.75113

0.76723

0.78743

0.75760

0.75803
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Table 3

Item to Subscale Correlations and Internal Consistency Estimates

Subscale 3: Were perceived needs met? (Items 21-30)
Items Item to Subscale Coefficient alpha if
correlation item deleted (total
(x=0.,21490) reliagbility = 0.74545)

21. A doctor talked to 0.29972 0.74031
me about transfer

22. I had warning about 0.47061 0.71575
transfer

23. I saw the new unit 0.36000 0.73152
before transfer »

24. 1 met the new RN 0.35355 0.73174
before transfer

25. I was told about 0.47061 0.71575
transfer plans

26. I felt accepted by 0.39194 0.73560
PICU personnel

27. 1 felt PICU 0.0000 0.0000
cared about my child*

28. I felt I knew what 0.61052 0.69358
would be done during
transfer

29. I was given clear, 0.29831 0.73786
understandable
explanations

30. I talked with same 0.29972 0.74031
nurse each day .

*

rﬂ

Zero variance
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CHAPTER 3

RESULTS AND DISCUSSION

Results
The results of this study are discussed in this chapter. In addressing
each research question the results will be presented in the following order:
1) What are the parents'’ perceptions and concerns about the transfer of
their child from a pediatric intensive care unit setting to a general

pediatric unit?

2) What are parents' perceived needs surrounding the transfer of their
chilad?

3) Are parents’ perceived needs being met?

4) Are parents’ perceptions of their needs affected by
a) the ages of their child;
b) their child’'s previous experiénce as a patient in the hospital;

c) the length of the child's stay in the PICU;

d) the PICU nurses’'perceptions of the child's readiness for transfer;
and/or
e) the response of the nurses on the general pediatric unit to the

child’'s transfer?
The results of the open-ended questions will be discussed last.

What are parents’ perceptions and concerns surrounding the transfer of their

chilqg?

Questions 1-8 address parent. perceptions and concerns surrounding the

i
transfer of their child from the PICU to the general pediatric floor (see

Table 4). Sixteen (64%) of the parent participants had some fears or
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anxieties about the transfexr of their child although 23 (96%) felt that
transfer indicated that their child was improving. Thirteen (52%) of the
participants felt that the nurses on the general pediatric unit would
Vunderstand their child’'s needs, although 15 (60%) were worried that their
child would not be watched as closely on the general unit. Eighteen (72%) and
19 (76%) respectively felt their children were emotionally and physically
ready for transfer. Twenty-two (88%) of the parents felt good about the unit
to which their child was being transferred and 23 (92%) felt close to the PICU
staff.

Table 4;: Subscale 1 - Parents' Perceptions About the Transfer Process

Item Parental Parental
Agreement Disagreement
n 8 n %
1. I have fears or anxietes 16 64 9 36

about transfer

2. Transfer indicates improvement 23 96 2 8

3. Nurses won't understand child’s 13 52 12 48
needs

4. Child will not be watched 15 60 10 40
closely

5. Child is emotionally ready 18 72 7 28
for transfer

6. Child is physically ready 19 76 6 24
for transfer

7. 1 feel good about new unit 22 88 3 il

8. I feel close to the PICU 23 92 2 8

personnel
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What are parents’ perceived needs surrounding the transfer of their child?

Questions 9-20 measured parents perceived needs surrounding the transfer
of their child (see Table 5). As may have been predicted by the review of the
literature, most participants felt all the listed needs were important.
Twenty-five (100%) of the participants perceived a need for warning prior to
the transfer, to feel accepted by the PICU personnel, to feel the PICU staff
cared about their child, to know what would be done for their child after the
transfer, clear explanations, reassurance that their child would receive the
best care with the transfer and to know their child would be watched closely
once they were on the general pediatric unit. Twenty-four (96%) perceived the

need to talk to a physician about the transfer plan and to know about the

PRI < VI I JOpTEp,

transfer plans as they were being made. Twenty-three (92%) perceived the need
to see the unit where their child was being transferred prior to the transfer

and to meet the nurse who would be their child's Primary nurse on the general

unit prior to the tfansfer. Finally, 22 (88%) felt it was important to speak

with the same RN every day.

Are parents’ perceived needs being met?

The previous twelve questions established that all the listed needs were
important to parents. In establishing their needs it seems the real question
is whether these needs are being met. This is best indicated by the figures
in Table 6. It appears that overall needs were being met 64% of the time

(Range 24% to 100%).
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Subscale 2: Parents' Perceived Needs Regarding the Transfer Process

would be watched closely
on_the general unit

Item Parental Agreement Parental Disagreement
n % %
‘Parents need:
9, to talk with physician 24 96 4

about transfer plans

10. plenty of warning prior 25 100 0
to transfer

11. to see the unit to which 23 92 8
their child is being
transferred

12. to meet the primary nurse 23 92 8
on the general unit prior
to transfer

13. to know about transfer 24 96 4
plans as they are being
made

1l4. to feel accepted by the 25 100 0.
PICU staff

15. to feel the PICU staff 25 100 0
cared about their child

16. to know what would be 25 100 0

; done for their child
after transfer

17. clear and understandable 25 100 0
explanations

18. to speak with the same 22 88 12
nurse each day

19. reassurance that their 25 100 0
child would receive the
best care after transfer

20. to know that their child 25 100 0
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Table 6
Table 6: Subscale 3 - Parents' Perceptions of Whether Needs Were Met
Item Yes No
n % n %
21. A doctor talked with me about 14 56 11 44
transfer
22. I had warning about transfer 17 68 8 32
23. 1 saw the new unit before transfer 16 64 9 36
24. 1 met the new nurse before 6 24 19 76
transfer
25. I was told about transfer plans 16 64 9 36
26. I felt accepted by PICU personnel 23 92 2 8
27. 1 felt PICU personnel cared about 24 96 1 4
my child
28. I felt I knew what would be done 11 44 14 56
after transfer
29. I was given clear, understandable 21 84 4 16
explanations
30. I talked with the same nurse each 11 44 14 56
day
31. I was reassured that my child 15 60 10 40

would get best care

32. I beljeve child is being watched 16 64 9 36

LY
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Are parents’ perceptions. needs., or whether the needs are being met, affected

by: a) age of the child: b) previous experience as a patient in the hospital;

c¢) the length of stay in the PICU: d) the nurse'’s perceptions of the child’'s

readiness for transfer: and/or e) the response of the nurses on the general

pediatric unit prior to the transfer?

Parents perceived needs were not related to the by age of their child,
although there was a significant positive correlation between the age of their
child and whether the parents' needs were perceived as met. Previous
experience as a patient did not correlate with any of the parents’' responses,
although the length of time the child was in the PICU did relate to parents e
perceptions. Nurses’ perceptions of the child’s readiness for transfer did
significantly relate to parents’ perceptions. Finally, the response of the <
nurses on the general unit significantly correlated with whether or not
parents needs were met. (see Table 7)

In'correiating overall satisfaction with the previous criteria, previous
hospital experience, whether or not parents needs were met and perceptions of
their needs correlated with the overall satisfaction score. Also, in
correlating parents' perceptions with whether their needs were met, it was
found that whether or not needs are met is significantly correlated with
parents’ own perceptions.

Open ended guestions

In response to the question "What was the best part of your child's stay
in the PICU?", the majority (92%) of parents wrote that the nursing skill and
exXpertise combined with the special caring that the nurses gave was the best
part of their child’'s stay in the PICU. In response to the question, "What was

the worst part of your child's stay in the PICU?", 14 (56%) spoke of the rigid
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visiting hours and 6 (24%) spoke of the overwhelming noise and urgency of the
& ‘enviromment. Five (20%) of the respondents did not answer.
T In responding to questions about the transfer process there were a
variety of answers. Eight parents (32%) wrote that being able to be with
”their child during the transfer was helpful as was having the PICU nurse
assist in the actual move. Seven parents (28%) commented on the difficulty
they felt when arriving on the general pediatric floor and not having the new
nurse available to meet them. Five (20%) parents commented specifically that
it was stressful to not have a heart monitor on the new floor. Five (20%)
felt that not being with their child at the time of transfer was the worst

part. Four (16%) did not answer the question.

v



r

e

Table 7

Pearson Correlation Coefficients

3 / n=25
1 = age of child 5 = previous experiences as
2 = length of stay in PICU patient at this hospital
3 = nurse's perception of child’'s 6 = perceptions of the
readiness for transfer transfer process
. 4 = general unit's response to 7 = perceived needs
{ transfer 8 = whether needs were met
1 2 3 4 5 6 8
-0.2466 -0.0014 0.8894 0.2718 0.1109 -0.0722 0.4543
1 p=0.117 p=0.477 p=0.000%* p=0.094 p=0.299 p=0.366 p=0.011%*
0.4610 -0.2031 0.4969 -0.4836 -0.0697 -0.2395
2 p=0.010* p=0.165 p=0.006%* p=0.007% p=0.370 p=0.124
0.1612 -0.3425 0.3798 0.2343 -0.0787
3 p=0.221 p=0.047% p=0.031* p=0.130 p=0.354
0.3056 0.1955 0.0433 0.5776
4 p=0069 p=0.174 p=0.419 p=0.001%x*
0.6459 -0.1131 0.6714
5 p=0.000 p=0.295 p=0.000*x*
-0.2478  0.5911
6 p=0.116 p=0.001%*
0.1002
B p=0.317
8 -
® p< 053 **% p < .001

39
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Discussion

The results of this study were examined and compared to the studies, -
concerns and findings of others who have addressed the issues of patient
transfer from an ICU setting, hospitalization of children, and, most
specifically, transfer of children from an ICU setting. The discussion of the
results will be presented by addressing the research question in appropriate

groupings.

What are parents’ perceptions and concerns about the transfer of their child

from a pediatric ICU setting to a general pediatric unit? and What are

parents'’ perceived needs surrounding the transfer of their child?

In the literature discussing the transfer of adults from an ICU setting
(Dellipiani, 1976; Minckley, et al 1979; Toth, 1980), and in the literature
discussing pediatric transfer (Hedenkamp, 1980; Miles and Carter, 1983;
Stevens; 1981), it was suggested that transfer could be a stressful and
anxiety provoking event. 1In this study 16 (64%) of the parent participants
reported fear or anxieties regarding the transfer process.

The adult and pediatric literature identified common factors that could
be responsible for creating the stress that families and/or patients may
experience. These factors included: separation and disruption of nurse-
patient relationship. It was found in these previous studies that the
Patient/family became quite close and dependent on the PICU staff. All
Participants felt a need to be accepted by the nursing staff and to feel that
the PICU staff cared about their child. This study supported this concept.
Twenty-three (92%) of the participants indicated that they felt close to the

PICU staff.
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Dependency of families and patients appeared to be a consistent issue
throughout the literature. It would seem that this dependency may be fostered

by the nursing staff. The nurses can seem like the only link with stability

and control. Families and patients are vulnerable and needy and the nurses

are in a position to step in and take control.

The dependency issue can be both positive and negative. It is positive
in that nurses ability to organize or control what may seem to be a chaotic
and uncontrollable situation can help a family and patient move through this
stressful time. The negative aspect revolves around fostering that
dependence. Families and patients may become too dependent and consequently
be unable to move to the next phase which in this study is represented by
transfer out of the ICU.

The study of Minckley et al. (1979) found that stress and anxiety could
also be caused by fear of leaving the security of the monitor and ICU
personnel to move to an unfamiliar unit with unfamiliar personnel. Stevens
(1981), in her observations of the hospitalized child in an ICU setting,
supported the idea that separation from the ICU, fear of the unknown, (i.e.
new unit, new nurses), fear that the child was not well enough for transfer
and feelings of being relatively uninformed created family stress, and in
turn, could affect the child.

This study supports both Minckley et al.’s (1979) adult study and the
Concerns of Stevens (1981). Fifteen (60%) of the parents worried that their
child would not be watched as closely on the general unit and 23 (92%) felt
the need to tour the general unit and to meet the new nurse prior to transfer.
The need to meet the new nurse prior to transfer was perceived as met by only

6 (24%) participants. All participants needed reassurance that their child
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would receive the best possible care and would be watched closely after
transfer. All participants also identified the need to speak with a physician
and have clear explanantions about the child'’'s condition and transfer plans

~prior to the transfer.

Are parents’' perceived needs being met?

Minckley, et al. (1979) and Miles and Carter (1983) in their respective
studies found that the feelings of stress and anxiety that the transfer
process may cause could be relieved by addressing the patients'and/or
families’' needs. The PICU where the present study was conducted should be
commended in that the majority of all parent participants felt their needs
were being met (Table 5) and their overall satisfaction level which was found
to be affected by whether or not needs were met was positive which would
indicate that the nurses care and style may help to decrease parents stress
and énxiety.

Care plans can be a useful tool to identify specific patient or family
needs. In the ICU setting, care plans frequently are physiologically based
and don’'t give much attention to the psychosocial needs of patients and
families. It is natural that in the urgency of the technical and intense ICU
the physiologic needs of patients are met first, but this cannot negate the
other needs that may exist. This is a major reason that standard care plans

that are prewritten should be carefully individualized to each patient.

Are parents’ perceived needs affecced by: a) the age of their child: b)

-
Previous experience as a patient in the hospital: ¢) the length of stav in the

PICU: d) the PICU nurse and parents’ perception of the child’s readiness for




transfer: and/or e) the response of the nurses on the general pediatric unit

to the transfer?

Miles and Carter (1983), in their study of "Parental Stressors and the
PICU," asked the question: Does parental perception of the ICU environment and
the stress stimuli differ with the age of the child? They found that the
parents’ perceptions and their stress were not significantly affected by the
child’'s age. The results of this study support Miles and Carter’'s (1983)
finding. Age did not significantly affect parents’ perceived needs. It is
surprising that age was not a significant factor. It would seem that parents
of a younger child, especially an infant, would have more perceived needs,
anxieties and fears. From this data it would seem that the needs, anxieties
and fears are not changed by age, parents have concerns that are manifested in
this way regardless of their child’s age.

This study also fqund that length of stay in the PICU, previous hospital
experience, parents, PICU nurses perceptions of the childs readiness and the
response of the nurses on the general pediatric unit significantly affected
parents perceptions. Whether parents’ perceptions were affected positively or
negatively was not predicted prior to this study, although it can be
hypothesized at this point that previous hospital experience would remove some
of the stress of the unknown and be perceived as a positive factor. If the
parents and nurses felt the patient was ready for transfer, again, the
perceptions may be positive. Length of stay could be variable although it
could be hypothesized that a shorter stay would indicate that the child was

improving quicker than a long stay and would be perceived as a positive

factor.
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Stevens (1981) felt that transfer, although stressful and anxiety
producing, could also have a positive impact on patients and families as it
usually is an indication that the patient’s condition was improving. 1In
addition, if the patient/family was emotionally as well as physically ready to
leave the ICU, the process might be less stressful. In this study it was
found that 24 (96%) of the participants felt that transfer indicated that
their child’s condition was improving and the majority felt their child was
emotionally (72%) and physically (76%) ready to be transferred to the general
pediatric unit. So, it would seem that these factors would have a positive

impact on parents’ perceptions and needs.

‘l
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CHAPTER IV

LIMITATIONS, CONCLUSIONS AND IMPLICATIONS

Limitations
This study had some inherent limitations. The instrument developed for
this study may not have been as clear and understandable to the participants
as the investigator would have liked. There were disadvantages to using a
convenience sample in that generalizability of findings is limited to the
population studied. Further studies with other samples would be of benefit.

Conclusions and Implications

As supported in the literature and as can be concluded from the results
of this study, parents do have concerns, fears, and anxieties related to their
childs transfer from the Pediatric Intensive Care Unit to the general
pediatric unit. These stressors may be alleviated in part by identifying
specific needs of parents and an attempt made to meet these needs.

Implications for nursing include investigation of the Parent’s Opinion
Survey as a clinical instrument to identify needs of parents prior to
transfer. Identifying needs may help nurses develop care plans that are
sensitive to parents’ concerns and open channels of communication between
nursing and families. Care plans should be written in anticipation of
transfer and individualized to each patient and family situation. A care plan
such as this could include involvement of parents in their child's care when
it is appropriate. This could decrease some of the dependency that parents
feel and in turn psychologically ready them for transfer. As noted in the
open-ended questions, restricted visiting hours create stress for families.

The visiting policy should be investigated and changes should reflect parents’
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need to be with their child as much time as possible. Another major
implication for nursing is for PICU nurses to introduce families to the new
unit and new primary nurse of that unit prior to the transfer. This may not
always be possible, but integration of this procedure into the routine
transfer could certainly benefit families.

It seems that by finding means of decreasing family stress through
nursing interventions, benefits will be realized by the parent, the family and
the nurses. This is an area that warrants further investigation. Future
studies should examine communication strategies between patients, families and
nurses, both in the PICU and on the general pediatric unit. In addition,
future studies should further explore the issues of dependency between the
staff, the patient and their families. Studies such as these may help develop
nursing intervention which is data-based and directed at an identified need of
a spegial population.

In addition, the questionnaire developed for this study could be used in
future work to obtain further information both about parents’ needs and the
instrument itself.

Summary
This descriptive study identified the needs of 25 parents at a university
hospital in the Pacific Northwest surrounding the transfer of their child from
the pediatric intensive care unit (PICU) to a general pediatric unit.

Parents were asked to complete "The Parent's Opinion Survey," an
instrument which was developed by the researcher and organized into three
subscales which assessed: 1) parents' perceptions about the transfer process,
2) parents' perceived needs regarding the transfer process, and 3) parents’

perceptions of whether or not their needs were being met. Reliability
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coefficients using the Chronbach Alpha formula are as follows: Subscale 1,
0.84791, subscale 2, 0.76905, subscale 3, 0.74545. Background information
regarding patient age, length of stay in the PICU, previous hospital
experience, nurse’s perceptions of child’s readiness for transfer, and the
general pediatric unit's response to the transfer was obtained.
Intercorrelations between subject’s responses and background information were
made using a t-test and Pearson’s correlation coefficients. Findings
indicated that parents have many fears, anxieties and needs surrounding the
transfer of their child from the PICU to the general pediatric unit which were
generally perceived as being met with the exception of parents’ need to meet
the nurse on the general pediatric floor prior to transfer. This need was
only perceived as met by 24% of the participants. Significant correlations
were found among the following variables: Age of child was strongly
correlated with general pediatric unit’s response to the transfer and whether
parentalnneeés were perceived as met; length of stay in the PICU was
significantly correlated with nurse’s perception of child's readiness for
transfer, previous hospital experience and parental perceptions of the
transfer process; nurses perception of child’s readiness for transfer was
significantly correlated with previous hospital experience and parental
perceptions of the transfer process; general pediatric unit’s response was
significantly correlated with whether or not perceived needs were met;
parents’ perceptions of the transfer process were significantly correlated
with whether or not perceived needs were met; and finally, previous hospital
experience was significantly correlated with parents’ perceptions of the

transfer process.
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This study has identified specific concerns and needs of parents which
can help guide related nursing care in the future. Implications for nursing
research and practice include investigation of the questionnaire as a clinical

instrument to help identify and plan for the needs of parents prior to

transfer.

‘ !
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PEDIATRIC INTENSIVE CARE ACUITY STAFFING

Staffing by acuity is a methodology for continual analysis for staffing
needs with formulas for developing staffing guides utilizing developed time
‘standards.

Six identified needs were cited for the nursing department’s master
staffing plan:
b 3 Develop a patient classification system to effectively measure patient

care needs by category levels of nursing care to meet JCAH requirements;
2. Provide nursing service management with an organized method of

assignment of nursing personnel by shift based on patient workload;

3. Develop staff scheduling patterns and position controls to maximize staff
utilization;
4, Provide fiscal reporting and monitoring systems to give nursing

administration contrél of staff assignment and utilizatién within the

budget;

Si Design a methodology for monitoring quality levels of care delivery in
relationship to staffing patterns;

6. Develop a variable patient day rate based on patient acuityneeds and
amount of care hours provided;

Utilizing the below acuity tool, the charge nurse is responsible for the
staffing needs for the next shift. Completion of the tool for each patient
will produce a quatified build-up of nursing activities and patient dependency
needs to effectively classify patients for staff assignments.

Once a tool is completed and the patient and the patient classification

number is obtained, the staffing guide sheet is filled out for the next shifc.
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The staffing guide sheet includes census of patients per their classification,

staff scheduled for the shift and number of people required to take care of

- patients. On duty staff and staffing guide requirement should be

approximately equal. If the staff required is greater than staff scheduled,
floats or staff nurses from other units may be utilized if available to help.
1f the staff required is less than staff scheduled, extra staff are given the

option of time off.
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Dear Participant,

I am a pediatric nurse practitioner and graduate student at the Oregon
Health Sciences University. I am conducting a study of parents who have had a
child transferred from the Pediatric Intensive Care Unit (PICU) to a general
pediatric unit. I am interested in what parents identify as their needs and
concerns about the transfer process. In addition, I want to assess if any of
these needs are being met.

I am hopeful that learning what parents identify as their needs
surrounding transfer of their child will enable health professionals to give
assistance and support to families in the future.

Your participation in this study is voluntary. Participation or
nonparticipation will in no way affect the care your child receives. Your
answer sheet will have a "family number" on it, and neither your name nor your
child's name will appear on this questionnaire or on any list or in any
document.

Participation in this study will involve 10-15 minutes of your time. It
is requested that your name not be put on the questionnaire. When you are
answering the questions please remember that there are no "right" answers; I
am interested in your experiences and beliefs.

After answering each question, please place the questionnaire in the
attached envelope and seal the envelope. The nurses on the unit will return
the questionnaire to me.

Should you have any questionrs about this questionnaire or this study

please feel free to contact me at 225-8311.
-
Thank you for your participation.

Jan Freitas-Nichols, PNP

—
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PARENT OPINION SURVEY
Please indicate your relationship to the child. Mother
Father
Guardian

I. Concerns about transferring your child

Directions: First, read each of the following statements. Then, please
check (+ ) the column which most accurately describes your

feelings.  1=Strongly Disagree 4=S1ightly Agree
2=Moderately Disagree 5=Moderately Agree
3=S1ightly Disagree 6=Strongly Agree
1 A
QqJJ/ [+J @ //
sP & & 7 3
S5 D5 L Sag sy s
B R, EL T e e 8O
L BESSES N, NG,
v /o ol b g
“,'?0 ‘/’? /U) i !Q)Q"
i i ."'Q‘,_,'L___X_
Statements 1 2 g 4 R

1. 1 have some fears or anxieties about my

= 5 ~ child being transferred from the Pediatric
= Intensive Care Unit (PICU) to the general
pediatric unit.

o 2. Transfer indicates to me that my child's
g g condition is improving.
2

3. I am worried that the nurses on the new
floor will not understand my child's
needs.

4. I am worried that my child will not be
watched on the new floor as closely as
he/she was in the PICU.

T ZY

V) [pE—

5. I feel my child is emotionally ready to
be transferred from the PICU.

U F— Y

6. I feel my child is physically ready to be :
transferred from the PICU. ;

7. 1 feel good about the new unit where my
child is being transferred.

)
s @ et ss o sntngs fo sty oy e i
- - v

8. I feel close to the PICU personnel.

-

|
i
1
|
{
i
{
il
i
)
b =
1
e
N
|
{




II. Needs regarding a child's transfer 58

Directions: First, read each of the following statements. Then, please
check {\') the column which most accurately describes your
beliefs. 1=Strongly Disagree 4=S1ightly Agree

2=Moderately Disagree 5=Moderately Agree
3= Slightly Disagree 6=Strongly Agree

9. Parents need‘to have a doctor té%kﬁ
with them about transfer plans. i

] 1 ] ! {
Statements P 2 3J 41 5 ) ¢

10. Parents need to have warning about
the transfer of their child.

11. Parents need to see the unit where
their child will be transferred before
the actual transfer. H

4 e e e e

LR J EECRESSIR g S 1

T2. Parents need to meet the nurse who will ! : !
be caring for their child on the new i :
floor before the actual transfer.

b

13. Parents need to be told about transfer i ‘ i
plans as the plans are being made.

14. Parents need to feel accepted by the
PICU personne[;

L e R A P o e i

O T &
=T

15. Parents need to feel that the PICU
personnel care about their child.

I S | T T

16. Parents need to know exactly what will § i :
be done for their child after transfer. 1

17. Parents need to have explanations that
are clear and understandable.

. uw
|
’L
I

18. Parents need to talk to the same nurse {
each day about their child's condition. !

19. Parents need to be reassured that their
child will receive the best possible :
care after transfer. : !

COP Y o

20. Parents need to know that there will be
someone watching their child when they !
cannot be with them. .l }

D —




T

I11. What happened when your child was transferred? 59

Directions: First read each of the following statements. Then, please
check (~J the column which most accurately describes what
happened surrounding your child's transfer. 1=YES

2=N0
I E

statements .. ves | wo |
21. A doctor talked with me about transfer l ~l

plans. i |
22 1 had plenty of warning about my child's i

transfer. '
23. I had a chance to see the unit where my 1

child was transferred before the actual

transfer. B o ; e
24. 1 met the nurse who would be caring for %

my child on the new floor before the

actual transfer. ;
25. 1 was told about transfer plans as they
__were being made. o - S
26. 1 felt accepted by the PICU personnel. [
27. 1 felt that the PICU personnel cared i %

about my child. :
28. 1 felt I knew exactly what would be ;

done for my child after transfer. i
29. 1 was given explanations which were clear

and understandable. i
— e = ot e - o o e e e —e e e e e e i e st e ot Sy e S
30. 1 talked with the same nurse each day g f

about my child's condition. ’ AL

31. 1 was reassured that the best possible care
would be given to my child after transfer.

32. 1 believe that someone is watching my ;
child closely when I cannot be there. | *

e i e e e

=
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1D #

Background Information

To be gathered by the PICU nurses.

1

2.

10.
11.

12,

13.

Age of patient.

Date of hospitalization.

Date of PICU admission.

Reason for admission.

Medical diagnosis.

From where was the patient admitted?

How long was the patient in the PICU?

Reason for transfer.

What was the patient’s acuity score at the time of admission?
What was the patient’s acuity score at the time of transfer?
To what unit was the patient transferred?

What was the PICU nurse’s perception of the floor'’s response to the
transfer?

Has the child been a patient at Doernbecher in the past?
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Questions
1,2,8,14,17,18,19,20

3,4,5,6,7,9,10,11,12
13,15,16

2

63

Rationale for Questions
Rationale Source

Minckley, et al, and Stevens Minckley, et al.,
in their studies found that (1979) and Stevens
families and patients in ICUs (1981)
form a bond or attachment with
the unit and unit personnel.
Disruption or anticipated
disruption of the relationship
that has been formed can result
in stress for the patients and
their families

Toth and Minckley, et al, in Toth (1980) and
their studies found that Minckley et al,
patients have many fears and (1979)

anxieties about transfer from
the ICU to a general medical
unit. They describe fear of
unknown unit and personnel,
fear of not being closely
monitored, and fear of
separation from a life-saving
environment. These studies
also revealed that pretransfer
teaching and planning decreased
the fear and anxiety these
patients felt.
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AN ABSTRACT OF THE THESIS OF
Janice Freitas-Nichols
For the MASTERS OF NURSING
Date of receiving the degree: June 9, 1986
Title: NEEDS OF PARENTS SURROUNDING THE TRANSFER OF THEIR CHILD FROM THE
PEDTATRIC INTENSIVE CARE UNIT

Approved:

Sheila Kodadek, Ph.D., Thesis Advisor

This descriptive study identified the needs of 25 parents at a
university hospital in the Pacific Northwest surrounding the transfer of their
child from the pediatric intensive care unit (PICU) to a general pediatric
unit.

Parents were asked to complete "The Parent’s Opinion Survey," an
instrument which was developed by the researcher and organized into three
subscales which assessed: 1) parents’ perceptions about the transfer process,
2) parents’ perceived needs regarding the transfer process, and 3) parents’
perceptions of whether or not their needs were being met. Reliability
coefficients using the Chronbach Alpha formula are as follows: Subscale 1,
0.84791, subscale 2, 0.76905, subscale 3, 0.74545. Background information
regarding patient age, length of stay in the PICU, previous hospital
experience, nurse's perceptions of child’s readiness for transfer, and the
general pediatric unit’s response to the transfer was obtained.
Intercorrelations between subject’'s responses and background information were
made using a t-test and Pearson’s correlation coefficients. Findings
indicated that parents have many fears, anxieties and needs surrounding the

transfer of their child from the PICU to the general pediatric unit which were

5t



generally perceived as being met with the exception of parents’ need to meet

the nurse on the general pediatric floor prior to transfer. This need was
only perceived as met by 24% of the participants. Significant correlations
were found among the following variables: Age of child was significantly
correlated with general pediatric unit’s response to the transfer and whether
parental needs were perceived as met; length of stay in the PICU was
significantly correlated with nurse’s perception of child’s readiness for
transfer, previous hospital experience and parental perceptions of the
transfer process; nurses perception of child’s readiness for transfer was
significantly correlated with previous hospital experience and parental
perceptions of the transfer process; general pediatric unit'’s response was
significantly correlated with whether or not perceived needs were met;
parents’ perceptions of the transfer process were significantly correlated
with whether or not perceived needs were met; and finally, previous hospital
experience was significantly correlated with parents’ perceptions of the
transfer process.

This study has identified specific concerns and needs of parents which
can help guide related nursing care in the future. Implications for nursing
research and practice include investigation of the questionnaire as a clinical
instrument to help identify and plan for the needs of parents prior to

transfer.





