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ABSTRACT

This quasi-experimental study aimed to determine the effects of the ICU
transfer- preparation program (ICU-TPP) for open-heart surgery (OHS) patients on
transfer anxiety. Stress, appraisal and coping theory was used as the conceptual
framework for the study. The purposive sample comprised 40 OHS patients
recruited from the surgical wards and surgical intensive care unit in a tertiary care
hospital located in metropolitan Bangkok, Thailand, from July 2001 to April 2002.
The inclusion criteria were OHS patients who: (1) were between 20-80 years of age;
(2) had undergone open-heart surgery for the first time; (3) were able to
communicate in Thai; (4) had had no previous psychosis or neurosis; and (5) agreed
to participate in the study. A matching technique was used to select subjects in a
control group to match those in an experimental group, with 20 pairs or 20 subjects
in each group. Matching criteria included: age; gender; functional class; and type of
operation. The experimental group received the ICU-TPP for OHS patients on
transfer anxiety, whereas the control group received the usual care. Transfer anxiety
was measured twice by the Pre-Post Transfer Anxiety Inventory (Pre-Transfer
Anxiety Inventory and Post-Transfer Anxiety Inventory form developed by the
researcher). The first measurement was taken on the transfer day within 8 hours
before transfer from the ICU. The second measurement was taken on the same day
within 8 hours after transfer from the ICU, with at least 4 hours between the 2
measurements. Data were analyzed using descriptive statistics and mean comparison
statistics.

This study showed that patients’ anxiety before and after discharge from an
ICU to a general ward significantly decreased after implementation of the ICU-TPP.
It therefore confirmed that ICU-TPP reduces transfer anxiety in OHS patients during
transfer from an ICU. The study also showed patients’ anxiety within the
experimental group was lower after discharge from the ICU than before, although
the difference was not significant. Therefore, these findings suggest that the ICU-
TPP should be used before transfer out of an ICU.

KEY WORDS: TRANSFER ANXIETY/ OPEN-HEART SURGERY/
ICU TRANSFERRED-PREPARATION
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CHAPTER 1
INTRODUCTION

Background and significance of the study

Transfer out of intensive care unit (ICU) is one of the leading causes of transfer
anxiety or transfer stress in critical care patients (Leith, 1998: 24). Both transfer
anxiety and transfer stress equate to relocation stress -- a state in which an individual
experiences physiological and/or psychological disturbances as a result of transfer
from one environment to another (Capenito, 2000: 715). Critical attributes of transfer
anxiety include a negative perception of an impending or recent transfer from one
environment to another, physical or physiological signs, symptoms of anxiety, and the
occurrence of signs or symptoms shortly before or after transfer (Leith, 1998: 25).
Transfer anxiety particularly arises when the move occurs without planning. In
addition, the effect of transfer anxiety is intensified when the patient is very sick or
frail (McKinney & Melby, 2002; 149).

Recently, one important psychological health problem found in critical patients is
transfer anxiety. Critical patients are among the largest group of patients who
experience transfer anxiety or transfer stress. Consequently, this type of anxiety has
the propensity to pose common and distinct problems for many patients and their
family members, both before and after discharge from the critical care area (Coyle,
2001: 138). Transfer anxiety or transfer stress is not only experienced by patients
transferred from ICU to the general ward, but also may affect geriatric patients
transferred from home or hospital to a long-term care facility. Each transfer involves
stress for patients and their family (Mitchell et al., 2003). All of the transfer anxiety or
transfer stress occurred after transferring from the ICU (Leith, 1998: 24). Over 75%
of medical ICU patients and family members experienced moderate to severe transfer
stress (Leith, 1999: 24). According to the literature review (Robinson, 2002), the

majority of these studies dealt with the critical care patients and elderly in long-term
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care residents. The overall results also revealed that relocation could have negative
physical and psychological effects on patients in critical care and residents of long-
term care. Some of these studies found that patients who are transferred several times
are more likely to die compared to those patients who are not transferred (Bernard, et
al., 1996; Clough, et al., 1993; Schiff et al., 1986).

Presently, progressive patient care in Thailand continues to experience a
transition from ICU to the general ward. It may be related to the need of critical care
beds in Thailand having risen dramatically. There is an acute awareness that critical
care beds are a finite resource. Consequently, a decision to transfer patients to a
general ward depends not only upon their physical condition but also on the demand
for beds. This has resulted in an increase in the number of critically ill. In the past,
critical patients remained in the ICU for most of their recovery period, but now they
are discharged earlier. Especially the open-heart surgery patient, who must stay in
ICU after surgery, ends up staying in ICU only for a short period of time. In other
words, open-heart surgery patients are discharged from ICU while they needed electro
cardiogram monitoring, chest drain, and high percentage oxygen. Therefore, critical
care staff tend to focus on ‘here and now’ with little time preparing the open-heart
surgical patient for eventual transfer to a less intensive environment.

Open-heart surgery has become an area of interest for studies by numerous
critical care nurses in Thailand because the trend of transfer of these patients
(in-country) will follow clinical practice guideline of their setting. The number of
open-heart surgery patients is increasing rapidly every year. Statistics from Siriraj
Hospital, where open-heart surgery has been done the most in Thailand, shows that the
number of cardiac surgery patients has increased 20 % and open-heart surgery has
increased 34 % (Cardio-Thoracic Surgery Association, 1999). It is evident that the
patients may stay in ICU for 2-4 days (Statistic of Pramongkutkalo Hospital, 2003)
and then the transfer occurs more rapidly without adequate psychological preparation
for transfer. Furthermore, open-heart surgery affects more patients in Thailand than
any other high-risk surgery condition. It’s life threatening and a high cost containment.
Those critically ill transferred several times during one hospitalization may experience
different types of care, various changes in hospital staff, and varieties of environment.

Sometimes the transfer is so quick that patients don’t have enough time to be prepared
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for those kinds of variables. In addition, patients who undergo open-heart surgery
may be anxious about their surgery and transferring because of pain, loss of control,
fear, anxiety, stress, uncertainty, insecurity and even death. Health care professionals
may overlook the effects of transfer for patients.

Continuity of care is essential to ease the discharge and transition to ward
(Dracup, Westlake, Erickson, Moser, Caldwell, & Hamilton, 2003) because the
continuity of care was identified as a bridge of care. Thus, it is necessary for the nurse
to provide the continuity of care in patients who are transferred from ICU. Nearly
three decades ago, critical care nurses conducted several studies in the United States
with a majority focusing on transfer anxiety or relocation stress of critically ill
patients. Research has indicated that most of the patients expressed ambivalent
feelings towards their transfer out of ICU (Leith, 1999; McKinney & Melby 2002;
Odell, 2000). Although the transfer from ICU to a ward is mainly viewed as a positive
step or deemed a sign of improvement (Leith, 1999; McKinney & Melby 2002), the
result also indicated that most transfers from ICU to a ward were viewed as a negative
experience by patients (Dracup et. al., 2003).

Furthermore, from the literature review (McKinney & Melby, 2002), 48 studies
have been conducted by nurses and critical care nurses over the past three decades.
The overall results also revealed that transfer to the ward following a period in critical
care might cause patient stress. Some of these studies found that the patients’
responses to transfer are identified, along with the physical and psychological
problems that have been associated with discharge from critical care (Daffurn et al.,
1994; Hall-Smith et al., 1997; Leith, 1998; Minckley et al., 1979; Odell, 2000). Some
patients and family can become quite anxious due to removal of monitoring, changes
in routine and reduced surveillance and observation (Coyle, 2001: 138). These
changes can lead to transfer stress or transfer anxiety, which can affect patients’
recovery and may also create distress for their family (McKinney & Melby 2002;
Whittaker & Ball, 2000). Besides that, patients and family may find it difficult to
adjust to a ward where one-on-one care is not available (Green 1996; Leith 1999).
These patients often felt confused, stressed, anxious, and tired. It could be harmful to
the patient’s life. Toth (1980:29-30) stated that the effect of stress could lead to the

increase of oxygen needed in cardiac patients and leads to chest pain due to
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myocardial ischemia. Consequently, this could lead to cardiac arrhythmia or sudden
death. Negative emotional states such as anxiety and depression are associated with
increased mortality and morbidity in cardiac patients (Doering el. Al., 2004). In the
United Kingdom, the mortality of patients who die on the ward after discharge from
intensive care is high ( 9% to 27% ) (Goldhill & Sumner, 1998; Munn et al., 1995).
Besides that, stress could affect the learning of postoperative self-care, and may lead
to complications and long hospitalization. Transfer anxiety is a potential source of
stress for patients and their families that may adversely affect their coping during the
difficult process of adaptation to illness (Leith, 1998: 32). Therefore, critical care
nurses should concern themselves with the effects of transfer anxiety and develop
specific intervention to minimize patients’ negative outcome.

The critical care staff is responsible for the caring for and supporting of patients
in order to minimize physiologic complications and psychological responses, which
are related to their transfer. Several studies conducted by nurses in the United States
are based on Leith's findings (1998: 31-32). Nursing intervention aims to prevent or
reduce transfer anxiety by helping patients and their family members develop and
maintain a positive perception of transfer from ICU. Some studies showed that
patients, who were prepared before transfer from ICU, reported a good experience of
transfer (Anderson, 1982; Poe, 1982). Leith (1998) suggested that structured teaching
plans by integration of ICU discharge planning and the critical pathway was very
effective to promote continuity of care and to reduce significantly the frequency of
transfer anxiety in patients and their family members. Rorden (1990) stated that the
objective of discharge planning was continuing care organized to meet patients need.
Discharge planning reduces costs of hospital stay and permits more efficient bed
utilization (Inui, 1981). Thus, it is a process in which the hospital can reverse
discontinuance of care and improve their delivery systems for providing continuity of
care (Schlemmer, 1989). To be effective, it needs to be implemented systematically in
order to integrate care around the goal of coordinating patient needs with available
resources (Romans, 1984).

To assist the open-heart surgery (OHS) patients who are at risk for transfer
anxiety to release transfer anxiety, health care professionals should provide

continuance of care. The structured preoperative teaching plans have been found to
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promote more positive outcomes than unstructured preoperative teaching ones
(Aernam, 1971). Critical pathway combined with discharge planning has been
claimed to prevent transfer anxiety in both ICU patients and their family members
(Leith, 1998: 28). For this study, the researcher is interested in developing the transfer
preparation program to improve quality of care. Based on the literature review, there
are some studies in other countries regarding transfer anxiety reduction programs of
patients in the coronary care unit (CCU), but they are not specifically designed for
OHS patients. There is also a cultural difference that may limit the research utilization
with Thai patients. Therefore, this quasi-experimental study was designed to help

reduce transfer anxiety of Thai OHS patients during transfer from ICU.

Conceptual Framework

This research was conceptualized by the stress and coping model of Lazarus &
Folkman’s (1984) and the concept of integrating ICU discharge planning in critical
pathway by Leith (1998: 32).

Lazarus & Folkman’s (1984) provided the framework of this study, in which
stress and anxiety occurs when a person appraises a situation as threatening to his/her
well-being. This theory is based on the premise that the patients must continually seek
new ways of coping and re-appraisal until they find ways of effectively coping.
Patients are responsible for fulfilling their coping ability need. However, when
patients are unable to effectively cope, nurses work with them to enhance individual
coping abilities for maintaining their health and well-being.

An individual’s appraisal of a situation as stressful may be influenced by personal
factors, such as knowledge, belief, values, commitment and by situational factors, such
as physical environment or the support available. The stressful experience is
appraised by the person in relation to available coping mechanisms. The stress,
appraisal, and coping theory have been used to explain the occurrence of transfer
anxiety in terms of stressful experience.

Transfer anxiety arises when individuals are separated from a familiar
environment and personnel, which leads to uncertainty, an onset of a stressful
experience and a potential decrease in coping abilities, when they are without adequate

information and preparation. Through preventing potential factors for separation
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anxiety, imparting information to construct a cognitive meaning for an illness-related
event, and assisting patients to develop relevant coping abilities, nurses can eliminate
and modify potential factors that contribute to the anxiety, information to construct a
cognitive meaning for an illness-related event, and enhance patients’ coping resource.

It is an important concern for the ‘gap’ in care that began when the patient was
transferred from the ICU to ward (Griffiths, 1992; Wesson, 1997). Leith (1998: 32)
provided the concept of integrating ICU discharge planning in critical pathway for
transfer anxiety reduction, in which this reduction could be facilitated by making
discharge planning part of the critical pathway when patients are transferred from the
ICU, by developing structured teaching plans for transfer of patients from the ICU,
and by integrating ICU discharge planning in critical pathway. This concept is based
on discharge planning, which leads to confidence that patients would receive
continuing care, help when the patients needed, and also assistance for the family in
dealing effectively with the health problems. To be effective, utilization of the critical
pathway is very important. It enhances the quality of life and quality of care (Leith,
1988: 26). The concept of discharge planning and critical pathway was used as a
frame of intervention for reducing transfer anxiety.

OHS patients have many needs for adequate preparatory for transfer, such as
information related results of the surgery and limitations after surgery, a list of
invasive devices and their effects, present stay in ICU as temporary, instruction
pamphlets for patient and family about transfer, present transfer as a sign of progress,
compare and contrast ICU and general ward and miscellaneous, while the patient may
have inadequate information to perform their needs. The ICU-transfer preparation
program (ICU-TPP) as an adequate preparatory program for transfer is confined to
elimination or modification of potential reasons of transfer anxiety, uncertainty
control, enhancing coping resources, and providing quality and continuity of care. By

receiving the ICU-TPP, patients would have more desire to reduce transfer anxiety.

Research Question

Can the ICU-TPP reduce transfer-anxiety of the open-heart surgical patient?
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Research objectives

1. To compare the mean anxiety score of the open-heart surgical patient
between the control and the experimental group before discharge from ICU.

2. To compare the mean anxiety score of the open-heart surgical patient
between the control and the experimental group after discharge from ICU.

3. To compare the mean anxiety score of the open-heart surgical patient

between prior to and after discharge from ICU in the experimental group.

Research Hypotheses

1. Before discharge from ICU, patients in the experimental group who
participate in the ICU-TPP would be significantly lower mean transfer anxiety scores
than those in the control group who do not participate in the program.

2. After discharge from ICU, patients in the experimental group who
participate in the ICU-TPP would be significantly lower mean transfer anxiety scores
than those in the control group who do not participate in the program.

3. In experimental group, mean transfer anxiety score of the open-heart
surgical patient after discharge from ICU would be significantly lower than the mean

score before discharge from ICU.

Definition of Terms

ICU Transfer Preparation Program (ICU-TPP) refers to the nursing care
pertaining to preparing the patient before discharge from ICU, which was developed
based on integrating discharge planning (which has informational content and
activities to manage the anticipation of transfer anxiety in Leith's concept analysis)
into the part of discharge planning of critical pathway. This program is composed of
informational contents and activities for 3 sessions, Post-operative day0 (PO day0 or
surgery day), PO dayl, and PO day2.

The contents and activities in PO day0 include: (1) the results of the surgery
and limitations after surgery; (2) a list of invasive devices and their effects; (3)
notification from admission to ICU to present stay in ICU as temporary; (4)
introducing the nurse who care for the patients; (5) the time for patient visitation in

ICU; (6) admission procedures and routine; and (7) instruction pamphlet to family
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about patient’s operation and transfer process. The contents and activities in PO day1
include: (1) keeping patient up to date with clinical data after extubation; (2)
encouraging patient's verbalization and inquiries after extubation; (3) encourage
breathing exercises with incentive spirometry; (4) presenting transfer as a sign of
progress; (5) informing patient and family about transfer plan on the critical pathway;
(6) explaining rationale, function and weaning of monitor and equipment; (7) weaning
patient from nurse-patient relationship before transfer; (8) informing patient and
family of events on next step about activity, pain management, medication and diet,
lab tests/treatment; (9) encouraging patients’ self-esteem; and (10) providing an
instruction pamphlet to patient about the transfer from ICU to general ward.

The contents and activities in PO day2 were divided into two phases,
transferring phase and visitation phase. Transferring phase has the contents and
activities include: (1) Weaning patient from use of monitors and equipments before
transfer; (2) disconnection cardiac monitor at least 60 minutes ; (3) comparing and
contrasting ICU and general ward; (4) involving patient's family with transfer; (5)
building the patient’s chance to meet the ward nurse; (6) transferring during day time
and avoiding transfer during routine time or time of nurse shift rotation; (7) having
ICU nurse care for the patient during transfer and (8) introducing patient to receiving
nurse. Visitation phase has the contents and activities include: (1) ICU nurse visiting
the patient after transfer and (2) giving an instruction booklet to the patient about the
recovery and preparation for hospital discharge. This program places an emphasis on
the continuing care that nurses would provide to patients in order to enhance and
promote rehabilitation and coping after their operation. This program should be
utilized from the day the patients were admitted to the ICU until transfer out of the
ICU, also during visits by the ICU nurse after transfer.

Usual care is that the nursing care provided information and activities of
postoperative routines care to patients include: ICU postoperative routines care, ICU;
transferred routine care, and postoperative routine care at ward, but not structural
information and document depend on individual nursing personnel. The usual care
focusing on physical care was given to the control group. The contents and activities
in the usual care includes: (1) instruction pamphlet to family about introducing the

ICU; (2) encouraging breathing exercises after extubation; (3) notification about
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transfer to patient and family and transferring all time when receive order of transfer
back to ward from doctor; (4) explaining rationale, function and weaning of monitor
and equipment when the patients ask; (5) disconnection cardiac monitor on transfer
time; (6) notification of ICU length of stay about 3-5 day by doctor and (7) having
ICU nursing personnel who are not graduated nurse care the patient from the ICU to
general ward. Information and activities of the usual care were provided by individual
nursing personnel that based on her background, knowledge, and experience, but not
structural information and document.

Open-heart surgical (OHS) patient refers to the patients who undergo
cardiac operations using cardio pulmonary bypass. This study also includes the
operation of coronary bypass, valvular heart surgery, and closure atrial septum defect
(ASD) / ventricular septum defect (VSD). And after operation, the patient needs to be
in the surgical ICU before transfer to the general ward.

Transfer anxiety refers to the reaction to the stressful situation due to the
uncertainty resulting from moving out of ICU. This reaction cannot be identified as
the actual cause but it is the negative perception rooted from the transferring from
place to place and will create the anxiety. This anxiety occurs before or after the
transfer within 8 hours and can be measured by the transfer anxiety scale that is
developed by the researcher through concept analysis of the transfer anxiety from the

ICU study of Leith (Leith, 1998: 24-32).

Expected Research Outcome and Benefits

1. The ICU-TPP will be used or applied as a guideline to provide preparation
of transfer from ICU to general ward for open-heart surgery patients.

2. The ICU-TPP will be useful to nurses in order to care for and help in
decreasing transfer anxiety in other patients in the future.

3. Enhance nursing knowledge regarding using critical pathway combined with
discharge planning for the patients undergoing open heart surgery that
facilitate positive outcomes. This knowledge will be useful for improving

quality of nursing service.
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CHAPTER 2
LITERATURE REVIEW

This research study investigates the effects of the transferred preparation
program in relation to the transfer anxiety of open-heart surgery patients who are
transferred out of ICU. The major independent variable is ICU-TPP, which includes
information and activities to decrease transfer anxiety, critical pathway and discharge
planning. The additional stresses of transfer out of ICU will be explained further in
relation to three prominent theories: separation anxiety theory; appraisal and coping
theory; and uncertainty in illness theory. The major dependent variable is transfer
anxiety, which refers to anxiety from Leith's concept analysis. Thus, in this chapter,
the review of literature on anxiety and anxiety of critical patients, transfer anxiety and
factors contributing to transfer anxiety, and patient responses to transfer will be
presented first, followed by a review of literature on reducing patient anxiety, which
includes interventions for transfer anxiety reduction, critical pathway and discharge

planning.

Anxiety

Anxiety is one type of feeling and emotion experienced by human beings. It is
very complex since there are many factors related to anxiety. Therefore, the meaning
of anxiety varies depending upon perspectives and beliefs. Anxiety has been defined
as a universal sense of uncertainty or as a feeling in which uncertainty is one
component (Whitley, 1992; Williams & Power, 1991). Robert (1986:78) described
anxiety as the emotional experience of human beings when one encounters
uncertainty, and that uncertain situation makes the person feel fear for what might
happen to them in the future.

The terminology used in earlier research varies to some extent: some authors
refer to anxiety as personal experience indicated by the imbalance of the mind and
emotions, and the need to be balanced. It also could be the stimulus for the persons to
adjust themselves to live their lives (Taylor, 1994: 201). Dubovsky (1994:101)
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viewed anxiety as the abnormal fear that is out of proportion to any external stimulus.
It is the psycho-sociological response to the internal and external stressor.

Anxiety will occur once one appraises the situation as threatening. Anxiety
can occur to anyone, but people who have had surgery or treatment may get anxious
more easily than others (Ting-Ting Kuo & Fung-Chi Ma, 2002). It is also stress from
the fear or fright of the possible harm that may happen to oneself in the future with
unknown actual causes (Graham & Conley, 1971: 114). However, it could be a sign
of a threat. Lader & Mark (1971: 25) reported that anxiety would be presented with
stress or a threatening feeling. It is the feeling that stems from the fear of the harmful
future of an unknown cause. This appraisal leads to anxiety. Some researchers, such
as Molloy (1996: 227-228), state that the anxiety is the strain, fear, or consequences
that have just happened which resulted from the perception of threatening feelings
from external influences. This is a cue of harm that one needs to manage whether by
avoidance, control, or overlooking it before using a defense mechanism to protect
oneself later on. Peplau (1979) considered that any treat to an individual's security
produces anxiety. Spielberger (1966: 11) stated that anxiety arises from the feeling of
threat to one’s safety. The threat may be real or may result from one’s own prediction.

In addition to describing anxiety by meaning, anxiety also is differentiated by

types.

Types of Anxiety
Spielberger, et al. (1983: 1) divided anxiety into two types:

1. Trait anxiety is a characteristic of the person. It results from 1) genes; 2)
past experience; and 3) present situations that include thoughts, needs, and feelings.
These three factors are related and lead to trait anxiety (Lader & Mark, 1971: 155).
Molloy (1996: 228) stated that trait anxiety is a function of personality structure. As a
part of developmental process or events, some individuals have more traumatic
experiences or have less success in coping with them, resulting in unresolved conflict
or confusion.

2. State anxiety refers to the anxiety that occurs due to certain situations. It
is an emotion that makes one distressed and frightened (Anatasi, 1982: 530) based on
one’s appraisal whether that situation is threatening or harmful to oneself (Lazarus &
Folkman, 1984). When there is external stimuli combined with the trait anxiety that
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one has had, one will have consequential reactions; state anxiety when one encounter
with the situation, physical changes (i.e., palpation and sweating) due to the Central
Nervous System (CNS) stimulus through reticular formation and use of coping
mechanism to decrease anxiety. Molloy (1996: 229) considered that state anxiety
develops in a situation identified as stressful or conflictual, and in which the individual
experiences limited control.

These three reactions are related and one could be a basis for another. When

anxiety happens, one will try to keep equilibrium by decreasing the CNS stimulus by
either resorting to a body mechanism or mobilizing a defense mechanism and
changing the environment. If one of the previous coping strategies is effective, that
person may tend to use it at a future time; but if not, that person will try to change to
other strategies until they have found the most effective one. If the anxiety still exists,
it might lead to a crisis state.

Anxiety is related to stress in that it is a consequence of stress. Anxiety is the
most prominent symptom involved in stress reactions (Lachman, 1983: 37). Lazarus
and Awverill (cited by Lamontagne et al., 1985: 289) examined anxiety as the
consequence of appraisal when individuals perceive a situation as harmful or
threatening. This appraisal continues until one can deal with that situation effectively.
Moreover, anxiety can cause physical changes. Endler and Edward (1982: 36-44)
combined the concept of anxiety as explicated by Speilberger and the concept of stress
as addressed by Lazarus to explain these two phenomena. They stated that stress and
anxiety is the consequence from the interaction between people and their environment.
A person appraises the situation as stressful depending on a triad and the severity of
the situation, which affects the state anxiety. When a person perceives the situation as
stressful, they will experience a state of anxiety, which leads to the coping response or
defense mechanism.

Anxiety could lead to restlessness and also to some physical symptoms such as
tremors, headaches, and frequent urination. High anxiety can lead to panic symptoms
(Zung, 1971: 371). All these symptoms are psychological reaction responses to the
physical illness. Anxiety has many levels and can affect the work performance of the
person. High and minimal anxiety can decrease the efficacy of the person. Moderate

anxiety leads to more effective performance.
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Level of Anxiety

The level of anxiety is varied and affects people differently. Moderate anxiety
can lead to motivation; whereas, a high level of anxiety will decrease the efficacy of
people (Stuart & Sundeen, 1983). Moreover, the levels of anxiety can be divided as
follows: Luckman & Sorensen (1981) divided anxiety into three levels -- mild anxiety,
moderate anxiety, and severe anxiety. Peplau (1952 cited in Molloy, 1996:228)
divided anxiety into 4 levels -- mild anxiety, moderate anxiety, severe anxiety, and
panic anxiety.

The level of anxiety affecting the nervous system of human beings could be
divided into four levels (Johnson, 1986: 267; Peplau, 1979: 82; Stuart & Sundeen,
1983: 208-209) and the reaction to each level will vary as stated in the following
discussion (Fortinash & Holoday-Worret, 1995 cited in Molloy, 1996:229):

1. Mild anxiety: this level of anxiety occurs in the routine experiences of
everyday living. During the mild anxiety stage, the person is alert and the perceptual
field is increased. Reactions to this level include: (a) physical responses such as
normal vital signs, minor muscle strain, and normal pupil reaction; (b) heightened
cognitive ability and perception leading to a broadened perceptual field, a greater
awareness of environmental and internal stimuli, and random, but controllable
thoughts; and (c) emotional and behavioral changes in which feelings will be related to
the well-being and safety of the person. Therefore, at this level, the person will feel
relaxed and peaceful. This level of anxiety can motivate learning, create good
decision-making, and build more effective problem-solving skills.

2. Moderate anxiety: as anxiety escalates, the perceptual field narrows. The
reaction to this level includes: (a) physical response such as normal vital signs or
minor change thereof, and feelings of nervous tension or inconvenience; (b) higher
cognitive process and perception producing an elevated alertness, a narrower
perception and an intensified attention level; (c) emotional and behavioral changes
which produce an enthusiasm for competitive activities and learning new skills.

3. Severe anxiety: the perceptual field is greatly reduced. The reaction to this
level includes: (a) physical response in which the CNS is highly stimulated (i.e., vital
sign levels increase, sweating, urination and bowel movement is more frequent, dry

mouth, loss of appetite, pupil dilatation, and muscle strain); (b) change in cognitive
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ability and perception leading to a narrower perception, difficulty in problem-solving,
focus on specific detail, ignoring stimulus, disorientation, and partial behavior
analysis; and (c) emotional and behavioral changes displayed by feelings of being
threatened or frightened, being highly aroused, having either increased or decreased
movement (e.g., walking slowly or running away, hand-twisting, whining, shaking,
uttering unintelligibly, staying in the same position, being withdrawn, or ignoring the
environment). A person in severe anxiety is unable to focus on the event generating
the anxiety, but may focus on only one specific detail of the situation.

4. Panic anxiety: the person is not able to process what is going on in the
environment and may lose touch with reality. The reactions to this level are as
follows: (a) physical response of having all previous symptoms but in increased
frequency or degree until the sympathetic nervous system is decreased which leads to
paleness, blood pressure drop, muscle coordination disturbance, pain, and hearing
impairment; (b) cognitive process and perception leading to periodical or complete
loss of perception, no response to stimulus, decreased problem-solving ability and
logical thinking, a distorted perception of self, of the environment, and of reality; (c)
emotional and behavioral changes displayed by a sense of helplessness, loss of control,
anger, agitation, avoidance, shouting, and increased or decreased body movement.

Lachman (1983) noticed that a person is more attentive, sensitive, and
perceptive to a situation when moderately anxious. The key is that the anxiety must
not be too intense or last too long. Therefore, this is an important factor in

measurement of anxiety of the patient who is studied as related to anxiety.

The Measurement of Anxiety

Anxiety can be measured by three strategies (Lader and Marks, 1971: 82-94):

1. Physiological measure of anxiety: This can measure anxiety through
physical changes, such as heart rate, respiratory rate, blood pressure, muscle strain,
and Electro-enchepalogram. An expert applying the respective specific technology in
order to analyze the results could perform the measure. This type of measure might
not be accurate since physical changes could be involved with many factors and will
differ from one to another in terms of the degree of change. Therefore, the level of

anxiety might not relate to the physical change according to the limit of this measure.
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2. Self-report measure of anxiety: Self-report measure of anxiety could be
done by completing a questionnaire. There are many questionnaires measuring
anxiety such as state-trait anxiety of Spieberger. This questionnaire measures the
feeling when a person responds both to the questions and in general. The self-rating
scale by Zung, is used to measure anxiety in present and recent situations. Another
self-rating scale of anxiety is Myocardial infarct stress-of-transfer inventory. The
Myocardial Infarct Stress-of-Transfer Inventory developed by Minckley et al (1979) is
the measure of transfer anxiety when a patient has been transferred from coronary care
unit (CCU). In summary, to be a scientific measure, all these measures need to
maintain reliability and validity.

3. Behavioral measure of anxiety: This measure can be done by observing
behavior such as movement, speech, nonverbal communication, body coordination,
memory, and learning ability. This measure is based on the belief that behavior
resulted from internal emotion that can be observed by others. For example,
restlessness, moodiness, shaking, crying, tempers insomnia, low appetite, sighing, and
pressure speech.

Measurement tools are primarily based on the use of self-report and ask the
client to rate his present and common states of feeling and to identify the descriptive
aspect of being anxious. Measures have been developed to identify fears associated

with death, physical pain, surgery, aggression, and interpersonal events.

Causes of Anxiety

The causes of psychological health problems such as anxiety is complex and is
not due to a single cause but often the result of a matrix of interacting factors (Antai-
Otong, 1995; Bourne, 1995; Shives, 1994); there is still so much to learn about the
causes of these health problems. There are differing views among psychological health
professionals concerning the causes of anxiety. Some believe that psychological
health problems are caused by biological problems; others believe they are due to
psychological factors. It is probably more accurate to say that biological,
psychological, genetic and lifestyle factors are all involved in the causes of anxiety
(Bourne, 1995: 31-33). Anxiety is a state in which the individual feels uneasy and

apprehensive and the autonomic nervous system activates in response to a nonspecific
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threat. The source is generally unknown or unrecognized, because anxiety has its
origins in a complex interaction of environmental, psychological, and biological
events and processes (Shives, 1994). The most critical are stress and life events
requiring adaptation or change and early familial and school experiences. Critically ill
patients have a complex interaction of environmental, psychological, and biological
events and processes. The critically ill have many situations that can be an anxiety-
provoking event for both patients and family members. Thus, healthcare personnel

have to identify and meet the psychological needs of the patients of critical care area.

Anxiety of Critically ill Patients

Anxiety is a problem in critical care that may interfere with healing and
recovery (Bone et al., 1995: 293). Ciritically ill patients in ICU experience a loss of
control. And a fear of the unknown can produce a cycle of anxiety and depression
(Jones & O’ Donnell, 1994: 89). Anxiety leading to fear and panic was a commonly
expressed emotion by ICU patients (DeKeyser, 2003: 29). ICUs are often reported as
being a highly stressful environment for patients (Bone et al., 1995; Mackellaig, 1987,
Pearce, 1988). Simini (1999: 571-572) interviewed patients within 3 days of their
discharge from the ICU. They reported experiences of fear or anxiety (62%), and
feelings of isolation or loneliness (46%). Granberg et al (1998: 294) stated that
patients in ICU realize that there is an immediate danger of death. This realization can
lead to a response ranging from anxiety to severe panic.

Anxiety in critical patients is unique and can be categorized into three types
(Robert, 1976: 228-230): primary anxiety, fright anxiety, and expectant anxiety.

Primary anxiety refers to basic anxiety when a patient encounters a crisis such
as encountering a new situation. The new situation leads to feelings of fright and
insecurity. Persons will feel fear of harm that may happen to them. They feel
helpless, and separate themselves from intimate relationships. When a patient’s
condition becomes critical, this anxiety will happen instantaneously. The reaction to
anxiety involves physical, psychological, and emotional aspects. The anxiety will
diminish once one feels safe (Livitt, 1980 cited by Chorladda Pansena, B.E.2536: 63).

Fright anxiety is the anxiety that results from encountering a fearful situation.
The reaction is a basic instinct of readiness to fight and flight or withdrawal. The
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critical patients have to stay with an unknown or unfamiliar machine. They can hear
the machine working when they lie down on the bed. They cannot help themselves
and just wait anxiously for care from the health care provider. This circumstance
causes them to have fear; and therefore, leads to fright anxiety.

Expectant anxiety refers to the anxiety that results from the prediction of harm
in the future. This can be found in critical patients who need to transfer from ICU.
These patients do not know what will happen to them after transfer; this fear of the

unknown leads to expectant anxiety.

These categories were initially developed by Freud (1963 cite by Robert, 1976:
227) to describe the anxiety experienced by children separated from their mothers; in
this instance, the theory is useful in explaining the experiences of critically ill patients
who experience severe anxiety prior to and following transfer to a new environment.
Bowlby (1961: 89-113) stated that critical care patients might experience one or three
types of anxiety depending on personal factors and individual differences. These
anxieties are triggered in patients who have been critically ill, as a result of the loss of
close relationships formed and or the termination of emotional and psychological
support by medical and nursing personnel in the critical care area (Coyle, 2001: 139).
The care of critically ill patients remains incomplete if the psychological impact of
critical illness is not considered (Jones & O’Donnell, 1994). This psychological
dysfunction in the early stages after discharge from the critical care area can be
associated or attributed to psychological problems in the long-term and physical
problems in the critical phase of heart surgery. The heart surgery represents a moment
of high critical state for the patients (Tiraterra, et al., 2002: 7-16).

Anxiety of Open-Heart Surgery Patients

Anxiety is one importance of psychological problems in open-heart surgery
patients (Shih, et al., 1997: 99). They were reported as having experiences of anxiety,
fear, stress, and life-threatening feelings (U-ma Junwisaed, B.E. 2539: 67). Open-
heart surgery is a factor triggering specific emotional and physiological responses of a
patient (Rymaszewska et al., 2003). Heart surgery correlates with increased
perioperative stress and anxiety (Bergmann, 2001: 1093). McCrone et al., (2001:155)
reported that patients confronting heart surgery demonstrate a high level of stress and
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anxiety even beginning 2 to 3 days after surgery. In spite of positive somatic effects
of surgery, depression and anxiety can persist or appear for the first time after the
operation worsening the patient's psychosocial functioning and quality of life
(Rymaszewska et al., 2003). The anxiety may precipitate complications which cause a
rise in the stress hormones, the sympathetic stimulation on patient, and/or the
ventricular ectopic beat of the patients (Deva et al., 2000; Sharp, 1996). Deva et al.
(2000) stated that anxiety can increase myocardial oxygen consumption and
exacerbate cardiac stress. There is one study which has found that 6 of 12 heart
disease patients were readmitted to the ICU, and 5 of those 6 patients reported
experiencing severe transfer anxiety (Houser, 1974: 43). Furthermore, the patients
undergoing open-heart surgery tend to be anxious; this has been linked to sudden
cardiac death. Especially, an open-heart surgery patient who has undergone an
operation to the most important organ of the human body is considered a critically ill
patient. It is a life-crisis for the person undergoing this operation in which heart and
lung functions are stopped and cardio-pulmonary bypass is performed during the
operation procedure. For them, it is life threatening.

Open-heart surgery patients have many situations that can be an anxiety-
provoking event for both patients and family members, such as admission in ICU and
transfer from ICU to the general ward. Especially transfer out of ICU can be a change
of environmental, psychological, and biological events and processes related to the
critically ill patient. Thus, this state provokes anxiety in them, who are already
frightened of his/her illness, is then faced with what would appear to be a transfer and
an emotionally unresponsive environment. Reactions are predictable; initial anxiety
increases. The physiological consequences of those emotions are usually undesired.
Almost all open-heart surgery patients must be patients in ICU, who experience a loss
of control and fear. They need to be transferred several times during one
hospitalization and are prone to experience anxiety after transfer from ICU (Saarman,
1993:78). Although the transfer from ICU to a ward is mainly viewed as a positive
step, some patients and relatives can become quite anxious due to removal of
monitoring, changes in routine and reduced surveillance and observation (Coyle,
2001). These changes can lead to relocation stress or transfer anxiety, which can

affect the patient’s recovery and may also create distress for relatives (McKinney &
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Melby, 2002; Whittaker & Ball, 2000). Add separation into the equation and it
appears that the process of transfer out of ICU is ripe with negative stressful outcomes
for the patient (Odell, 2000: 323).

Transfer Anxiety

Transfer anxiety has similar meaning and is interchangeable with many terms
since it related to the feelings of the person. This anxiety is a specific form of
separation anxiety that occurs when patients are required to relocate from an
environment that is known and secure to an unfamiliar environment (Robert, 1976:
227-228; Robinson, 2002: 7). Critical attributes of transfer anxiety include a negative
perception of an impending or recent transfer from one environment to another,
psychological or physical signs or symptom of anxiety, and the occurrence of signs or
symptoms shortly before or after transfer (Leith, 1998: 25). The literature of transfer
anxiety has tended to refer to problems associated with relocation in numerous ways
such as transfer stress, translocation syndrome, relocation stress, post relocation crisis,
relocation crisis, relocation shock, relocation syndrome, relocation trauma, and
separate anxiety (Leith, 1998: 24). More recently, the North American Nursing
Diagnosis Association (NANDA) formally approved the nursing diagnosis ‘relocation
stress’ as a new nursing diagnosis to describe this phenomenon. The major defining
characteristics include loneliness, depression, anger, apprehension and anxiety. Minor
characteristics include changes in former eating and sleeping habits, dependency,
insecurity, lack of trust and need for excessive reassurance (Carpenito, 2000: 715).
Thus, relocation stress may be defined as a state in which an individual experiences
physiologic and/or psychological disturbances as a result of transfer from one
environment to another (Carpenito, 2000: 715). The nursing diagnosis of relocation
stress has been used to describe the experience of patients transferred from ICU to
general hospital wards, geriatric patients transferred from home or hospital to a long-
term care facility, and families who move from one city to another. This includes all
types of relocation, but there are specific references to critical care units. Most of the
critical care literature on anxiety after transfer from ICU refers to the condition as

transfer anxiety or transfer stress (Leith, 1998: 24).
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Because of many definitions and perspectives regarding transfer anxiety, Leith
(1998: 24-32) was the one who tried to integrate the similar meanings and perspectives
of this concept. Based on this concept analysis of Leith, transfer anxiety has the
following characteristics:

1. The critical attributes of transfer anxiety consist of the perception of
transfer in a negative way that leads to physical and psychological signs and
symptoms. These signs and symptoms will appear shortly before transfer.

2. Antecedents refer to anything that happens before transfer anxiety. This
includes two aspects: physical and situational. The physical aspect includes a change
in the state of health, the perception of stress before transfer, depression, and low self-
confidence. The situational aspect includes a change in the situation such as the
problem of the prior transfer, loss of either the past or recent interpersonal
relationship, the length of stay in the ICU, and finally, the unstableness of a physical
condition. These two aspects lead to stress and transfer anxiety.

3. Consequence is related to the perception of the decrease of the quality of
life and the quality of nursing care, which increase stress and anxiety and lower coping
ability.

4. Empirical referent refers to the phenomena that can be measured such as
stress, anxiety, and alteration of vital signs after transfer from ICU.

Transfer anxiety not only is experienced by the person transferring but also
may affect the family and significant others. This anxiety can affect the patient’s
recovery and may also create distress for relatives (McKinney & Melby 2002;
Whittaker & Ball, 2000). The transfer from the ICU to ward also appears to be a
traumatic event for the patient’s family (Bokinskie, 1992; Mills, 1995; Mitchell,
Courtney & Coyer, 2003: 207). Leith (1999: 210) found that over 75% of patients and
family members experienced moderate to severe level of anxiety and stress after
transfer from ICU. Furthermore, family members’ anxiety can affect patient recovery
(Mendonca & Warren, 1998).

Theories Explaining Transfer Anxiety

Leith (1998: 24-25) combined three theories to suggest that transfer anxiety
appears to be related to uncertainty caused by the separation from a familiar
environment and personnel, which leads to an onset of stress and a potential decrease
in coping abilities. Three prominent theories that support the concept of transfer



Fac. of Grad. Studies, Mahidol Univ. M.N.S. (Adult Nursing) / 21

anxiety in the critically ill patient and family including: separation anxiety theory;
uncertainty in illness theory; and stress, appraisal, and coping theory

Separation Anxiety Theory

Transfer anxiety concept is based on Freud’s theory of separation anxiety.
This theory suggests that patient’s experience anxiety because of the loss of a close
relationship with their nurse and doctors in the critical care area when the patients are
transferred to another area (Leith, 1998: 24). Robert (1986) and Bowlby (1961)
identified three separate components of transfer anxiety including: primary transfer
anxiety; expectant transfer anxiety, and fright after transfer. In discussing primary
transfer anxiety, it relates to type and timing of transfer (Bowlby, 1961; Coyle, 2001:
140; Jenkins & Rogers, 1995; Robert, 1986) and disruption of interpersonal
relationships (Bowlby, 1961; McKinney & Melby, 2002; Robert, 1986). This anxiety
arises from the untimely termination of dependent relationships and occurs when the
patient is transferred abruptly due to emergency admission of other patients and/or
without adequate preparation for transfer (Coyle, 2001: 140; McKinney & Melby,
2002: 151). Saarman (1993) reports the feelings of abandonment, loss and insecurity
experienced by patients in these circumstances. To lose the relationship with the
health care provider at the ICU leads to feelings of both being unsafe and inadequate
nursing in the eyes of the patient (Hackett, Cassem, &Wishine, 1968; Lethbridge,
Somboon & Shea, 1976). Many patients continue to perceive themselves as critically
ill following transfer, expecting care to continue as before. Thus, the termination
process becomes blocked and transfer anxiety develops. In discussing expectant
transfer anxiety, it relates to the type and quality of preparation. This anxiety occurs
when patients are poorly prepared for transfer out of ICU (Leith, 1998: 25) and/or the
patients are able to predict the event as insecure (Roberts, 1986) and still perceive that
their condition is critical and needs closed nursing care the same as in the ICU.
Consequently, this fear of the unknown creates internal anxiety (Jenkins & Rogers,
1995). In discussing fright transfer anxiety, it relates to the expectations following
transfer (Coyle, 2001: 140). Feelings of fright on transfer occur when patients do not
know what to expect in a strange and unfamiliar environment where monitoring

procedures and routines vary greatly (Coyle, 2001: 140; McKinney & Melby, 2002:
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151). Patients experience fright initially from the implications of their illness and
secondly from anticipation of leaving the security of the critical care unit (Saarman,
1993). This can give rise to two behavioral responses, one leading to escape behaviors
and the other to immobility or emotional freezing (McKinney & Melby, 2002: 151).
Whichever the response, both arise as a result of not knowing what to expect in a
given situation (Jenkins & Rogers, 1995). In the ICU, the physical condition of
patients is monitored continuously during their stay. However, once transferred to the
ward, monitoring is suddenly discontinued and this may lead to fears that any

deterioration in their condition may go undetected.

Uncertainty in Iliness Theory

The uncertainty in illness theory of Mishel (1988: 225) is defined as “the
inability to determine the meaning of an illness related event. It is the cognitive state
created when the person cannot adequately structure or categorize an event because of
the lack of sufficient cues.” When patients do not construct a cognitive meaning for
illness-related events, uncertainty develops (Leith, 1998: 25). Experiencing
uncertainty restricts one’s ability to decipher and interpret the situation (Mishel, 1981,
Mitchell et al., 2003). Mishel et al. (2003: 211) considers that this reduced ability to
make sense of the situation may impair adaptation, leading to the perception that the
illness related event is appraised as a negative experience which limits coping
strategies. She hypothesizes that this may be the result of receiving mixed messages
relating to the illness, multiple intricate treatments, and inadequate knowledge
regarding the seriousness and prognosis of the illness. Uncertainty is associated with
stress that can adversely affect patient ability to cope and adapt (Mishel, 1988: 225).
When patients are transferred out of ICU to the general ward, they may experience
uncertainty because of the change in environment, change in routine, and/or the lack
of monitoring devices.

Once the definition of transfer stress was developed, the definition of transfer
anxiety followed and was addressed after many studies were done. For example, one
that refers to the personal experience of a person who was transferred from a familiar
environment to a new environment (Robert, 1976: 227-228), which leads to the

uncertainty (Mishel, 1988: 225). This decreases the coping ability of the person and
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leads to stress. This stress could be observed from the symptoms of transfer anxiety
(Leith, 1998: 25); that is, the decrease of coping ability and adjustment (Hilton, 1986:
70-73; Mishel, 1988: 225-232). Therefore, stress or stressful experience within the
meaning of anxiety could be explained by stress theory and coping ability (Saaman,
1993: 78-85). Moreover, fear transfer is associated with anxiety when a person cannot
predict what would happen to them (Bowlby, 1961: 251-269). It is the phenomena
when one encounters a life-threatening situation, never before felt feelings, and beliefs
(Robert, 1976: 226).

Stress, Appraisal, and Coping Theory

The theory of stress and coping of Lazarus and Folkman (1984: 157-164)

explains that stress occurs when a person appraises a situation as taxing or threatening
to his/her well-being. The process of appraisal is influenced by a number of factors
related to both the person and situation. Personal factors include knowledge (or lack
of knowledge), beliefs, values, goals, commitment, coping resources, and coping
constraints such as pain and fatigue (Byers & Smyth, 1997; Leith, 1998). These
personal factors will help to determine how an individual experiences an event.
Minckley et al (1979: 8) found that women appeared to experience more physiological
signs of stress of transfer than men. He stated that women may be at a higher risk for
transfer effects than men.  Situational factors encompass the event, physical
environment and the support available. Event novelty such as timing, duration of the
event and factors such as uncertainty, and ambiguity all support an appraisal of stress
(Saarman, 1993: 79). The appraisal process itself consists of two phases: primary
appraisal and secondary appraisal. In primary appraisal, the individual categorizes a
given situation with respect to whether it holds any potential negative implications for
him or her. The secondary appraisal then follows, and involves the individual’s
determination of whether his or her own abilities are sufficient to overcome the threat.
Transfer anxiety can happen to anyone and under any cultural context and to

any age group (Capenito, 1995: 728; Minckley, et al., 1979: 8-9). For patients moving
out of ICU, transfer anxiety involves separation not only from a familiar environment,

but also from the intense personal surveillance of medical and nursing staff and the
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machines that monitored their physiological status so closely (Bouley et al., 1994: 218;
Saarmann, 1993: 78-79). Moreover, patients who were transferred in the evening
reported higher anxiety than those who were transferred in the morning (Cassem &
Hackett, 1973; Lethbridge et al., 1976). Transfer anxiety is a transcultural
phenomenon that can occur in all age groups (Capenito, 1995: 728). Griffiths (1992:
114) discovered a “gap” in nursing care that begins when the patient is transferred
from the ICU to a general ward. Even before transfer, as a patient’s physical status
improves, anxiety may increase as the patient perceives that they are in competition
with sickly patients for nursing time and attention (Jone et al, 1994). Although
transfer to a ward is a positive step in terms of physical recovery, many patients
exhibit stress associated with relocation from ICU to a ward (Culter & Garner, 1995:
334).

The transaction approach to stress based on the value of cognitive appraisal
by an individual facilities understanding of the dissimilar responses of different
patients to similar stressors (Byers & Smyth, 1997). Various factors may lead to

transfer anxiety.

Factors Contributing to Transfer Stress or Transfer Anxiety

According to Lazarus and Folkman’s (1984) transaction model of stress, both
personal and environment factors can lead to the development of potential stressors.

Personal factors such as the individual’s coping strategies, present coping
constrains and available coping resources (Byers & Smyth, 1997). Coping constrains
include pain and fatigue. These factors, if not addressed, may diminish the
individual’s ability to cope with a potentially stressful situation such as transfer
(Bokinskie, 1992; Wesson, 1997). Patients’ perceived coping resource might also be
impaired by the process of transfer. Roberts (1986) stated that it is not unusual for
patients to place their entire trust in the knowledge and judgment of the medical and
staff in critical care. Thus, transfer may create a disruption of the patients’
interpersonal relationships and remove their main coping resource. Suddenly, patients
find themselves in an environment where there is less nursing and medical
surveillance. They may experience feelings of abandonment or insecurity, not only

because of the new environment, but also due to the loss of the staff they have come to
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rely on (Jenkin & Rogers, 1995). Furthermore, the anxiety happening to each patient
is different. All depend on the following personal factors such as gender, age, past
experience, type of the operation (Wanvimol Kongsuwan, 2001: 22), and severity of
illness (Brugler et al., 1991 cited by Carpenito, 1995: 591). Rukholm and colleagues
(1983 cited by Leske, 1993: 1092) found that females had more anxiety than males.
Women had more physiologic indicators of stress with the relocation than men
(Minckley, et al., 1979). Age is one of the factors that effect anxiety. The study of
Bell (1977) found that the patients of different ages differently selected their own
ways to face the problem of stressful condition. Chatier and Wakulczyk (1989)
indicated that the elder ones accepted an examination and an analysis of violation
diseases more calmly and better than the younger ones. Past experiences results in an
adjustment to happening situations that the patients used to see and face before by the
time of their operation. Wanvimol (2001: 22) stated that past experiences was related
to anxiety of the patients. The type of operation is also a factor that influences
anxiety, as each case of operation has its own different violation level or risk of life
(Wanvimol (2001; Uma Junwisaed, B.E.2539).

Environmental factors include a moderate to high degree of environment change,
sudden reduction in monitoring equipment and lack of predictability in the ward
environment (Capenito, 2000; Culter & Gardner, 1995; Daffurn et al., 1994; Leith,
1998). Leith (1998: 24-25) stated that a moderate to high degree of environment
change in the new environment includes a history of problems with previous transfers
and concurrent, recent, or past interpersonal losses. These risk factors are further
intensified if the patient does not have the opportunity to transfer gradually
(McKinney & Melby, 2002: 152). Sudden removal of monitoring devices, such as
mechanical ventilation, may also provoke feelings of stress or anxiety (Roberts, 1986).
Patients may feel insecure and fearful about their ability to manage without the
supportive equipment and may feel anxious that a vital change in their condition will
go unnoticed. Indeed, such feelings may not have been resolved before the patient
transferred back to the ward (Cutler & Garner, 1995). Thus, these environmental
factors may lead to the development of transfer anxiety.

According to Leith’s (1998: 25) concept analysis of transfer anxiety about

antecedent, both physiological and situational causes can lead to the development of



Capt. Wattakorn Rak-issara Literature Review / 26

potential stressors. Antecedent of transfer anxiety are those events or incidents that
must occur before transfer from the ICU promotes transfer anxiety. Physiological
causes include change in physical health status, a perception of stress before transfer,
depression, or decreased self-esteem. Situational causes include moderate to high
levels of environment change in the new environment such as a history of problems
with previous transfers and concurrent, recent, or past interpersonal losses. Patients
having longer periods of stay in ICU or a greater physiological instability also have
higher stress after transfer (Dunbar, 1982). The most prominent antecedent of transfer
anxiety is the lack of preparatory information before transfer (Leith, 1998: 26). Leith
(1998: 25) cites a number of contributing factors to transfer anxiety, including: (1)
inadequate psychological preparation for transfer; (2) abrupt transfer or transfer during
change-of-shift rotations; (3) sudden reduction in monitoring at time of transfer; (4)
loss of security from lack of monitors; (5) unfamiliarity with the new environment; (6)
lack of predictability of the new environment; (7) lack of explanation of difference
between the ICU and the general hospital unit; and (8) sudden change in staff caring
for the patient. Potential reasons to transfer from the ICU can occur in isolation or in
combination. Nursing care providers must ensure that not only are personal and
environment factors assessed as contributing to relocation stress, but also that an

individual’s coping appraisal of the transfer process is also considered.

Patient Response to Transfer

Transfer from a critical care unit to a general ward creates different changes in
each individual patient. This transfer is deemed a sign of improvement because the
patient’s physical condition no longer warrants intensive monitoring and treatment
(McKinney & Melby 2002: 154). However, the literature suggested that there might
be a gap between the biological and psychological recovery of acutely ill patients
(Schactman, 1989).

Compton (1991) carried out a small-scale study investigating patients’
perceptions of their critical care experience. The findings revealed that patients did
not report movement in or out of ICU as being particularly significant to them.
Patients were simply unconcerned about transfer out of the ICU. Transfer anxiety did

not occur at all. Thus, these findings suggest that perhaps relocation is not as stressful
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as one would think. However, since only 10 respondents were interviewed, these
results cannot be generalized.

Other studies have produced quite different results. Smith (1976) looked at a
large number of patient transfers within a hospital, including, but not limited to,
transfers out of critical care unit. The findings revealed that, except for moves that
occurred at the patient’s request, most transfers were viewed as a negative experience
by patients, and almost 80 % of patients transferred out of the coronary care unit had
negative reactions to the move.

The transfer can create acute feelings of primary anxiety, fright, and expectant
anxiety (Robert, 1976: 241). The patients’ response to transfer according to their
reaction from transfer from ICU includes physiological and psychological responses
(Daffurn et al., 1994; Hall-Smith et al., 1997).

In one study, almost three-fourths of the patients had positive responses to
transfer, perceiving it as direct evidence of improved health. The remaining twenty-
five percent who apprised transfer negatively either missed the constant attention of
the coronary care unit or were concerned about not being monitored (Hackett et al.,
1968).

Some studies supported these findings. Marshall (1987) and Kolotylo et al.
(1991) revealed that families felt frightened on leaving the intensive care unit and
were fearful of the unknown, and thus viewed the transfer as a negative experience.
Both studies focused on families’ perceptions of in-hospital transfers from the
neonatal intensive care unit and, while they support the view that transfer can be a
stressful process, the findings may not necessarily correlated with those from adult
critical care units.

Odell (2000: 326) carried out a small-scale qualitative study to find out how
patients felt about being transferred from ICU to a general ward. Findings revealed a
mixture of contradictory emotions. Most of the patients expressed ambivalent feelings
toward their transfer out of ICU. The majority of patients interviewed initially
expressed feelings of indifference towards their transfer and some even expressed it in
quite positive terms, sensing it meant that they must have been getting better.
However, these same individuals also described feelings about their transfer using

negative expressions of emotion. Similar findings were reported in an exploratory
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study by Green (1996) and Hackett and colleagues (1968). An exploratory study by
Green (1996) explored patients” memory recall of their stay in ICU. Thirteen patients
(52%) expressed that they had been pleased about their return to the general ward.
However, 24% also commented on how difficult it was to adjust from a one-to-one
relationship in intensive care to the circumstances of a general ward. Hackett and
colleagues (1968) found that almost three-fourths of the patients had positive
responses to transfer, perceiving it as direct evidence of improved health. The
remaining twenty-five percent who appraised transfer negatively either missed the
constant attention of the coronary care unit or were concerned about not being
monitored.

There are several studies documenting patients’ health status following transfer
from ICU. The patients’ response to transfer according to their reaction from transfer
from ICU includes physiological and psychological responses. Exploratory studies by
Daffurn et al. (1994) and Hall-Smith et al. (1997) supported these findings. They
revealed that patients experience a variety of psychological and physical symptoms
following transfer. Daffurn et al. (1994) found that, while many patients were close to
returning to normal general health, they reported suffering mild to moderate physical
and psychological problems. Physical complaints included sleeping difficulties,
tiredness and breathlessness.  The predominant psychological complaints were
feelings of depression, irritability or loneliness. Furthermore, similar findings were
reported in a study by Hall-Smith et al. (1997). The findings suggested that
psychological experiences consisted of vivid dreams and flashbacks, while physical
symptoms included profound tiredness and weakness. Five respondents also
specifically identified relocation to the ward as being a particularly traumatic
experience.

Klein et al. (1968) and Minckly et al. (1979) have demonstrated stress when
transferring patients. They used physiological measurement to demonstrate a stress
response. Using urine catecholamine level as a measure of stress, Klein et al. (1968)
concluded that patients experience stress when transferred from coronary care units.
They studied both emotional and physiologic responses to transfer out of coronary
care units. Although the sample size was too small to allow for generalization, 70%
not only had negative emotional reactions, but also experienced increases in

catecholamine excretion and some cardiovascular complications. The patients in this
study experienced abrupt transfers, with little or no warning. The transfers were
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accompanied by sudden changes in activity level, medications, and staff attention.
Minckly et al. (1979) also developed a tool to assess physiological response to transfer
out of coronary care units. This entailed obtaining an average reading of vital signs,
including blood pressure and pulse, for the 8 hours prior to and after transfer periods.
The findings revealed that instability was most likely to occur in the first 2-hour period
following transfer. They found a high correlation between unexpected transfer and
need for reassurance by the patient. Women reported having more physical changes
due to transfer anxiety than men did. All of these studies appear to indicate that stress
occurs after transfer.

From this review, it is clear that transfer anxiety can be and often is a problem

for critical care patients. It has shown that the resulting stress may have both
physiological and psychological consequences. Critical care nurses can do much to
reduce transfer anxiety experienced by the patient.

In helping the open-heart surgical patients with transfer anxiety, it is important
that critical care nurses must recognize the potential for transfer anxiety in both
patients and families. Critical care nurses can minimize this anxiety by beginning
preparation for transfer early in the patient’s stay (Minckley et al., 1979: 6; Toth,
1980: 30). Preparation should encompass more than just information. The nurses can
provide information and a plan to promote continuity of care for patients and families,
and that may decrease psychological morbidity. These modalities can occur in the
transfer preparation program which making discharge planning part of the standard
procedure when patients are transferred from ICU, by developing structured teaching
plans for transfer of patients from the ICU, and by integrating ICU discharge planning
in critical pathways (Leith, 1998: 32).

Method of Helping in Open-heart Surgical Patients for Transfer Anxiety
Reduction

Since the treatment results from the various aspects of both the open-heart
surgical experience and the transfer experience from ICU may reduce patients’ ability
to function in ways that minimize the negative impact on their psychological and
physical well-being. Thus, nursing interventions discussed in the literature often are

based on the assumption that the patients’ emotional response is an important factor in
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coping with the separation, uncertainty and stress of transfer. The interventions that
reduce fear and anxiety are expected to present patients a positive perception of an
impending or recent transfer from one environment to another.

Patients’ positive perception of an impending or recent transfer from ICU to
general ward is necessary for the open-heart surgery patients in order to reduce
transfer anxiety. Besides this, the prevention for antecedents of transfer anxiety and
control potential reasons for transfer is important to limit transfer anxiety. Thus,
providing the patients with the information they need, preventing antecedents of
transfer anxiety and managing of potential reasons for transfer to improve their
perception, understanding, and practice to promote their coping and rehabilitation.
The literature, although sparse in this area, appears to support the view that good
preparation and early intervention would help ease the transition from critical care to
the next environment (Saarman, 1993).

Various types of interventions have been investigated and various methods
were used for presenting the interventions to patients in the study. These interventions
can be categorized into the following three groups: nursing interventions for transfer

anxiety, critical pathway, and discharge planning.

Nursing Interventions for Transfer Anxiety

These interventions were described as preparation that reduces situational
uncertainty and increases personal knowledge, thus reducing the probability the
patient will arrive at stress appraisal. Transfer anxiety was alleviate by specific
interventions such as the prevention of antecedents for transfer anxiety and potential
reasons controllable for transfer. These interventions are effective and aim to reduce
anxiety when patients are transferred from the ICU (Based on the review literatures
from 12 research studies from 1973 — 1995). Nursing care interventions for transfer
anxiety reduction which will be discussed as follows:

In preparation for transfer, critical care nurses should help patients interpret the
meaning of transfer as a sign of progress. Because the experience is a novelty to most
people, patients need assistance in interpreting events. The nurses should give patients
every opportunity to interpret the impending move as a positive step (Saarmann, 1993:

82). For example, each time a tube is removed, a treatment frequency is decreased, or
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pain is more easily controlled, the nurse can use the opportunity to interpret the event
as a positive sign, as a step closer to “graduation” from the critical care unit (Minckley
etal., 1979: 5).

Equipment and monitors, especially machines that represent safety to the
patient, should be removed before the time of transfer. Abrupt removal of the
equipment and monitors just as the transfer is beginning leaves the patient feeling
unprotected and fearful (Saarmann, 1993: 82). Hackett et al. (1968: 1366), in a study
of 45 such transferred patients from CCU to general ward, found several who were
frightened about the function of their hearts when they were no longer being
monitored. Eight patients in their study expressed sense of loss; four were frightened
by the disconnecting of their monitor. Thus, critical care nurses should wean patients
from the use of machines and equipment before transfer. Patients need to be
psychologically weaned from technology by receiving explanation and reassurance
that they can be safety cared for without machines (Urden et al., 1992 cited by
Saarmann, 1993: 82). Furthermore, these patients can be informed that they no longer
need close observation and the prospect and imminent transfer may be presented in a
positive manner (Minckley et al.,1979: 6).

Timing of transfer is also important to consider. It has been suggested that
transfers that occur late in the evening or at night are generally more anxiety-
provoking than daytime transfers (McKinney & Melby, 2002: 156). Daytime transfers
are better tolerated than nighttime transfers are. Transfer by day allows the patients to
be oriented to the new setting and to lay territorial claim to the space around them
(Minckley et al., 1979: 6). Transfer at nighttime makes it harder to cope with
unfamiliar surroundings and become acquainted with the new environment (Saarmann,
1993: 82). Nighttime transfer, which does not permit adequate patient orientation to
his environment, should be avoided (Robert, 1976: 248). Family members are more
likely to accompany or visit the patient during the day. When transfers occur at night,
the patient is left in an unfamiliar room in a darkened environment. In a transfer out of
ICU situation, controlling anxiety is important, not only the well-being of the patient,
but also from the perspective of the family member.

Family member’s anxiety can affect patient recovery (Mendonca & Warren,

1998: 60) through their inability to understand the significance of events. Schwartz
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and Brenner (1979 cited by Leith, 1998: 28) found that patients’ stress as related to
transfer was significantly reduced if the patients’ relatives were present and involved
in the transfer. Encouraging the family to be present and involvement in the transfer is
important to decrease patients’ stress as related to transfer. When transfer approaches,
the family should be notified and encouraged to accompany the patient to the new unit
and to stay with the patient while he or she settles in. Some family members need
guidance on how to behave in the presence of the patient and in knowing which
attitudes are helpful or harmful to the patient. When families were taught about
transfer and were with the patient during transfer, patients experienced less stress,
fewer complications, and shorter hospital stay than patients whose families were not
so involved (Schwartz and Brenner 1979 cited by Saarmann, 1993: 83).

The introduction of the receiving nurse for the patient in the general ward is
important to building or enhancing the trust in the nursing staff. One study found that
patients who were able to establish a relationship with the receiving nurse before
transfer had less stress and fewer cardiovascular complications during and after
transfer (Schwartz & Brenner 1979 cited by Saarmann, 1993: 83).

Providing information structured teaching by pamphlets and manuals of
transferring for patient and family is an important component of information for
patient and family to know about a new environment. Several studies report that
information booklets or pamphlets about transfer from the ICU to the general ward has
helped both patients and their family (Culter & Garner, 1995; Jone & O’Donnell,
1994; Maillet et al., 1993). The use of a written informational pamphlet is therefore
advocated as a more useful and practical alternative (McKinney and Melby, 2002:
155). Patient and family need to know what to expect on a general ward. Thus, the
purposes of the booklets or pamphlets are to educate and inform patients on what to
expect on a general ward and make the transfer out of ICU a less stressful event for
patients and their family. This type of information can help patients and families
adjust to the general floor.

Critical care nurses who visit patients after transfer build or enhance the
continuing of care between ICU and ward. Post-transfer visits by critical care nurse to
the receiving unit have been recommended as important to the patient’s well-being

(Saarmann, 1993: 84). One study found that patients who were regularly visited by
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the coronary care unit nurse after transfer had less anxiety than those who were not
visited (Klein et al., 1968 cited by Saarmann, 1993: 84).

However, the information and interventions model of transferred anxiety
reduction still has some limitations. This is because of the time constraint when
giving nursing care in each unit is different depending upon surgeons, rehabilitative
doctors, cardiac-surgeons, anesthesia nurses, staff nurses, the division of nursing care
between ICU and the general ward, and the uncertainty to the system of the patient.
These factors are potential problems for nursing care. Moreover, it can increase the
anxiety for the open-heart surgery patients. The researcher believes that this model is
not completely understood and needs the integration from all disciplines to make the
model effective, as well as to promote continuing care and quality care. Therefore, if
the nursing care model was developed by integrating the critical pathway and
discharge planning, it will be most effective for caring and rehabilitation, as well as
reducing transfer anxiety.

A method of coaching open-heart surgery patients for transfer anxiety
reduction is giving information and interventions though the use of the critical
pathway and discharge planning by individual and pamphlets/booklets for the patient
and family. Leith (1988: 32) suggested that reduction of transfer anxiety could be
facilitated by making discharge planning part of the standard procedure when patients
are transferred from the ICU, by developing structure teaching plans for transfer of
patients from the ICU, and by integrating ICU discharge planning in critical pathways

or managed protocols.

Critical Pathway

Critical pathway is the guideline practice for treatment and caring for patients.
It is called by many names, including clinical pathway or care map. Clinical pathway
refers to the standardized activities planning or treatment planning of each discipline
during the patient’s hospitalization. Whereas, care map is the clinical pathway, which
adds more intermediate goals and outcomes (Anuwat Supachatikul, B.E. 2543: 45-62).
In line with advances in cardiac surgery, critical pathways to map the expected
recovery route for the patient have been introduced. These maps are used extensively
as guides for treatment and care (Micik & Borbasi, 2002). It is not only health
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professionals who use the pathways; patients and their relatives also refer to them as
indicators of a 'normal’ post-operative route. Critical pathway is the appropriate time
in each step for treatment by doctors, nurses, and other related disciplines. It aims to
decrease the slow service and enhance the cost effectiveness and the quality of care
(Coffey et al 1996 cited by Penjan Sanprasan, B.E. 2544). The potential benefits are
many, including decreasing unnecessary variation, allowing focus on potential or
actual problems or variations, streamlining documentation, and decreasing charges and
length of stay (Brown et al., 1998: 31).

Utilizing the critical pathway is very important. It enhances the quality of life
and quality of care (Leith, 1988: 26). However, it should be agreed upon by the health
care teams in order to use it and follow the time frame and the clinical guideline which
are indicated there in. Therefore, if health care teams agree to use the critical pathway,
it will increase the standard of care and the direction of care or the goal of treatment
among the health care teams. Furthermore, it will decrease the feeling of uncertainty
of patients toward the treatment regimen since every staff on the teams has the same
goal and standard of care and provides the information that does not overlap or is
contrary to others. At present, the hospital accredititation institute indicates the critical
pathway as one criterion for the quality of care that every hospital needs to develop.

The limited research studies on nursing interventions for transfer anxiety
suggest that interventions that involve providing information through structured
discharge planning have the greatest potential to prevent transfer anxiety in both ICU
patients and their family members (Dunstan & Riddle, 1997: 297; Leith, 1998: 32,
McKinney and Melby, 2002: 156-157; Poe, 1982: 366).

Discharge Planning

American Nurses’ Association (1975 cited by Schlemmer, 1989: 88B) defined
discharge planning as: the part of the continuity of care process which is designed to
prepare the patient for the next phase of care and to assist in making any necessary
arrangements for the phase of care, whether it is self-care, care by family members, or

care by an organized healthcare provider.
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The purpose of discharge planning was identified as a process to provide
continuity of care for the patients (Alspach, 1985: 1; Supanee Onchuenjitr, B.E. 2537:
49; Well, 1983: 45). Hartigan and Brown (1985 cite by Schlemmer, 1989: 88B)
described continuity of care as a series of organized, connected patient care events or
activities that occur on a continuum even as the patient’s needs or desires vary, or even
when healthcare is given by numerous providers. To be effective, the discharge
planning process needs to be implemented systematically in order to integrate care
around the goal of coordinating patient needs with available resources (Romans, 1984:
23-25).

Discharge planning leads to the confidence that patients will receive continuing
care, being helped when needed, and also assist the family in dealing with the health
problem effectively. It is advantageous because it reduces costs of hospital stay and
permits more efficient bed utilization (Inui et al., 1981: 922). The process of
discharge planning consists of four phases: assessment, planning, implementation, and
evaluation. This process needs to begin upon admission and continues throughout the
patient’s hospital stay (Schlemmer, 1989: 88b). Discharge planning has the following
characteristics (Clemen Stone et. al., 1991 cited by Supanee Oncheunjit, B.E. 2537:
50-51): (1) the needs of the patient will serve as the basis to develop discharge
planning; (2) a multidisciplinary team; (3) consist of strategies and activities of
treatment and care; (4) utilize community resources effectively; (5) consider the
service unit being transferred to; and (6) a need evaluation and planning for discharge.

Ensuring continuity of care has also been advocated as helpful in reducing
relocation stress (Daffurn et al., 1994; Miracle, 1986; Schactman, 1987). Discharge
planning is a process in which care provider can reverse discontinuity of care and
improve their recovery. Reiley et al. (1996: 311) found that patients discharged from
ward need information to help themselves recover. Preparing recovery patient for the
eventual transfer to home should begin as early as possible during their
hospitalization. However, discharge planning should not be limited to transfer from
the hospital but should also include planning for a patient’s transfer from the ICU to
another unit within the hospital (Leith, 1998: 31-32). Therefore, the researcher
developed structured teaching plans for transfer of patients from the ICU, and

integrated ICU-discharge planning in critical pathway.



Capt. Wattakorn Rak-issara Literature Review / 36

Summary of Literature Review

In conclusion, open-heart surgical patients tend to face transfer anxiety
especially when leaved from the ICU. There are many causes influent to the patient’s
anxiety, such as (1) inadequate psychological preparation for transfer; (2) abrupt
transfer; (3) sudden reduction in monitoring at time of transfer; (4) loss of security
from lack of monitors; (6) lack of predictability of the care in new environment; (7)
lack of explanation of difference between the ICU and the general hospital unit; (8)
sudden change in staff caring for the patient; and (9) uncertainty in illness. Without
any specific assistance, their psychological health, quality of life and quality of care
are seriously affected. reparation for transfer out of ICU, of course, is one of the
psychological interventions to alleviate transfer anxiety and increase patients’ quality
of life and quality of care that critical care nurses who work closely with patients can
do freely. They can investigate and inform appropriately to reduce anxiety in these
anxious patients during ICU staying after open-heart surgery. While, theory or
concept, such as separate anxiety theory, uncertainty illness theory, stress and coping
theory, critical pathway, and discharge planning are useful to reduce transfer anxiety,
they had not been integrated and examined before with critical ill patients.
Furthermore, these theories and concepts had never been examined before with OHS
patients in Thailand. Thus, these components are applied to determine the effects of
the ICU Transfer Preparation Program for open-heart surgical patients as it pertains to
transfer anxiety in this study. It is hoped to enable patients to adjust themselves well
in daily life and prevent psychological illness that may otherwise occur. The results of
this study will contribute to improve the nursing care of open-heart surgery and other
critically ill patients that are often accompanied with transfer anxiety. It is the
expansion of the critical care nurses’ role to the area of psychological and
physiological health care promotion and prevention that are the major objectives of the
holistic care.
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CHAPTER 3
MATERIALS AND METHOD

This quasi-experimental study was conducted in order to determine the effects of
the ICU Transfer Preparation Program (ICU-TPP) for open-heart surgical patients as it

pertains to transfer anxiety.

Population and Sample

The population in this study consists of patients who were scheduled for open-
heart surgery in five settings of surgical ward in tertiary care hospitals located in
metropolitan Bangkok, from July 2001 to April 2002.

The sample size was based on the principle of Polit and Hungler (1983: 426-
427), which suggested that the sample size should consist of 20-30 cases. For
comparison, the number of samples in each group should be no less than 10 cases,
depending on the number of variables. In this study, the sample size is calculated
from the group number x variable x constant (10) = 2 x 1 x 10 = 20. At the
minimum, the sample size is 20. Therefore, the sample size for this study was 40
patients.

The inclusion criteria were open-heart surgical (OHS) patients who: (1) were
between 20-80 years of age; (2) undergo for the first time open-heart surgery; (3) were
able to communicate in Thai; (4) had no previous psychosis or neurosis; and (5)
agreed to participate in the study.

The exclusion criteria were OHS patients who: (1) had complications and had to
be in ICU more than 5 days; (2) had complications that effected decision-making; and
(3) had died.

The purposive sampling was used to select the sample. The researcher placed
the first 20 patients into a control group and placed the remaining 20 patients who

were selected by matching four criteria with the control group into an experimental
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group. The matching criteria were as follows: age range (20-40, 41-60, 61-80); gender
(male, female); functional class (Functional class 1/2, Functional class 3/4); and types
of operation (Coronary bypass, Valvular heart surgery, and Closure Atrial septum
defect (ASD) / Ventricular septum defect (VSD)).

Setting

This study was conducted at the intensive care unit (ICU) and five general wards
for surgical patients, in a tertiary care hospital located in metropolitan Bangkok,
Thailand that served for adult surgical patients. These patients were admitted to the
general ward and then they were moved to the ICU and stayed at least 3 to 5 days after
open-heart surgery. Later, they were transferred back to the ward. This setting is a
surgical ICU that consists of 10 beds. There are two beds for cardio-thoracic surgery
patient. The number of patients who were treated for open-heart surgery averaged 10
each month (Data from Pramongkutklao Hospital between January, 1999 through
December, 2000). The ICU staff nurse who was not the researcher provided
information of postoperative and transfer routines, at the ICU setting. In the ward after
transfer patients from the ICU, the ward nurse provided information of postoperative
routines to the patients on the transferring day. The transfer routines do not organize
by the critical pathway, it simply includes: the patients were told that stay in the ICU
about 3-5 days by their surgeons before surgery; the patients were immediately
transferred when ICU discharge order was prescribed by the surgeon; the patients were
transferred without any guideline or protocol for transfer but they were checked for
their vital sign before transfer; transferring out of the ICU depend on surgeon’s order;
the ICU staff nurse who care for them prepare paper work, patients’ chart, medication,
and film for transfer; during the transfer there was a non-professional health worker

such as a practical nurse or nurse-aid accompanying the patients.

Instruments

The instruments of this study composed of an intervention program or ICU-TPP

and instruments for data collection.
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An Intervention Program or ICU-TPP

An intervention program or ICU-TPP (Appendix A) was developed by the
researcher to educate and operate OHS patients on an individual basis through critical
pathway and discharge plan. A Critical pathway and discharge plan for OHS patients
was developed to be used as the intervention program by multidisciplinary team. The
team consists of 4 cardiothoracic surgeons, 5 ICU staff nurses, 3 ward nurses, and one
of cardiac-rehabilitees doctor (Appendix B). Related theories and research findings
were reviewed and integrated nursing intervention for transfer anxiety into the
discharge planning. This program aimed to decrease the transfer anxiety level in OHS
patients by promoting the readiness of transfer. The content of the program consists of
three sessions: postoperative day 0 (PO Dayp), postoperative day 1 (PO Day;), and
postoperative day 2 (PO Day,). The sessions of PO Day, consists of two phases:
transfer and visitation after transfer. These sessions fill in the critical pathway of the

part of ICU discharge planning.

The session of PO Dayy: the period that patients were admitted to the ICU after
surgery on surgery day. The content focuses on initially preparing the patient and
family for the postoperative consequence. The content includes: (1) the results of the
surgery and limitations after surgery; (2) a list of invasive devices and their effects; (3)
notification from admission to ICU to present stay in ICU as temporary; (4)
introducing the nurse who care for the patients; (5) orientation to ICU, unit routine,
staff in ICU; and (6) instruction pamphlet to family about patient’s operation and
transfer process. All of-these contents were provided for the patients after operation on
surgery day: patients were informed of 1 and 2 upon awaking from the affects of
anesthesia; patients were informed of 3 through 6 after gaining full consciousness.
Patients and families were informed of 1 through 6 about 15-20 minutes during the

session.

The session of PO Day;: the period that patients were prepared for transfer out
of the ICU. The content focuses on maintenance patient's ability to expect situation on
next, information to decrease patient’s experience of uncertainty of illness, and

building or enhancing the feeling of patient’s safety before transferring. The content
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and activities includes: (1) keeping patient up to date with clinical data after
extubation; (2) encouraging patient's verbalization and inquiries after extubation; (3)
encouraging breathing exercises with incentive spirometry (triflow); (4) presenting
transfer as a sign of progress; (5) informing patient and family about transfer plan on
the critical pathway; (6) explaining rationale, function and weaning of monitor and
equipment; (7) weaning patient from nurse-patient relationship before transfer; (8)
informing patient and family about activity, pain management, medication and diet,
lab tests/treatment; (9) encouraging patients’ self-esteem; and (10) providing an
instruction pamphlet to patient about the transfer from ICU to general ward. All of-
these contents were provided for the patients in post-operative day 1; patients were
informed of 1 through 3 after extubation; patient and family were informed of 4
through 10 about 30-45 minutes during the time of patient visitation in ICU.

The session of PO Day, was divided into two phases.

Phase one: Phase of transfer; the teaching focuses on building or enhancing
patient's ability to control physiological and situational causes of the antecedent for
transfer anxiety, building or enhancing the feeling of safety to the patient before
transfer, and building or enhancing the continuing care for the patients during transfer.
The content and activities includes: (1) weaning patient from use of monitors and
equipments before transfer; (2) disconnection cardiac monitor before transfer 60
minutes at lease. (3) comparing and contrasting ICU and general ward; (4) involving
patient's family with transfer; (5) building the patient’s chance to meet the ward nurse;
(6) transferring during day time and avoiding transfer during routine time or time of
nurse shift rotation; (7) having ICU nurse care for the patient during transfer; and (8)
introducing patient to the ward nurse. All of-these contents in this phase were provided
for the patients and family in post-operative day 2; patients were informed of 1 through
6 about 30 minutes in the morning of transfer day; the performance of 7 and 8 were
provided to patients and family during transfer from the ICU to general ward. The
transferring the patient out of the ICU was meet guideline criteria for ICU transfer in
the ICU-TPP.

This guideline criteria for ICU transfer have several contents include: awake; able

to communicate needs; intact cough & gag reflexes; extubated > 2hr; respiratory rate <
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25 /min; spo2 >92% on canula 5 L/m; blood pressure within pre-op range (<
20mmhg); heart rate 60-100 bpm; absence of symtomatic ventricular ectopy; if paced
via temporary wires, underlying intrinsic rate sustains adequate blood pressure; off IV
anti-dysrhythmics; off IV vasoactive drips > 2 hr; on IV anti-dysrhythmics/vasoactive
with VS stable>24 hr; pain scale < 4; and absence of postural hypotension with sitting.

The second phase: visitation phase after transfer. After being transferred from
ICU to general ward, the content of visitation phase focuses on continuing of care for
the patients. Contents and activities includes: (1) ICU nurse visiting the patient after
transfer; and (2) giving an instruction booklet to the patient about the recovery and
preparation for hospital discharge. Both of contents in this phase were provided for the
patients about 20 minutes within 8 hrs after transfer.

All of the content as mentioned above is designed and organized in three forms
of materials: Critical pathway that includes discharge planning (Appendix C);
instruction content guideline (Appendix D); and instruction pamphlet and booklet. The
Critical pathway was a care map of the treatment and a frame of the ICU-TPP that
provided the care in seven aspects as follow: assessment; diagnostic; intervention;
nutrition; medication; activity; and information. care for open-heart surgical patients in
seven aspects: assessment, diagnostics, intervention, nutrition, medication, activities,
and discharge planning and information to patients and families. It was developed by
multidisplinary team of patient care team of surgery department of Pramongkutkalo
Hospital. The instruction content guideline was used as a guideline of all aspects of
the patient information contents and intervention protocols that ensured the same
instruction protocol for all the subjects. The instruction pamphlets and booklet
containing the principles of booklet construction were written with sharply contrasting
color, large print, and color pictures. The pamphlets and booklet corresponded to the
written material for teaching, which was distributed to samples for review and practice
at general ward and home. Two pamphlets and one booklet used in this study are as
follows: (1) a pamphlet for the family about the patient's operation (Appendix E); (2) a
pamphlet for the patients about the transfer from the ICU to general ward (Appendix

F); and (3) a booklet for the patients about self-care for recovery and preparation for
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hospital discharge (Appendix G). Detail of how to use the program was stated in
handbook of the ICU-TPP using for program provider (Appendix H)

The content validity of the ICU-TPP was determined by five experts
(Appendix 1); three critical care staff nurses and two critical care nursing teachers.

The ICU-TPP was revised following the experts' suggestion.

Instruments for data collection included:

1. Demographic data questionnaire was developed by the researcher to obtain
the socio-demographic data regarding age, gender, material status, educational level,
occupation, functional class, type of operation, and experience in ICU (Appendix J).

2. The Pre-Post Transfer Anxiety Inventory (PP-TAI) that was developed by
the researcher used to determine the transfer anxiety level within 8 hours before and
after transfer from the ICU. This instrument has two forms, which are Pre Transfer
Anxiety Inventory (Pre-TAIl) and Post Transfer Anxiety Inventory (Post-TAI)
(Appendix K). Each questionnaire has 30 items. Both were designed to be self-
administering and may be given either individually or in a group. This inventory has
no time limits. The patients who have limitations should be interviewed by the
research assistant. The content validity of the PP-TAI was established by the same
five experts; three critical care staff nurses and two critical care nursing teachers. The
revision was made based on the suggestion.

The PP-TAI is a moment anxiety measure. It included subjective criteria
measured over two time-periods: the eight-hour period prior to transfer and the eight-
hour period immediately following transfer. This inventory based on concept analysis
of transfer anxiety of Leith (1998:25-26). It was developed for this study and used to
evaluate level of transfer anxiety and readiness before and after transfer from ICU.
Six categories in two topics were derived from critical attributes and consequences;
these are described in Leith's concept analysis of transfer anxiety (Leith, 1998:25-26).

The concept analysis of transfer anxiety was used to structure the PP-TAL.
Items of the PP-TAI are clustered into the following two topics: the critical attributes
(21 items) and the consequences of respiratory symptoms (9 items). Critical attributes

topic assess three categories: (1) negative perception of an impending or recent
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transfer from one environment to another (9 items); (2) psychological or physiological
signs or symptoms of anxiety (6 items); and (3) the occurrence of signs or symptoms
shortly before or after transfer (6 items). The consequences topic assesses three
categories: (1) uncertainty (4 items); (2) stress (2 items); and (3) anxiety (3 items).
These categories were used to structure the PP-TAI, which had two forms, Pre-TAI
and Post-TAlI. Constructing the questions and statements having the same meaning.
Each questionnaire was designed as a self-report measure; the items were
accompanied by a 4-point Likert scale. Each item was given a weighed score of 1 to 4
ranging from “not at all” to “very much.” The scoring of the negative items was
reversed and a raw score was obtained by the sum of the weighed scores of the
subjects in each item while the average rating score was obtained by rating the total
raw score divided by the number of items responded to. These scores vary from a
minimum of 30 to a maximum of 120. Thus, a high score indicated high transfer
anxiety level.

The major steps in the construction and test development process for the PP
TAI are summarized below:

The first step was an initial item pool (33 items) in each Anxiety questionnaire
that includes 4 Likert-type scale items.

The second step was to check validity by following these 3 steps: (1)
Validitation by the Experts: the constructed PP-TAI was validated by five experts with
an expertise in critical care. They suggested and commented in detail on the test
format and the clarity of item content. On the basis of their comments, any item with
redundant, vague, or ambiguous content was eliminated, and the format and
instructions were simplified. Five items were eliminated and two items were newly
created among 33 items of the both Questionnaires. However, there were 3 items
among 30 items suggested to be refined. Finally, thirty items judged to have potential
for measuring both TAI were retained for further evaluation. These instruments were
revised before pre-testing; (2) Validation by determination of interater agreement by
the same five experts. Validity was established by expert review and scored using
Waltz, Strickland and Lenz's (1991: 173) Content Validity Index (CVI). The five
experts were given the objectives and items and are asked to independently rate the
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relevance of each item to the objectives using a 4-point rating scale: not relevance,
somewhat relevant, quite relevant, and very relevant. The CVI is defined as the
proportion of items given a rating of quite/very relevant by the raters involved. Index
is obtained by calculating the percentage of items that experts rate as either a 3 or 4.
In this study, five experts were asked to judge the content validity of each item, and to
score the overall instrument for validity. The relevance of each of the 30 items on Pre-
TAI and Post-TAI to the particular objective is independently rated by experts using a
4-point scale, and an item on questionnaires had to have an agreement ratio of .90 and
.87 to be considered valid; and (3) Pre-testing of the revised Instruments: the revised
PP- TAI was pre-tested with a pilot study of six OHS patients. These questionnaires
were self-administered questionnaires used as samples to determine which patients
were at high risk for transfer anxiety before and after transfer. And then data were
analyzed for reliability. A pilot study of 6 OHS patients was conducted to examine the
reliability of the instrument. Pre-transfer reliability coefficient and post-transfer
reliability coefficient are .87 and .90, respectively.

Reliability of the Pre-TAI and the Post-TAI were tested among 40 patients who
were consistent with the inclusion criteria. Cronbach measured the reliability of the
scale alpha. Reliability coefficient, Cronbach’s alpha was .80 for Pre-TAI and .93 for
Post-TAL.

Data collection

Protection of Human Rights

The human rights of the samples were respected (Appendix L and M). This
study was conducted after the researcher had obtained permission to conduct this
research from the Human Subjects Committee of Pramongkutklao Hospital. To
protect the rights of the human subjects, the researcher contacted all potential subjects
to seek their participation. Then, the researcher introduced herself and explained the
purpose of the study, the data collection processes, expected outcomes, and their rights
in decision-making on cancellation or participating in this study, and that the samples
could cancel their participation at anytime without affecting the nursing and medical
care received during perioperative period. A signed agreement was considered as the
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samples' consent to participate in this study. Each subject in the control group and
experimental group completed consent forms before data collection and program were
implemented. The samples who agreed to participate were assured that the data would

be kept confidential and reported as group data.

Preparation for Research Assistants

There were 4 research assistants in this study. They were divided into two
groups. Group one had a research assistant who worked as data collector, a registered
nurse in surgical nursing who did not work in this setting was prepared to understand
the Demographic data Questionnaire and PP-TAI (Pre-TAl and Post-TAI) by
receiving an explanation of the detail of each item from the researcher. Another group
contained three research assistants who provided the ICU-TPP to the patients. In
addition, the researcher was one of the program providers. Thus, there were four
program providers in this group. Three research assistants who provided the program
were selected with this criterion: a registered nurse working in this setting, having at
least 5 years experience in the SICU, completed Cardio-thoracic nursing specialty
program or Critical care nursing specialty program, having been trained by the
researcher to use the ICU-TPP and verified by the researcher. Three research
assistants for the intervention program were prepared to understand the ICU-TPP by
receiving an explanation of the details of each phase. They were explained to
understand total care for the patient follow pathway in the ICU-TPP. Finally, all were
verified by the researcher and assured that they were able to use the ICU-TPP exactly
the same as the researcher. A printed checklist was used with spaces to check each
item when research assistants taught, and a space to be checked when each sample
demonstrated an understanding of the item taught by repeating the information to this
researcher at the end of each teaching phase (Appendix N). Research assistants were
prepared for 2 months (October 2001 and November 2001).

Procedure of data collection
Following the Faculty of Graduate Studies and the Institutional Review Board
approval, data was collected by the following procedure (Figure 1):
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1. The researcher contacted the Director of Pramongkutklao Hospital, the
Chairman of Surgical Department, head nurses of general wards, and the head nurse of
Surgical Intensive Care Unit by using a formal letter from Faculty of Graduate Studies
to explain the objectives and procedures of the study, and asked for their cooperation.

2. The researcher prepared the Data collector (a registered nurse in surgical
nursing who did not work in this setting) for collect Demographic data and transfer
anxiety by Demographic data questionnaire and PP-TAI. (Pre-TAl and Post-TAI). To
decrease bias of data, the data collector was a research assistant collecting data who
approached all subjects.

3. The prospective samples who met the inclusion criteria were screened from
open-heart surgical records and were approached by the researcher. The researcher
introduced herself, explained the objectives, methodology, the benefits of this study
and their rights in making their decision to cancel or participate in the study, and that
they would be able to withdraw from the study any time if they needed. Each sample
of the control group and the experimental group completed the consent forms before
program implementation and data collection.

4. After the samples completed consent forms for the study, the control group
was selected first for data collection.

5. The research assistants who provided the intervention program were trained
by the researcher for providing the ICU-TPP. The research assistants had duty to
provide the intervention program in every session. Patients in the experimental group
were provided the program from only researcher and the research assistants on every
day in the program. The assistant was trained for 2 months before acting as the
researcher to provide the program.

6. Data collection and program implementation for the experimental group
was conducted later, after the research assistant was trained by the researcher. The
researcher or assistant have to provided the program by the using of instruction

content guideline.
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Control group

Experimental group

(Based on the usual care, with unstructured
information plan, by individual nursing personnel)

> Post-op day0 (Surgery day)
Beginning awake from anesth.
= Patients who scheduled OHS and admitted
to ICU received the unstructured information
of ICU postoperative routines care such as
operation have finished and do not self
remove invasive devices.

After gaining full consciousness

=These patients continue received the
unstructured information of ICU postoperative
routines care include: invasive devices; and
instruction pamphlet to family about
introducing the 1CU during family visit the
patient in ICU.

(Based on the ICU-TPP (follow critical pathway and
discharge planning), with instruction content guideline
by researcher or assistant )

» Post-op day0 (Surgery day)
Beginning awake from anesth. (2 contents /5-10 min.)

= Patients who scheduled OHS and admitted to ICU
received the information and activities: (1) results of
the surgery and limitations after surgery; and (2) list
of invasive devices and their effects.

After gaining full consciousness (4 contents/10-15 min.)

= These patients continue received: introducing the
provider; (3) introducing the nurse who care the
patients; (4) orientation to ICU, unit routine, staff
in ICU; (5) notification from admission to ICU to
present stay in ICU as temporary; and (6)instruction
pamphlet to family about patient’s operation and
Eréllr}sfer process during family visit the patient in

> Post-op dayl
After extubation

= The patients received the unstructured
information and activities of ICU )
post-op routines care such as information
of extubation and information to breathing
exercise. (notification of ICU length of
stay about 3-5 day by doctor before surgery)

During visitation time in ICU

= The patients received the unstructured
information and activities of ICU
post-op routines care such as information of
activity and pain control, patients’ clinical
data, answer to the family’s question,
and explaining rationale, function and
weaning of monitor and equipment when the
patients ask;

> Post-op dayl
After extubation (3 contents / 10-15 min.)
= The patients received the information and activities
include: (1) keeping patient up to date with clinical
data; (2) encouraging patient's verbalization and
in_cf1|uiries; (3) encourage breathing exercises with
triflow.

During visitation time in ICU (7 contents / 20-30 min.)

= The patients& their families received the information
and activities include: $4) Presenting transfer as a
sign of progress; (5) informing patient and family
about transfer plan on the critical pathway;
(6) explaining rationale, function and weaning of
monitor and equipment; (7) weaning patient from
nurse-patient relationship before transfer;
(8) informing patient and family of events on next
step about activity, pain management, medication and
diet, lab tests/treatment; (9) encouraging patients’ self-
esteem; (10) providing an instruction pamphlet to
patient about the transfer from ICU to general ward.

> Post-op day2
In the morning of transfer day

= The subjects received the unstructured
information and activities of moving out of
ICU in routine care includes: weaning patient
from use of monitors and equipments before
transfer; disconnection cardiac monitor on
transfer time; notification about transfer to
patient and family and transferring the patient
all time when receive order for discharge to
ward from doctor.

= The patients were measured for transfer
anxiety level by using the Pre-transfer
anxiety inventor (Pre—TAI? within 8 hrs
prior to transfer by Data collector.

> Post-op day2
Phase of transfer
In the morning of transfer day (6 contents / 20-30 min.)

= The patients received information and activities
includes: (1) Weaning patient from use of
monitors and equipments before transfer;
gZ) disconnection cardiac monitor before transfer

0 minutes at lease. (3) comparing and contrasting

ICU and general ward; (4)involving patient's
family with transfer; (5)building the patient’s
chance to meet the ward nurse; (6) transferring
during day time and avoiding transfer during
routine time or time of nurse shift rotation.

= The Patients were measured for transfer anxiety
level by using the Pre-transfer anxiety inventory
(Post-TAI) within 8 hrs prior to transfer by Data
collector.
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Figure 1 (continue) Procedure of Data Collection

During transfer from the ICU to general ward.

Control group Experimental group
(Based on the usual care, with unstructured (Based on the ICU-TPP (follow critical care and discharge
information plan, by individual nursing personnel) planning), with instruction content guideline by

researcher or assistant )
During transfer from the ICU to general ward.

At ward after discharge from ICU

(2 contents / 10-20 min.)

= The subjects received the care during = The subjects received information and activities
transfer by practical nurse (PN) or nurse. includes: (7) having ICU nurse care for the patient
during transfer and (8) introducing patient

to receiving nurse.

Within 8 hrs after transfer.

Visitation phase (At ward after discharge from ICU)

= The subjects received information and RE ' 20-30 min)

activities in ward routine and researcher Within 8 hrs after transfer.

V|5|ted|the SLf[bJECtS' which was asked only = The subjects received information and activities

genggyay questiens., includes: (1) ICU nurse (researcher) visiting the
subjects after transfer; (2) giving an instruction
booklet to the patient about the recovery and

= The patients were measured for transfer preparation for hospital discharge.
anxiety level by using the Post-transfer ) )
anxiety questionnaire (Post-TAI) within 8 = The Fatlent_s were measured for transfer anxiety
hrs prior to transfer by Data collector. level by using the Post-transfer anxiety

questionnaire (Post-TAI) within 8 hrs after
transfer by Data collector.

(Time between pre-post transfer measure
about 4 hrs. at lease)

The first twenty samples who met the criteria were assigned as a control group
to receive usual care. Then, another twenty samples were selected by matching four
criteria (age, gender, functional class, and types of operation) with the control group
and were assigned as an experimental group to complete the ICU-Transfer
Preparation Program.

Control group

After the samples completed consent forms with the researcher, they were
interviewed by the Data collector (research assistant who collect data only) and
demographic data was gathered with the Demographic Data Questionnaire. The
teaching content for the group included topics concerning current care. The samples
in the control group received usual care from the nursing personnel (without the
researcher) until PO day2, and then anxiety levels were measured with the Pre-TAI by

the Data collector in the eight-hour period prior to transfer. Afterwards, these samples
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were transferred from the ICU to general ward and they were visit by researcher who
asked only general questions. The samples completed Post-TAI on PO day2 after
visiting, and completed Post-TAI in the eight-hour period following transfer. Time
between collecting data of Pre-TAI and Post-TAI had to differ at least four hours.

The data was collected from July to September 2001, until completion, to
prevent contamination of the nursing care between the two groups, and to prevent
feelings of unequal or unfair comparison being induced. Then, program

implementation was conducted.

Experimental group

After the samples completed consent forms with the researcher, the samples
were interviewed by the Data collector gathering demographic data in the same
manner as with the control group. The ICU-TPP was implemented when the samples
were admitted to the ICU. All contents in the program were provided based on
instruction contents guideline.  This program was initiated when the samples
awakened from anesthesia and continued until PO day2. Before transfer time, the
Data collector used the Pre-TAl to evaluate the anxiety level in the eight-hour period
prior to transfer. The ICU-TPP was provided continuing through the critical pathway
until the visiting phase was finished. Duration of each visit was based on the potential
discharge need, which ranged from 20 to 30 minutes. After that, the anxiety level was
evaluated with the Post-TAI by the Data collector. This evaluation was completed
within 8 hours following transfer. Time between the measurement by Pre-TAI and
Post-TAI differed at least 4 hours.

The samples in the experimental group were selected by the match-paired
technique considering their gender, age, functional class, and type of operation, along
with this data in the control group. Data collection in this group was conducted from
December 2001 to May 2002.
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Data Analysis
All data was analyzed using SPSS/FW (Statistical Package for Social
Science/For Window) Version 9:

1. Descriptive statistics were used to describe demographic data such as age,
marital status, educational level, occupation, experience in admit to ICU, financial
problems in receiving treatment. Frequency, percentages and means were used to
analyze the demographic data.

2. Independent t-test, Chi-square test, and Fisher’s Exact test were used for
comparison of demographic data between the experimental and control groups.

3. Independent t-test was used for comparison of the mean anxiety scores
before discharge from ICU between control and experimental groups.

4. Independent t-test was used for comparison of the mean anxiety scores
after discharge from ICU between control and experimental groups.

5. Dependent t-test was used for comparison of the mean anxiety score of the
open-heart surgical patient between prior to and after discharge from ICU in the

experimental group.
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CHAPTER 4

RESULTS

This research was conducted to determine the effects of the ICU Transfer-
Preparation Program (ICU TPP) on transfer anxiety for open-heart surgery patients. In
this chapter the results of data analysis will be presented. The sample characteristics

will be presented first, followed by the results of hypotheses testing.

Characteristics of the sample

Thirty-one eligible samples participated in the control group at the beginning
of the program; however after matching four variables (age, gender, functional class,
and type of operation), eleven samples from the control group were dropped out. Eight
of them were not matched with the samples in the experimental group, and three
subjects had complications and had to be in the ICU more than 5 days. Only one
subject from the experimental group was excluded because of neurodeficit
complications that effected decision-making. The main reason for patients dropping
out was non-matching. A total of 40 samples remained throughout for data analysis.

There were 20 samples for each experimental and control group.

Demographic Data

All samples were Thai and going through their first open-heart operation. The
characteristics that influenced to anxiety were controlled to similar in both groups by
matching technique. These characteristics include: age, gender, functional class (Fc),

and types of operation. They were presented in Table 1 and Table 2.
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Table 1. Frequency, mean, and standard deviation of the age (years)

characteristics of the sample.

Control group Experimental group
Age
n Mean SD n Mean SD
20-40 4 36.00 1.41 5 30.80 8.90
41-60 7 51.86 8.75 J 52.29 8.64
61-80 g 63.89 3.55 8 65.63 4.03
20-80 20 54.10 12.08 20 52.25 15.58

Table2. Number and percentage of sample groups classified by gender,

functional class, and type of surgery

Control group Experimental group
Variables
number % number %

Gender

Male 13 65 13 65

Female 7 35 7 35
Functional class

Fc I-11 15 75 15 75

Fc II-IV 5 25 5 25
Type of surgery

Coronary 10 50 10 50

Valvular 6 30 6 30

Clousure ASD/VSD 4 20 4 20
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Age, gender, functional class, and type of surgery were exactly the same for
the two groups by matching technique. These characteristics are presented in Table 1
and Table 2. The mean ages for the control group and experimental group were 54.10
years and 52.25 years, respectively. The majority of samples in both groups were in an
older group (61-80 years), 9 samples of the control group and 8 samples of the
experimental group. Majority samples were male, constituting 65% in both groups.
Most samples were Fc I-1I, 75% of each group. For the type of surgery, half of the
samples in control and experimental group had coronary surgery. There were equal
subtypes in both groups because of the effectiveness of matching between groups. The
other characteristics for the total sample and for each group were presented in Table 3

and Table 4.

Table 3. Comparison of education (years) characteristics of the sample by
Independent t-test (n=20)

Group Range Mean SD t
Control 3-16 9.00 4.94 .68™
Experimental 4-16 8.00 4.40

ns = non significant (p>.05)

The mean score of years in education for the control group and experimental
group were 9.00 years and 8.00 years, respectively. The standard deviation of years in

education for the control group and experimental group were 4.94 and 4.40, respectively.
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Table 4. Comparison of the characteristics of the sample by Chi-square and

Fisher exact test.

Variables Control group Experimental group p
n=20 n=20
Religion'
Buddhism 19 19 1.00™
Islam 1 1

Marital status’

Single 1 2 55
Couple 16 17
Widowed/divorced 3 1

Occupation’
Government officer 3 2 97"
Agriculturist 1 2
Employee 7 6
Business owner 1 1
House worker 3 5
Retired 5 4

Financial problem during

course of care
Yes 7 2 25™
No 13 18

Experience in being

admitted to ICU"
Yes 7 5 51
No 13 15

®p>.05 1=Fisher’s exact test 2 = Chi-square test

For religion, the sample consisted of 38 Buddhists and 2 Islams; there was a
majority of 19 Buddhists samples and one Islam samples in each group. The majority
of the samples were married, 19 samples of the control group and 18 samples of the
experimental group; 16 samples of the control group and 17 samples of the

experimental group lived with their spouse. As for occupation, seven samples in the
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control group and 6 samples of the experimental group worked as employees and the
rest were retirees, house workers, agriculturists, government officers, and business
owners. Most samples in both groups reimbursed their financial course of care from
health insurance/social insurance, and the Thai Government. Accordingly, most of
them had no financial problems in the course of care; thirteen samples of the control
group and 18 samples of the experimental group. As for experience in being admitted
to ICU, about 13 samples in the control group and 15 samples in the experimental
group had no experience in being admitted to ICU. The years in education was
analyzed by Independent t-test as shown in Table 3. The result showed no statistically
significant difference. As indicated in Table 4, religion, financial problem during
course of care, and experience in being admitted to ICU were analyzed by Chi-square
test. Marital status and occupation were analyzed by Fisher’s Exact test. All of them
were no statistically significant differences between the control and experimental

group in these parameters.

In summary, the characteristics of the experimental group and the control
group were very similar. The variables which affect the transfer anxiety of the patients
are age, gender, functional class, and type of surgery, all of which were controlled by
matching technique. Besides that, the relevant variables which may affect the transfer
anxiety of the patients are years in education, religion, marital status, occupation,
financial problems during course of care, and experience in being admitted to ICU,

were not significantly different between the two groups.
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Transfer anxiety scores and related data of Transfer anxiety scores

The transfer anxiety scores and related data of transfer anxiety scores are

presented in Table 5 and Table 6.

Table 5. The Transfer anxiety scores of the patients before and after discharged

from the ICU in control and experimental groups.

Before After
Group ;-
Range  Mean SD Range Mean SD
Control 20 34-71 49.58 10.28 38-78 52.20 11.35

Experimental 20 33-56 4285 6.16  34-56 4125 5.43

The range, mean, and standard deviation of transfer anxiety scores were
presented Table 5. The actual range of transfer anxiety scores before and after transfer
from the ICU for the control group were 34-71 and 38-78, while those of the
experimental group were 33-59 and 34-56, respectively. The mean transfer anxiety
scores before and after transfers of the control group were 49.58 and 52.20. The mean

transfer anxiety scores before and after transfers of the experimental group were 42.85

and 41.25.
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Table 6. Frequency and percentage of the transfer anxiety scores change of

patients in control and experimental groups after receiving nursing care

(n=20)
Decreased Increased
Group
n % n %
Control 10 50 10 50
Experimental 16 80 4 20

As indicated in Table 6, the transfer-anxiety score of the patients change to
decreased and increased in both groups after receiving nursing care. The transfer-
anxiety scores were 50% decreased and 50% increased in control group after receiving
usual nursing care, whereas 80% decreased and 20% increased in experimental group

after receiving the ICU-TPP.

Table 7. Time between Transfer anxiety of the patients before and after

discharged from the ICU in control and experimental groups.

Group Range Mean SD

n
Control 20 4-12 7.95 2.09
Experimental 20 4-9 5.40 1.27

The range, mean, and standard deviation of time between Transfer anxiety of
the patients before and after discharged from the ICU in control and experimental
groups were presented Table 7. The actual range of time between Transfer anxiety of
the patients before and after discharged from the ICU in control and experimental
groups were 4-12 and 4-9, respectively. The mean of the time between Transfer
anxiety of the patients before and after discharged in control and experimental groups
were 7.95 and 5.40. The standard deviation of time between Transfer anxiety of them
before and after discharged from the ICU in control and experimental groups were

2.09 and 1.27, respectively.
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Hypothesis Testing

Hypothesis 1. The first hypothesis stated that before discharge from ICU, the
patients in the experimental group who participate in the ICU-TPP would be lower
mean transfer anxiety scores than those in the control group who do not participate in

the program.

Table 8. Comparison of the mean scores of the transfer anxiety before discharge

from ICU between control and experimental groups by Independent t-test.

(n=20)
Group Range Mean SD t
Control 34-71 49.58 10.28 2.42%
Experimental 33-59 42.85 6.16

*p< 05

The actual range of transfer anxiety scores before transfer out of ICU for the
control group were 34-71; while for the experimental group they were 33-59,
respectively. The mean scores of transfer anxiety before discharge from the ICU of the
control group and experimental group were 49.58 and 42.85. The standard deviation of
transfer anxiety before discharge from the ICU of the control group and experimental
group were 10.28 and 6.16, respectively. Normal distribution was found when tested
by Kolmogorov Smirnov Test of Normality (p > .05). Independent t-test as showed in
Table 8 showed that the mean score of transfer anxiety scores for the experimental
group was significantly lower than that of the control group before discharge from the

ICU. Therefore, the hypothesis 1 was supported.
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Hypothesis 2. The second hypothesis stated that after discharge from ICU, the
patients in the experimental group who participate in the ICU-TPP would be lower
mean transfer anxiety scores than those in the control group who do not participate in

the program.

Table 9. Comparison of the mean scores of the transfer anxiety after discharge
from ICU between control and experimental groups by Wilcoxon
Signed Rank test (n=20).

Group Range Mean SD T
Control 38-78 52.20 11.35 18.00*
Experimental 34-56 41.25 5.43

*p<.05

The actual range of transfer anxiety scores after discharge from the ICU for the
control group were 38-78; while for the experimental group they were 34-56,
respectively. The mean scores of transfer anxiety before discharge from the ICU of the
control group and experimental group were 52.20 and 41.25. The standard deviation of
transfer anxiety before discharge from the ICU of the control group and experimental
group were 11.13 and 5.43, respectively. Kolmogorov Smirnov Test of normality
(p < .05) was used to examine the baseline characteristics of transfer anxiety scores
after discharge from ICU of the samples in both groups, and they showed non-
normally distributed data. Therefore, Wilcoxon Signed Rank test as shown in Table 9
was used to test the mean transfer anxiety scores after discharge from ICU between
two groups. The result reveals that the mean transfer anxiety scores after discharge
from ICU for the experimental group was significantly lower than those of the control

group (p<.05). In conclusion, the hypothesis 2 was supported.
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Hypothesis 3. The third hypothesis stated that in experimental group, mean
transfer anxiety score of the open-heart surgical patient after discharge from ICU is

lower than the mean score before discharge from ICU.

Table 10. Comparison of the mean scores of the transfer anxiety between before
and after discharge from the ICU in experimental group by
Dependent t-test (n=20)

Experimental Group Range Mean SD t
Before discharge from ICU 33-59 42.85 6.16 1.75"
After discharge from ICU 34-56 41.25 5.43

®p>.05

In the experimental group, the actual range of transfer anxiety scores before
discharge from ICU were 33-59; while the transfer anxiety scores after discharge from
ICU were 34-56, respectively. The mean scores of transfer anxiety scores before and
after discharge from the ICU of the experimental group were 42.85 and 41.25,
respectively. The standard deviation of transfer anxiety scores before and after
discharge from the ICU of the experimental group were 6.16 and 5.43, respectively.
Normal distribution was found when tested by Kolmogorov Smirnov Test of
Normality (p > .05). Dependent t-test as shown in Table 10 was used to test the mean
transfer anxiety scores between before and after discharge from ICU in experimental
group. The result revealed that the mean transfer anxiety scores after discharge from
ICU were not significantly lower than those before discharge from ICU in the

experimental group. In conclusion, the hypothesis 3 was not supported.
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The Addition Finding

In the addition finding, samples in both groups had variety day of transfer and
removable invasive equipments. These days are not purposed in this study.

As show in Table 10, majority of samples in the experimental group had the day
of transfer as PO day2, the day of extubation as PO dayl, and the day of discharge
chest drain as PO day2. Seventy-five percent for the experimental group had the day of
transfer as PO day2, while the control group had only 40%. Ninety-five percent for the
experimental group had the day of extubation as PO day1, while the control group had
only 5%. Moreover, 80 % for the experimental group had the day of discharge chest
drain as PO day?2, while the control group had only 20%.

Table 11. Frequency and percentage of the Transfer day, the day of extubation,
and the day of discharge Chest drain in both groups.

Control group Experimental group
Day n % n %
Day of transfer 8 40 15 75
(PO day2)
Day of transfer 12 60 5 25
(PO day 3-5)
Day of extubation 13 65 19 95
(PO dayl)
Day of extubation 7 35 1 5
(PO day 2-5)
Day of discharge chest 6 30 16 80
drain
(PO day?2)
Day of discharge chest 14 70 4 20
drain
(PO day 3-5)

n = 20 for each group
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CHAPTER 5
DISCUSSION

The objective of this study was to test effects of the ICU transfer preparation
program (ICU-TPP) on reducing transfer anxiety in open-heart surgery patients. The
results of the study showed the favorable effects of ICU-TPP on patients’ transfer
anxiety. This chapter will present the details of the discussion related to characteristics

of the sample and the effects of the ICU-TPP.

Characteristics of the Sample

This present study found that the majority of samples in both groups were
male. This is similar to reports in other studies (Bergmann et al., 2000; Cupples, 1990;
Pennock et all., 1994; Pignay-Demaria, 2003). The evidence leads us to believe that a
high proportion of males had heart diseases. Statistics Department of Pramongkutklao
(2003) reported that males have 4 times more of open-heart surgery (OHS) than
females. The mean age was 51.80 years in the control group and 52.20 years in the
experimental group. The largest group of samples in this study was in an older group
(61-80 years). This result is similar to reports in some studies (Kalmar & Irrgang,
2000; Parry, 1994; Thulin & Sjogren, 1998), which reported that the OHS patients
were in elderly groups. Their reports stated that the proportion of older patients in
cardiac surgery who were transfer from ICU is continuously increasing because of

demographic changes and new developments in heart surgical technology.

Effects of the ICU transferred preparation program

The evidence from this study has shown that the patients’ anxiety before and after
discharge from ICU to general ward significantly decreased after implementation of
the ICU-TPP, and there was directional (but not significant) support that the patients’
anxiety after discharge from ICU lower than before discharge in experimental group.
These findings are consistent with study result of Poe (1982) found that subjects who

received structured teaching program for transfer from ICU reported statistically
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significant decrease in stress level as less anxious as measured by psychological
parameter of perceived stress, than subjects who did not received the program.
Similarly finding, De-Wit et al. (1996) reported that subjects undergoing heart surgery
who received extensive preparation for cardiac surgery had a positive effect on
physical well being and anxiety, and Toth (1980: 32), who found that subjects who
received structured preparation program for transfer from coronary care unit (CCU)
reported less anxious as measured by heart rate and blood pressure the day of transfer,
than subjects who did not received structured preparation program. The finding of the
directional (but not significant) support that the patients’ anxiety after discharge from
ICU lower than before discharge in experimental group is confirms earlier findings by
MaKellaig (1987) and Anderson (1982), that patients who are specifically prepared
before transfer respond better following transfer. These findings can be explained as

follow:

On the transferring day, the patients were discharged from the ICU to general
ward, the patients had to confront with many stressful experiences or antecedent of
transfer anxiety such as, little or no preparation for transfer, disruption interpersonal
relationship, lack of monitoring devices, change in care routine, lack of monitoring
devices, and lack of predictability of the new environment. These experiences may
increase patients’ anxiety. Some studies (McKinney and Deeny, 2002; Odell, 2000)
have shown that patients who transfer from the ICU are perceived in a mixture of
positive and negative feelings. All of patient was admitted to ICU and required
specialty intensive care for life saving. Some patients think the ICU as a place of
safety that brings a sense of security (Compton 1991; Robert, 1976). They considered
their discharge from ICU as stimuli which confronted with the stressful experiences of
transfer. It was perceived as threatening for them. In contrast, many patients think
discharge from the ICU as a positive step in terms of physical well being. This
confirms earlier findings by Green (1996) and Leith (1999) for many individuals
perceived that transfer from the ICU as a positive step and a welcome sign towards
recovery. Patients’ anxiety became less and their physical ability improved after
discharge from the ICU. These patients stated that they felt better and trusted their

physicians and nurses who cared for them. However, there were some patients develop
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negative perception if inadequate preparation for discharge from ICU. Many patients
may have psychological and physiological problems after ICU, which can affect their
recovery and physical ability. Several studies (Casem & Hackett, 1973; Culter &
Gardner, 1995; Daffurn et al., 1994; Hall-Smith et al., 1997; Klein et al., 1968;
Minckley et al., 1979; Owen et al., 1992; Saarman, 1993) have shown that patients
transferring from ICU to general ward reported a variety of suffering physical (e.g.,
sleeping difficulties, tiredness, and breathlessness) and psychological problem (e.g.,
stress, anxiety, depression, irritability or loneliness). Patients might be in a state of
disequilibrium caused by transfer anxiety.

Moreover transfer anxiety appears to be related to uncertainty caused by
transferring from familiar environment and personnel, in the ICU which leads to onset
of stress and a potential decrease in coping abilities. Those stressful experiences
consist of personal and environmental factors which can lead to potential stress, such
as little or no preparation for transfer, lack of opportunity for closure with the ICU
staff, sudden reduction in monitors at the time of transfer, lack of explanation of
differences between the ICU and general ward, and sudden change care-providers.
These factors can occur in isolation or in combination and lead to the patients’
experiencing an uncertainty of the change in environment, change in routine, and/or
lack of monitoring devices. Based on Lazarus’s Model (1984), the patients perceived
the uncertain event as stressful. The patients’ anxiety does occur. They begin thinking
about and focusing on how to alleviate their stress by emotionally-focused coping and
problem-focused coping. After that, they place the demands on themselves based on
their responses to their attempts to cope with these stresses on uncertainty. This
involves a continuous process of appraisal and coping with stress. In this process, the
patients must continually seek new ways of coping and re-appraisal until they find
effective ways of coping that reduce their anxiety levels. In the transfer process, the
appraisal and coping is a dynamic process while the continuity and consistencies of
care were broken by the transfer from ICU. These are negative effect for the patients
who were discharge from ICU. Thus, the patients’ anxiety and the affects of such still
remain if the transfer process cannot be redesigned in order to reduce the patients

stress.
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This research was aimed to decrease the transfer anxiety in OHS patients by
promoting the readiness of transfer. This promoting were designed in order to reduce
the anxiety by limitation of antecedent for transfer anxiety, helping the patients to
construct a cognitive meaning for illness-related transfer events, and enhancement of
patients’ ability to appraise the transfer situation sufficient to overcome the threat.
According to the stress and coping of Lazarus Model (Lazarus & Cohen, 1977;
Lazarus & Folkman, 1984), the goals are to improved potential stressors and patients’
coping mechanism. Altering personal and environment factors can enhances the ability
of the person’s coping mechanisms to respond positively, and the result is benign
positive. Opened-heart surgery patients who have critical state and discharge from
ICU required considerable readiness of transfer both physical and psychological
aspects. Several demands include helping the patients to perform physical ambulation,
control the antecedent for transfer anxiety (potential reasons or stressful experiences
for transfer), decrease the experience of uncertainty of illness, build or enhance the
feeling of patient’s safety before transferring, and continuity care for the patients

during and after transfer.

The ICU-TPP was developed based on literature review about nursing
interventions for transfer anxiety and adds up with the continuity of care (critical
pathway and discharge planning) and primarily aimed to decrease the transfer anxiety
in OHS patients who discharge from ICU. It was developed to promote positive
responses and to convert negative perception of the patients for transfer out of ICU.
The content of the ICU-TPP consisted of information and interventions in three
sessions (PO Dayy, PO Day,, and PO Day;,) through the use of the critical pathway and
discharge planning following instruction content guideline by means of pamphlets and
booklet. The patients and family members received information and interventions
continuously following sequences in critical pathway. The patients and family
members were prepared the readiness of transfer by information and intervention
given to build or enhance the trust for the nursing staff, the ability to control self and
environment, the ability to expect the next situation, the difference of care between the
ICU and ward, and the feeling of safety for the patient in transfer process. Providing

information pamphlets and booklets was one component in the pathway. From
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previous research, it has been found that the preparatory information before transfer is
an important instrument for transfer anxiety reduction (Anderson, 1982: 185). The
information and intervention relating to potential ICU discharge needs of the OHS
group were developed and were also in discharge planning which was used to prepare
the patients’ physical and psychological for the next phase -- giving information and
intervention through the critical pathway, as well as decreasing the gap of care
between the ICU and ward. The findings of this study lead us to believe that this
program would lead to an improvement in patients’ anxiety before and after discharge
from the ICU. The program promotes the readiness of transfer both physical and

psychological aspects, while usual care focus on physical aspect.

Usual care focusing on physical care was given to the control group. In this
group, the patients also received conventional nursing care similarly to the
experimental group. They were given the routine information when underwent OHS
by staff nurses that was usually focused on physical care, but the provision of
rehabilitation and postoperative information was unstructured format. Each nurse
provided the information based on her own background, knowledge, and experience,
so the patients might not have been received comprehensive information. The family
also received the pamphlet for introducing the ICU after the patients were admitted in
ICU. In addition, with shortened ICU length of stay in this study, the patients’ staying
in the ICU ranged from 3-5 day (approximately 4 days), the patients may not be
complete recovery and ICU nurse have limited time to prepare the patients for
transferring from the ICU. Thus, the patients may have many problems in process of
transfer.

Additionally, for those receiving only usual nursing care, the evidence have
shown that the subjects in the control group were reported the highest anxiety scores
before discharge from the ICU (Max = 71) and after discharge from the ICU (Max =
78) (Table 5). The data also showed that the transfer-anxiety score in the control group
were 50% decreased and 50% increased, whereas those in the experimental group
were 80% decreased and 20% increased (Table 6). One possible explanation is that the
patients in the control group had potential stress to transfer and received ineffective

information and intervention to reduce their anxiety for transfer from the ICU. Thus,
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some of them were developed high anxiety score. The increasing anxiety decreased
learning and problem-solving abilities. Thus, the patients needed further support from
others. It was considered that ten subjects (50%) in the control group had increasing
anxiety scores, such that their learning capacity was greatly diminished. They were
unable to focus on the event generating the anxiety. Their physiological and
psychological integrity were seriously affected. Increasing anxiety scores and
prolonged anxiety can prove lethal to the human system (Sharon, In Taylor, Ed., 1994:
204). The OHS patients had clinically relevant level of anxiety and suffer cognitive
dysfunction after surgery. Several studies (Allen, 1990; Gillis et al., 1993; King, 1985;
Moore, 1994) have reported that physiological and psychological distress of both
patients and family members after open-heart surgery. Therefore, it might be
confirmed that besides the appropriate psychological care, the patients tended to have
psychological morbidity as the result of postoperative escalating anxiety. Thus, the

patients needed further support from others.

In the experimental group, the patients confronted similar conditions in the
control group. The program was given to each patient by the researcher continuously
during stay in the ICU and once after transfer out of ICU. Throughout this period,
three sessions of giving information and interventions were provided for the patients
and their family members. The first session, which was on surgery day (PO day 0),
was provided when patients began to awake and after full consciousness. The second
session, which was on PO dayl, was provided after extubation. And the third session,
which was on PO day2, was provided in the morning of transfer day, during transfer,
and finally after transfer to ward. In the morning of transfer day, once the patients
received information and intervention, transfer-anxiety before transfer was assessed.
Therefore, transfer-anxiety was assessed after ending the visiting phase. The
information and intervention in each session involved the progress of each stage and
made the patients understand the steps and duration of maintenance. After the patients
awoke, they received introduction from the provider to develop trust. Having faith
and trust in the providers of the information is crucial to reducing feelings of
uncertainty. After that, the patients received information about the next upcoming

situation, self and environmental control, and transfer plan in advance, ICU and ward
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comparison; thus appraised that safe for them. Every patient expressed appreciation to
engage in the program. The majority of them said that this program is useful for
understanding about the environment and situations around them and predict which
situations will occur next.

One possible explanation is that the patients in the experimental group also
received conventional had potential stress to transfer similarly to the control group and
received effective the ICU-TPP to reduce the anxiety before and after discharge from
the ICU. Thus, majority of them had decreased anxiety score and expressed positive
feeling about transfer. Thus, the patient’s anxiety would decrease because: (1) their
antecedent or potential factors that may lead the anxiety were eliminated or controlled;
(2) their experience of uncertainty was managed; (3) their coping resources were
enhanced; and (4) patients received quality and continuing of care.

In the current study, the finding that subjects who participated in the ICU-TPP
had lower transfer anxiety scores both before and after discharge from the ICU.
Moreover, sixteen subjects (80%) in the experimental group had decreasing anxiety
scores (Table 6), such that their learning and problem-solving ability was greatly
increases. Furthermore, the evidence have shown that the subjects in this group were
reported the lowest anxiety scores before discharge from the ICU (Min = 33) and after
discharge from the ICU (Min = 34) (Table 5). Patients with a mild anxiety level can
make logical connections between events and feel safe and comfortable (Konenberger,
In Carson & Arnold, Eds., 1996: 695; Molloy, in Fortinash & Holoday-Worret, EDS.,
2000: 232). Furthermore, the evidence have shown that the subjects in this group were
reported the lowest anxiety scores before discharge from the ICU (Min = 33) and after
discharge from the ICU (Min = 34) (Table 5). These effects of the program can be

explained based on four reasons as follow.

The first reason, the most prominent antecedent or the great potential reasons
that may lead to the patients’ anxiety were eliminated by receiving adequate
preparatory information before transfer. Moreover, the other potential stressors for
anxiety related to transfer from the ICU were eliminated and/or modified in order to
prevent these stressors. The various factors that may lead to relocation stress need to

be addressed in order to prevent or reduce this experience (Mackinney & Melby, 2002:
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152). The information contents on the first were informed by early and format
teaching about weaning patients from nurse-patient relationship, up dates of clinical
data, transfer plan on the critical pathway, comparing and contrasting ICU and the
ward, transfer during day time, and avoiding transfer during change-of-shift rotations.
Transfer anxiety can be reduced by early and adequate preparation for transfer (Bouve

etal., 1999).

The second reason, experience of uncertainty, was clarified by consistent
information and intervention following instruction contents guideline, such as:
informing the patient about the results of the surgery and limitations after surgery; a
list of invasive devices and their effects; new general ward; presenting staying in ICU
as temporally; comparing and contrasting ICU and general ward; and weaning the
patient from use of machines and equipment. Consistent information and education
from a credible authority reduces uncertainty by assisting in the interpretation of the
pattern of symptoms, and to understand and predict situational treatment as, or before,
they arise (Mishel & Braden, 1988).

The third reason, information and intervention in the ICU-TPP that always
enhanced coping resources are such as: presenting transfer as a sign of progress;
encouraging patients ' verbalization and questions; encouraging patients’ self esteem,;
encouraging breathing exercises; involving patient's family with transfer; having ICU
nurse care for the patient during transfer; introducing patient to receiving nurse; and
building the patient’s chance to meet the ward nurse. Coping resources help
determine how the patients experience an event (Mackinney & Melby, 2002: 152) and
useful coping resources help them effectively cope. In other words, improvement in
their problem-solving skills, positive beliefs, and social support made their coping
behavior more effective (Lazarus & Folkman, 1984: 157-164). Moreover, after
patients were extubated, the researcher had an opportunity to share the patients’
feelings and actively listen to them by encouraging their verbalization and questions.
The patients were able to raise problems and understand the correct situations that
decrease an uncertainty experience and anxiety.

The contents in this part of the program should be appropriate, correct, and

precise, and should serve the patients’ needs by enabling them to receive knowledge
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and understand the real situation before and after discharge from the ICU. This
method decreases the imagination or the prediction that is not corrected and decreases
the sense of insecurity or uncertainty in some patients. Furthermore, the information
and intervention helped patients learn, and identify problem-solving more effectively,
which can lead to positive behavioral change, personal growth and development, and
effective coping. These contents helped the patients’ and their family members cope
successfully by enhancing feelings of safety, enhancing the ability to expect in new
event, enhancing the ability to control self and environment, and to establish
continuance of care between ICU and ward. Similarly, Thoits (1986: 417-419)
suggested that information support can help a person cope with problem-focused
coping to change or manage the crisis situation and attempt to alter meaningful
aspects or to enhance the understanding of the situation. The information related to
real situation forces and uncertain feelings decrease. This information and intervention
to decrease patients’ anxiety after transfer can be shared in a variety of methods.

In addition, the information pamphlet or booklets could help the patients and
family to understand and remember verbal information from teaching in a short time.
The information pamphlet inform patients for the family about patient's operation, for
the patient about the transfer from the ICU to general ward, and the booklet for the
patients about self-care recovery and preparing for hospital discharge. Patients and
their families could to know what to expect on a general ward. Written information
that is readily available to patients and their families helps resolve the problem about
transfer out of the ICU. Some studies (Maillet et al., 1993; Paul, 2004) revealed that
information booklet was one strategy for decreasing anxiety in ICU transfer patients
and their families and one study showed that booklet designed to inform patients and
their families about activity and rehabilitation following cardiac surgery made helpful

in answering their questions on the topic (Waitkoff & Imburgia, 1990).

And the fourth reason, these patients had provided the quality of care by
recovery of physical and psychological aspects for quality of care through critical
pathway, and patients received continuing of care through ICU discharge planning
implementation. Critical pathway increased quality of care, which in turn, improved

physical health status. The pathway would help staff identify universal and individual
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goals and assist in maintaining patients’ progression at an optimal rate. It is a viable
tool for enhancing patient care and optimizing resources used.  Several studies
revealed that using critical pathway and specific protocols improved the quality of care
for OHS (Brown et al., 1998: 32; Griffith et al., 1996: 346; Josephine et al., 1997:
127). In the patient’s perception, quality of life or quality of care decreased could be
associated with anxiety increase (Leith, 1998: 26). ICU-discharge planning was
developed for reduction of the patients’ anxiety by making discharge planning part of
critical pathway. The information and intervention in the program was inserted in this
part. It was associated with potential discharge needs for anxiety reduction after
transfer out of the ICU. Currently there is no research about ICU-discharge planning
to reduce anxiety after transfer out of the ICU. However, discharge planning is a part
of the continuity of care process that is designed to prepare the patient for the next
phase of care and to assist in making any necessary arrangements for the phase of care
(ANA, 1975:10). Ensuring continuity of care has also been advocated as helpful in
reduction transfer-anxiety (Hall-Smith et al., 1997; Wesson, 1997). In this study
patients’ needs that were related to transfer anxiety were met by discharge planning
concept.

Furthermore, having ICU nurse care during transfer, introducing patient to
receiving nurse (nurse at ward), and allowing ICU nurse follow-up patients after
transfer could help the patients confront with encountering the problems resulting in
decreased stress and anxiety after discharge from the ICU. For three situations, the
researcher and the patient had time to discuss their need about transfer. Moreover, the
individual approach made the research and the patients feel closer to each other, and
also the researcher could clarify stressful events of transfer to positive response. Thus,
as stated by Harkulich & Brugler, (1988), introducing patient to expectations of person
in new environments could help the patient to received health teaching and referrals,
as their need after transfer. Visiting the patient after transfer from the ICU would
ensure assessment of the patients’ adjustment to transfer and would help to clarify
events and promote realistic expectations about convalescing from the ICU
(McKinney & Melby (1997). Some studies (Klein et al., 1968; Miracle, 1986) revealed

that visiting from ICU nurse give a great psychological boost to the patients who have
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been transferred to the general ward. This promotes continuity of care and reduces the
effect of the transition into a strange environment.

However, the result seem inconsistent with our last hypothesis that in
experimental group, mean transfer anxiety score of the patient after discharge from
ICU is lower than the mean score before discharge from ICU. It was directional (but
not significant) support that the patients’ anxiety after discharge from ICU lower than
before discharge in experimental group (Table 10).

In the current study, it was considered that information and intervention provided
to subjects after discharged were ineffective in making a difference from before
discharged out of ICU because not difference existed in the mean anxiety score of the
patients who participated in the program before and after discharge from ICU. During
data were collected in the experimental group, there was a change in situation in the
general ward. The new graduate nurses were fixing the general wards in March, and
some time they were receiving nurse who could not coordinated with researcher for
the introducing. It might be explained that there was not effective coordination among
providers. Moreover, during visiting the patient after transfer, two general surgical
patients from general wards who discharged from ICU in 24 hours were readmitted in
ICU for shock and required intensive treatment for life-saving. Crisis situation for
resuscitate patients in general ward might be effected to another patients. The subjects
in the general ward of experimental group might be in a state of disequilibrium caused
by appraises these situations as threatening. These events may effect to validity of the
current study.

This significant finding suggests that the value of the experimental intervention
is based on the combination of theories among Separate anxiety theory, Uncertainty in
illness theory, and Stress appraisal, and coping theory. Since focus of the intervention
include controlled separate anxiety by eliminating or modifying potential factors for
transfer anxiety, decreasing uncertainty in illness by enhancing abilities to expect in
new event or predictability of symptoms related to an illness, and improving coping
behavior, are more effective (with improvement in problem-solving skills, positive
beliefs, and coping resources). This result could enhance the congruence of the
patients’ expectations and care they had received, which consequently enhance the

patients’ physical ambulation.
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Verbatim comments from patients who were in the experimental group
include, “The program is useful for me. You provided important information which I
need to know.” “I worry about activities after discharge from the ICU.” “The pre-
transfer teaching, instruction booklet and pamphlet were very helpful.” “I would like
you to support this program for the other patients.”

In conclusion, the effectiveness of the ICU Transfer-Preparation Program on
transfer anxiety reduction are consist of 3 potential factors as follows: (1) continuity
of care, (2) collaboration of the care provider team, and (3) involvement of patient’s
family with health care. These can decrease the patients’ transfer anxiety before and

after discharge from the ICU.

Threat to validity

Throughout the collecting data, the researcher recorded historical events. The
cardio-thoracic residents who practice in study setting were rotating every month.
During intervention in the experimental group, there were change in situations in the
ICU and general ward: the floor of ICU was repaired in February; the patients were
moved to another area, two general surgical patients from general wards were
readmitted in ICU and required intensive septic shock treatment for life-saving, the
new graduate nurses were recruited to work in the general wards in March. These

events may threat to validity of the current study.

Limitation of this study

1. The subjects of OHS patients can not assess anxiety before intervention because all
of OHS patients were not reverse from anesthesia.

2. The researcher was one of the nurses who provided the ICU-TPP therefore the

result bias may be occurred.
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CHAPTER 6
CONCLUSION

Summary of the study

This quasi-experimental study was conducted to ascertain the effects of the
Intensive care unit transfer-preparation program (ICU-TPP) on transfer anxiety for
open-heart surgery patients. Stress appraisal, and coping theory were used as the
conceptual framework of the study. A sample for this study included 40 open-heart
surgery patients recruited from the Out-Patient Department (OPD) and In-patient
Cardiothoracic ward, in a tertiary care hospital located in metropolitan Bangkok,
Thailand. The data was collected from July 2001 to April 2002. A total of 40 samples
were selected based on the inclusion criteria and matching technique. The inclusion
criteria for sample were open-heart surgical patients who: (1) were between 20-80
years; (2) were undergoing open-heart surgery for the first time; (3) were able to
communicate in Thai; (4) had no previous psychosis or neurosis; and (5) agreed to
participate in the study. The sample was divided into two groups; an experimental and
a control group (20 cases in each group). The subjects in the control group received
only the conventional nursing care provided by staff nurses and the usual follow-up
care after discharge from the hospital. On the other hand, the experimental group
received ICU transfer-preparation program plus usual care. The researcher placed the
first 20 patients into a control group and placed the remaining 20 patients into an
experimental group to prevent contamination between groups. The samples were
selected on a purposive sampling basis and divided into two groups by match pairs on
criteria of age, gender, severity of disease (Functional class), and type of surgery of

the patient.
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Instruments

The instrument was composed of two types: the intervention program (ICU-
TPP) and data collection instruments. The content validity of the ICU-TPP and data
collection instruments was determined by five experts; three critical care staff nurses
and two critical care nursing teachers. The instrument was revised following the
experts' suggestion.

Intervention program included:

1. Intensive care unit transfer-preparation program (ICU-TPP) was developed
based on the combination of theories among Separate anxiety theory, Uncertainty in
illness theory, and Stress appraisal, and coping theory and a review of related
literature on concept of transfer anxiety, nursing interventions for transfer anxiety,
critical pathway, and discharge planning. This was a program that provided
information to improve transfer anxiety on transfer event by teaching, skill training,
and discussion with patients and their family.

2. Critical pathway that includes discharge planning for Open-heart surgery of
Pramongkutkalo Hospital. This was a frame of the ICU-TPP that provided the care in
seven aspects as follow: assessment; diagnostic; intervention; nutrition; medication;
activity; and information. It was developed by multidisplinary team of patient care
team of surgery department of Pramongkutkalo Hospital.

3. The instruction content guideline and handbook for the researcher and
research assistant (who were a program providers) were develop by the researcher.
This instruction content guideline was used as a guideline of all aspects of the patient
information contents and intervention protocols that ensured the same instruction
protocol for all the samples. Detail of how to use the program was stated in handbook
of the ICU-TPP using for program provider

4. Pamphlet and booklet for the patients and their family about operation,
transfer from the ICU to ward, and self-care after operation were developed by the
researcher. The content was drawn from text books, journals, and recent studies. The
pamphlets and booklet corresponded to the written material for teaching, which was
distributed to samples for review and practice at general ward and home. Two

pamphlets and one booklet used in this study are as follows: (1) a pamphlet for the
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family about the patient's operation; (2) a pamphlet for the patients about the transfer
from the ICU to general ward; and (3) a booklet for the patients about self-care for
recovery and preparation for hospital discharge

Data collection instruments included:

1. Demographic data questionnaire

2. Pre-Post Transfer Anxiety Inventory (PP-TAI) was developed by the
researcher was used to determine the transfer anxiety level before and after transfer
from the ICU (within 8 hours). The PP-TAI has two forms: Pre Transfer Anxiety
Inventory (Pre-TAI), used to determine the transfer anxiety level before transfer and
Post Transfer Anxiety Inventory (Post-TAI), used to determine the transfer anxiety
level after transfer. Time determined between the transfer anxiety with Pre-TAI and
Post-TAI is at least 4 hours. Internal consistency reliability was measure by
Cronbach’s alpha. When used in this study with 40 patients before and after discharge
from the ICU, Cronbach’s alpha were .80 for Pre-TAI and .93 for Post-TALI

Data collection
Data collection was first started with the control group. Afterward data were
collected from the experimental group. This was designed to prevent contamination
of nursing care and to avoid causing unnecessary feeling of inequality or unfairness in
case a comparison between the two groups was made. All subjects in both groups
were approached and explained about research objectives and data collection
procedures. The protection of human rights was ensured, and the informed consent
forms were read and signed by the patients prior to their participation in the study.
All data were collected by direct assessment due to the set of criteria, as well as semi-
structured interviewing based on the questionnaires by Data collector. Demographic
questionnaires were collected first and then the PP-TAI questionnaires Forms by Data
collector. The anxiety scores before and transfer were collected with the same PP-TAI
form Pre -TAI, and Post-TAI on post-operative day?2 (transfer day).
The usual care focusing on physical care was provided given to the control
group. In this group, the patients also received the routine information when

underwent OHS by staff nurses that was usually focused on physical care, but the
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provision of rehabilitation and postoperative information was unstructured format.
Each nurse provided the information based on her own background, knowledge, and
experience, so the patients might not have been received comprehensive information.
The family also received the pamphlet for introducing the ICU after the patients were
admitted in ICU.

An intervention program or ICU-TPP was provided beginning at admission to
the ICU and continued throughout the stay, during transfer and visiting, and after
transfer. The content of the program consists of three sessions: postoperative day 0
(PO Dayy), postoperative day 1 (PO Day;), and postoperative day 2 (PO Day,). The
sessions of PO Day; consists of two phases: transfer and visiting after transfer. These
sessions fill in the critical pathway of the part of discharge planning. The session of
PO Dayy: was the period that the patients were admitted to the ICU after surgery on
surgery day. The content focuses on initially preparing the patient and family for the
postoperative consequence. The content includes: (1) results of the surgery and
limitations after surgery; (2) a list of invasive devices and their effects; (3) from
admission in the ICU to present stay in ICU, as temporally; (4) time for patient
visitation in the ICU; (5) admission procedures and routines; and (6) an instruction
pamphlet for the family about patient’s operation and transfer process. All of-these
contents were provided for the patients after operation on surgery day (post operative
day 0) and patients were informed of contents 1 to 3 when beginning to awake, and 3
to 6 were provided for patients after full consciousness.

After being admitted to ICU one day, the contents in session PO Day; were
prepared for the patients to transfer out of the ICU. The content focuses on
maintenance of patients' ability to expect situation in the next, information to decrease
patients’ experience of uncertainty in illness, and building or enhancing the feelings
of the patients’ safety before transfer. These contents and activities include: (1)
keeping patient up to date with clinical data after extubation; (2) encouraging patients'
verbalization and questions after extubation; (3) encouraging breathing exercises with
incentive spirometry; (4) presenting transfer as a sign of progress; (5) informing
patient and family about transfer plan on the critical pathway; (6) explaining rationale,

function and weaning of monitor and equipment; (7) weaning patient from nurse-
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patient relationship before transfer; (8) informing patient and family of events in a
next step about activity, controlling pain, medication, diets, and lab test / treatment;
(9) encouraging patients’ self esteem; and (10) providing an instruction pamphlet for
the patient about transfer from the ICU to general ward. All of-these contents were
provided for the patients on post-operative day 1; patients were informed of contents
of 1 to 3 after extubation, and patient and family were informed of 4 to 10 during the
patients visitation in the ICU.

PO day2 session was divided into two phases: transfer and visiting phase after
transfer. Phase of transfer was the first phase, the teaching focuses on building or
enhancing patient's ability to control physiological and situational causes of the
antecedent for transfer anxiety, building or enhancing the feelings of safety to the
patient before transfer, and building or enhancing continuing care for the patients
during transfer. For visiting after transfer, the content and activities include: (1)
weaning patient from use of monitors and equipment before transfer; (2) comparing
and contrasting ICU and general ward; (3) involving patient's family with transfer; (4)
providing the chance for patient to meet ward nurse; (5) transfer during day time and
avoiding transfer during routine time or time of nurse shift rotation; (6) having ICU
nurse care for the patient during transfer; and (7) introducing patient to receiving
nurse. All of-these contents were provided for the patients and family on post-
operative day 2, patients were informed of contents 1 to 5 for about 30 minutes in the
morning of transfer day, and contents 6 and 7 were provided for patients and family
during transfer from the ICU to general ward.

After transfer from ICU to general ward, the contents in the visiting phase
were provided for the patients. These contents focus on continuing of care for the
patients. Contents and activities include: (1) ICU nurse visiting patients after transfer
and informing the patients of self-care in receiving ward; and (2) Instruction booklet
about recovery given to the patient and preparation for hospital discharge. ICU nurse
visiting patients after transfer (every 4 hours within the first 8 hrs after transfer).
Many media were utilized in the program, including: Critical pathway and discharge
planning of the program, instruction content guideline, one instruction booklet and

two pamphlets, and handbook for using the provider’s program.
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Data Analysis
Data were then analyzed by using the computer package for Window
Program. The finding can be summarized as follows:

1. Before discharge from ICU, the patients who participated in the ICU-TPP
would have the mean anxiety scores for experimental group significantly lower than
the control (p <.05).

2. After discharge from ICU, the patients who participated in the ICU-TPP
would have the mean anxiety scores for experimental group significantly lower than
the control group after discharge from ICU (p < .05).

3. In experimental group, mean transfer anxiety score of the patients after
discharge from ICU would not have significantly lower than the mean score before

discharge from ICU (p > .05).

Limitations

1. In this study, data collection began with the control group before proceeding
to the experimental group. This designed was selected to prevent the contamination
of the intervention to the control group. During this study, the Intensive care unit was
repaired and moved to another area, the new graduate nurses were fixing the general
wards in March, and the cardio-thoracic residents who practice in study setting were
rotating every month. However, despite such attempt, the researcher could not totally
control the subjects’ exposure to the information as other staff nurses may offer
instructions to the subjects. It was not assured that the variables in both groups might
be affected of patients’ anxiety by the different situations.

2. The subjects were not selected by random sampling. As such, the results
cannot be generalized for other populations. However, match pair technique and
statistical test were use to proved the homogeneity of the subjects in the control and
the experimental groups. The results of statistical test revealed that the subjects in the
control and the experimental groups were not significantly different (p> .05).

3. Before providing the program, the study was unable to determine individual
states of anxiety of the subjects who were not measure anxiety before intervention

because they were not reverse from anesthesia.
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Recommendations

The finding of this study provide several implications for the nursing profession
including nursing practice, nursing administration, nursing education, and nursing
research.

Implications for nursing practice and administration

The findings of this study demonstrate that I[CU-transfer preparation program is
an effective strategy that can reduce transfer anxiety in OHS patients. The
implications of these findings are as follows:

1. Critical care nurses should provide the continuity of care such as,
critical pathway, discharge planning, and case manager that manage care follow the
critical pathway in order to assess and facilitate adjustment through the process of
transfer.

2. The continuity of care must be collaborative among care provider team.
Therefore, enhance collaborative among care provider team on the continuity of care
that will bridge the current gap in care. It is the independent role that critical care
nurses and receiving ward nurses have to perform in order to promote both holistic
care and patients’ quality of life.

3. The family involvement with transfer have shown to be beneficial in
helping patients to reduce anxiety during transfer. Thus, critical care nurses should
enhance family involvement with transfer in the transfer process.

4. The development of pamphlets and booklet explaining common
experiences before and after discharge have shown to be beneficial in helping patients
and families retain and review information given. Therefore, these pamphlets and
booklet should be developed to use in the process of the transfer.

5. To implement the ICU-TPP as a guideline for practice, nurse administrator
and their staff nurses should consider the possibilities and the benefit of interventions
after discharge from the ICU (having ICU nurse care for the patient during transfer,
introducing patient to receiving nurse, ICU nurse visits patient after transfer, and
preparing patient for hospital discharge and giving an instruction booklet about the
recovery). Based on these interventions, anxiety score of the patients after discharge

from ICU would not have significantly lower than anxiety score before discharge.
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6. The result of the comparison of the mean scores of the transfer anxiety
between before and after discharge from the ICU revealed that the mean transfer
anxiety scores after discharge from ICU were not significantly lower than those
before discharge from ICU in the experimental group. Therefore, nursing personnel at
ward should develop the specific intervention for patients after discharge from the
ICU to minimize anxiety score.

The results of this study revealed that the ICU-TPP that combines information
for transfer-anxiety reduction, critical pathway, and ICU discharge planning for the
patients who underwent open-heart surgery provides effective outcomes. Therefore,
this program should combine with the conventional nursing care. Moreover, it could
make a contribution to nursing practice by serving as a instruction contents guideline

for researcher and assistant to caring the OHS patients.

Implications for nursing research

1. The present study was conducted with open-heart surgery patients and was
limited by sample size and purposive sampling; thus, the findings of the study might
not be generalizable to other groups of the subjects. Thus, similar studies should be
carried out of at other hospitals, to confirm the effectiveness of the ICU-TPP.
Furthermore, time sequence design in more time should be used for collection of data
from the PP-TAI

2. Longitudinal studies should be performed to determine the effects of the
ICU-TPP of elderly patients undergoing open-heart surgery on patients’ transfer
anxiety, postoperative recovery, length of stay in hospital, and satisfaction. From this
study, the researcher found that elderly patients aged 70 years or older who receive
diuretic drug had difficulty in understanding the instruction contents guideline and
instruction pamphlet/booklet because their hearing decrease. The researcher spent a
great deal of time to clarify the instruction and the format to elderly patients.
Therefore, the investigators should become aware of potential difficulties when using
the program in this group.

3. Itis important to identify the factors that patients perceive as causing or

contributing to transfer anxiety, so that these can be more adequately addressed.
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Further research on what the experience of transfer means to critical care patients and
what effect it has during the immediate post-transfer period also needs to be

conducted.

Implications for nursing education

The role of professional nurse has changed over the years. At present, nurses are
charged with the responsibility for not only providing quality care for the patients and
their family in hospital, but also performing needed continuity caring at general ward
after discharge from the ICU. Moreover, an awareness of using critical pathway and
discharge planning for specialty patient group that can lead to the quality and
continuity of care for the patients should be emphasized to student nurses as well as
staff nurses. Teaching and skill training for use critical pathway and assess potential
discharge needs also should be included in continuing education for staff nurses who

work with the OHS patients and their families.
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List of Experts who developed the critical pathway for open-heart surgery

of Pramongkutkalo Hospital.

The critical pathway for open-heart surgery of Pramongkutkalo Hospital was

developed before the intervention program by multidisciplinary team. The

multidisciplinary team consists of 4 cardiothoracic surgeons, 5 ICU staff nurses, 3

ward staff nurses, and one of cardiac-rehabilitees doctor. The thirteen experts who

developed the pathway included:

Cardiothoracic surgeons

i |

Colonel VVorasin Gatanon M.D.

Department of Surgery, Pramongkutkalo Hospital.

Colonel Terachat Sirarat M.D.

Department of Surgery, Pramongkutkalo Hospital.

Colonel Chatchai Temyod M.D.

Department of Surgery, Pramongkutkalo Hospital.

Lt. Colonel Chacrit Kongthai M.D.

Department of Surgery, Pramongkutkalo Hospital.

ICU staff nurses

3.

Major Apinun Kumsiri B.N.S (Nursing)

Head nurse of Surgery Intensive Care Unit,

Department of Surgery, Pramongkutkalo Hospital.

Major Suntree Yamyim B.N.S (Nursing)
Senior staff nurse of Surgery Intensive Care Unit,

Department of Surgery, Pramongkutkalo Hospital.

Major Kunya Paninthorn B.N.S (Nursing)

Senior staff nurse of Surgery Intensive Care Unit,

Department of Surgery, Pramongkutkalo Hospital.
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6. Captain Kanokwon Boonchai B.N.S (Nursing)
Senior staff nurse of Surgery Intensive Care Unit,
Department of Surgery, Pramongkutkalo Hospital.

7. Captain Wattakorn Rak-issara B.N.S (Nursing)
Senior staff nurse of Surgery Intensive Care Unit,

Department of Surgery, Pramongkutkalo Hospital.

Ward staff nurses
1. Major Pudsadee Rodsawad B.N.S (Nursing)
Senior staff nurse of General ward
Department of Surgery, Pramongkutkalo Hospital.
2. Major Chaleeporn Boonvichai B.N.S (Nursing)
Senior staff nurse of General ward
Department of Surgery, Pramongkutkalo Hospital.
3. Captain Pornyanee Chalermseema B.N.S (Nursing)
Senior staff nurse of General ward

Department of Surgery, Pramongkutkalo Hospital.

Cardiac-rehabilitees doctor
1. Lt Colonel Patrawut Intrakomheang M.D.
Department of Rehabilitation, Pramongkutkalo Hospital.
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Appendix E

The Pamphlet for the family about patient's operation
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Appendix F

The Pamphlet for the patient about the transfer from the ICU to general ward
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Appendix G
The Booklet for the patients about self-care recovery and

preparing for hospital discharge
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Handbook of the ICU-TPP using for program provider
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15.
16.

17.
18.
19.
20.
21.
22.

23.
24.
25.
26.

Result of the surgery and limitations after surgery

List of invasive devices and the effect of them

Introducing the nurse who care the patients (researcher & assistant)
Orientation to ICU, unit routine, staff in ICU

Notification from admission to ICU to present stay in ICU as temporary
Instruction pamphlet to family about patient’s operation and transfer process
Keeping patient up to date clinical data

Encouraging patient's verbalization and inquiries

Encourage breathing exercise with incentive spirometry

. Presenting transfer as a sign of progress

. Informing patient and family about transfer plan on the critical pathway
. Explaining rationale, function and weaning of monitor and equipment

. Weaning patient from nurse-patient relationship before transfer

. Informing patient and family about activity, pain management, medication and diet,

lab tests/treatment

Encouraging patients’ self esteem

Providing an instruction pamphlet to patient about the transfer from the ICU to
general ward

Weaning patient from use of monitors and equipments before transfer
Disconnection cardiac monitor before transfer 60 minutes at lease.

Comparing and contrasting ICU and general ward

Involving patient's family with transfer

Building the patient’s chance to meet the ward nurse

Transferring during day time and avoid transfer during routine time or time of shift
rotate nurse

Having ICU nurse care for the patient during transfer

Introducing patient to receiving nurse

ICU nurse visit patient after transfer

Giving an instruction booklet to the patient about the recovery and preparing for

hospital discharge
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Appendix I

List of Experts Consulted on Validation of the Research Instrument

The content validation of the ICU-TPP, Instruction content guideline,

Instruction pamphlet and booklet, and the PP-TAI (Pre-TAI and Post-TAI) were

determined by five consulting experts included

1.

Miss Aree Bulborvornrattanakul , M.S. (Nursing)
Nurse Expertise and Head Nurse of Surgical Intensive care unit,
Division of Surgical Nursing, Nursing Department,

Faculty of medicine Ramathibodi Hospital, Mahidol University.

Associate Professor Orasa Punpakdee, Ph.D. (Nursing)
Department of Nursing, Faculty of Medicine,
Ramathibodi Hospital, Mahidol University.

Assistant Professor Pikul Tantitum, M.S. (Nursing)
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Appendix J

wuulufinga gadquqﬂﬂa (Demographic data questionnaire)
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Appendix K
Pre - Post Transfer Anxiety Inventory (PP-TAI)
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WULTRANNIANNIIRUAIENEaananlady
Post-Transfer Anxiety Inventory (Post-TAI)
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Appendix L
Protect Human Right and Consent to Participate in Research Study
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Appendix M

Protect Human Right and Consent to Participate in Research Study
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Appendix N

Guide for research assistant verification to assure
that the assistant can use the ICU-TPP the same as the researcher

Phases and period

Teaching and activities contents

12

Informed upon

Results of the surgery and limitations after surgery

=) i 7 - - : :
> awakening from ™5 ™7 i¢t o f invasive devices and their effects
3 anesthesia
o 3. Introducing the nurse who cares for the patients
E: Informed patient (researcher & assistant)
) after gaining full| 4. Orientation to ICU, unit routine, staff in ICU
E consciousness | 5 Notification from admission to ICU to present stay in ICU as
2 temporary
A 6. Instruction pamphlet to family about patient’s operation and
transfer process
1. Keeping patient up to date with clinical data
After - B — —
extubation 2. Encouraging patient's verbalization and inquiries
3. Encouraging breathing exercise with incentive spirometry
- z .
z 4. Presenting transfer as a sign of progress
S 5. Informing patient and family about transfer plan on the critical
o Informed i
A~ ient and e - . : 3
= patient 4 6. Explaining rationale, function and weaning of monitor and
= \ .famlllly . equipment
.g Ut 1r;g tt.e t{[me 7. Weaning patient from nurse-patient relationship before transfer
of patien : : 3 — :
3 O R 8. Informing patient and family about activity, pain management,
n visitation in D .
ICU medication and diet, lab tests/treatment
9. Encouraging patients’ self esteem
10. Providing an instruction pamphlet to patient about the transfer
from the ICU to general ward
1. Weaning patient from use of monitors and equipment before transfer|
2. Disconnecting cardiac monitor at least 60 minutes before transfer
o Informed 3. Comparing and contrasting ICU and general ward
@ patient and - = - -
< | family in the 4. Involving patient's family with transfer
ev | o morning of 5. Building the patient’s chance to meet the ward nurse
S| E transfer day "¢ ™ Transferring during day time and avoid transfer during routine time
o "E or time of nurse shift rotation
E: E Measure anxiety before discharge from ICU
: = Provided for 7. Having ICU nurse care for the patient during transfer
S patients during
% transfer 8. Introducing patient to receiving nurse
1. ICU nurse visits patient after transfer
oo | Within 8 hrs - - - - — - -
é after transfer 2. Preparing patient for hospital discharge and giving an instruction
2 booklet about the recovery
> Measure anxiety after discharge from ICU
(time between pre-post transfer out of ICU of at least 4 hrs. )
1*  The research assistant taught and activated
2" The research assistant demonstrates understanding

by repeating information and activities to the patient.
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