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ABSTRACT
Background: Intensive care unit (ICU) admission is often life threatening, and may
cause severe anxiety within the family system. Anxiety can impair decision-making ability. A
majority of ICU patients cannot direct their own treatment; therefore, family members are often
required to make major decisions under stressful conditions. Patient and family-centered care
(PCFF) has been shown to reduce anxiety, improve decision-making, and improve outcomes for
patients and their families. However, no published study has examined outcomes of a
comprehensive PFCC program in the ICU.
Purpose: The study purposes were to evaluate a comprehensive program to improve
PFCC within an adult ICU, and to determine the usefulness of specific PFCC interventions.
Methods: An exploratory comparative design was used. Data from ICU patients’ family
members and ICU nurses, before and after implementation of a PFCC program, were compared
using the 30-item combined Critical Care Family Needs Inventory/Needs Met Inventory
(CCFNI/NMI). Convenience samples of 49 adult family members of patients admitted to the
ICU for at least 36 hours and 85 nurses employed in the ICU full-time for at least six months
were recruited from an adult ICU in a 337-bed tertiary care hospital in the southwestern region of
the United States. The program was conducted in 3 stages: baseline assessment, program
development and implementation, and evaluation.
Results: After the PFCC implementation statistically significant differences between
nurses’ and family members’ responses were reported for18 items on the CCFNI and 20 items on
the NMI. Five of the10 items family members ranked highest at baseline remained in the top 10
after PFCC implementation, and 3 needs ranked lowest at baseline moved up to the top 10.
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Conclusions: The results show that the nurses’ education was likely the most efficacious
program intervention. There may be a hierarchy of needs specific to ICU patients’ family
members, similar to those described by Maslow. Further study is needed to determine the
effectiveness of the CCFNI/NIM in measuring outcomes before and after a PFCC intervention.
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CHAPTER 1: OVERVIEW
Meeting the needs of family members of critically ill patients stems from and is part of
the broader philosophy of patient and family-centered care (PFCC). The PFCC philosophy
includes elements of collaborating with patients and their self-defined family members,
welcoming and encouraging participation in medical care-planning and decision-making, and
preserving patients’ normal routines to the greatest extent possible. It is inclusive of what
matters most to the patient while addressing what is the matter with the patient. The PFCC
philosophy, first introduced more than three decades ago, was viewed as a threat to the health
care conventions of provider as expert, family as visitor, and patient as a medical problem to be
solved or a disease to be cured. In the last decade, the principles of PFCC philosophy have been
propelled to the forefront of the health care consciousness and lexicon. In 2001, the Institute of
Medicine (IOM) published its groundbreaking seminal report, Crossing the Quality Chasm, in
which patient-centeredness was identified as the essential foundation for quality outcomes and
patient safety (Institute Of Medicine, 2001). This resulted in a paradigm shift whereby the
manner in which health care is delivered has become as important as the care itself. Decades of
research in the areas of PFCC and patients’ satisfaction with care were being revisited and an
explosion of new research ensued.
In 2002, The Centers for Medicare and Medicaid Services (CMS) and the Agency for
Healthcare Research and Quality (AHRQ), two agencies of the United States (US) Department
of Health and Human Services, collaborated to develop a survey to measure patients’
perspectives of hospital care (CMS, 2010). The Hospital Consumer Assessment of Healthcare
Providers and Systems (HCAHPS) survey tool emerged as the first standardized public survey to
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report patients’ perceptions of their hospital experience. The HCAHPS survey elicits
information from patients regarding experiences surrounding responsiveness of hospital staff,
cleanliness and quietness of the hospital environment, communication with physicians and
nurses, communication about medications, pain control, discharge information, and their
willingness to recommend the hospital. This represents a sharp departure from and contrast to
other publically reported and nationally standardized measures such as the core measures data
collected by the CMS. The core measures data are used to evaluate hospitals on measures of
clinical quality whereas the HCAHPS survey relates more to patient satisfaction with the
healthcare experience.
Under section 1886(o) of the Social Security Act, CMS began a Value Based-Purchasing
(VBP) program. The program creates a system of value-based incentive payments paid to
hospitals that meet specific performance standards starting in October 2010. For the first time,
payment incentives will be based on a mix of standards, process, outcomes, and patient
experience measures such as the HCAHPS. Under the new payment rules, monetary value will
be attached to interventions and outcomes that aligned with the philosophy of PFCC. These new
outcomes captured, in part, by the HCAHPS include asking patients and families how well
physicians and nurses communicated with them, and if they were responsive to their needs
(Department Of Health And Human Services, 2011).
Background and Significance
There are over five million admissions to intensive care units (ICU) each year in the US
with an average mortality rate of 10 to 20 percent (Society of Critical Care Medicine, 2006).
The ICU is a frightening place for patients and their family members. Illness or injury requiring
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ICU admission is often life threatening and can produce severe anxiety within the family system
(Curtis & Rubenfeld, 2001). These events are often sudden, making preparation for, or
prevention of the adverse effects on the family impossible (Van Horn & Dautz, 2007). Up to 75
percent of ICU patients are unable to participate when difficult decisions regarding treatment and
treatment goals must be made (Curtis & Rubenfeld). In these instances, decision-making
becomes the family members’ responsibility. The stress and anxiety experienced by family
members can impair short and long-term functioning. Family members may suffer from
significant depression and anxiety (Pochard et al., 2001) or from symptoms of post traumatic
stress disorder (Pittman & Fowler, 1998). As a result, their ability to make critical medical
decisions on behalf of the patient may be adversely affected.
ICU nurses care for patients whose alterations in health frequently result in permanent
disability or death. The complexities of ICU care include advanced, seemingly never-ending
interventions. As nurses grapple with the high demand of caring for the ICU patient, family
members are frequently relegated to the periphery until they are needed to make critical
decisions on behalf of their beloved (Lee et al., 2007). ICU nurses frequently report that caring
for the needs of family members is emotionally exhausting and takes valuable time away from
patient care (Marco et al., 2006; O'Connell, 2008). Studies have also demonstrated that ICU
staff including nurses, physicians, and other members of the healthcare team experience stress
related to family interactions (Gonzales, 1997; Kirchhoff & Beckstrand, 2000; Troug et al.,
2008).
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Patient and Family-Centered Care (PFCC)
Research has demonstrated that PFCC practices are associated with better clinical
outcomes (Lewin, Skea, Entwistle, Zwarenstein, & Dick, 2001; Pollack & Koch, 2003; Rotter,
Hall, & Kern, 1995; Stewart et al., 2000). In the adult ICU, PFCC practices have been shown to
consistently improve outcomes for patients and their families. A study conducted by Ahrens,
Yancey, and Kollef (2003) demonstrated that improved communication at the end of life
significantly reduced lengths of stay in the ICU (6.1 vs. 9.5 days) and in the hospital (11.3 vs.
16.4 days) and resulted in lower fixed ($15,559. 00 vs. $24,080.00) and variable ($5,087 vs.
8,035) costs. Fumagalli et al. (2006) demonstrated that an unrestrictive visiting policy was
associated with reduced patient cardiovascular complications. Prins (1989) demonstrated that
patient visitation was not associated with increased intracranial pressure (ICP) but rather resulted
in decreased ICP, although not significantly. Isolation (OR 2.89) and the absence of visitation
(OR 3.73) were demonstrated by Van Rompaey et al. (2009) to be important environmental risk
factors for delirium. In addition, Simpson et al. (1996) showed that liberalized visitation, an
important component of PFCC, resulted in nurses reporting a positive effect on patient and
family members’ well-being.
A prospective, randomized trial conducted by Azoulay et al. (2002), revealed that family
members who received additional written materials related to ICU care demonstrated improved
comprehension about and satisfaction with ICU care. Bailey, Sabbagh, Loiselle, Boileau, and
McVey (2010) found a significant positive correlation between informational support and
satisfaction with care among family members of ICU patients. Rolland and colleagues, (2001)
demonstrated a decrease in formal complaints by patients and families after implementation of a
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process improvement project to liberalize visiting practices. In addition, improving
communication strategy and providing a bereavement brochure have been shown to decrease
adverse outcomes experienced by family members after the death of a loved one in ICU
(Lautrette, A., Darmon, M., et al., 2007).
The philosophy of PFCC is gaining acceptance world-wide including Central America,
Mexico, China, Japan, and Sweden (Bergbom & Askwall, 2000; Chien, Ip, & Lee, 2005;
Kentish-Barnes, Lemiale, Chaize, Pochard, & Azoulay, 2009; Rodriguez-Osorio & DoninguezCherit, 2008; Takemura & Kanda, 2003; Zaforteza Lallemand et al., 2010). Research on PFCC
has increased dramatically in the past decade while patients have gained a much greater voice in
the overall design of health care. However, implementing PFCC in the adult ICU has remained
consistently difficult (Berwick & Kotagal, 2004; Carlson, Riegel, & Thomason, 1998; Farrell,
Joseph, & Schwartz-Barcott, 2005; Lee et al., 2007).
The Needs of Family Members of ICU Patients
A large body of research was conducted in the 1980s and 1990s concerning the unique
perspective of family members within the context of the ICU environment. The majority
focused on needs assessment of family members and how to best meet those needs (Daley,
Kleinpell, Lawinger, & Casey, 1994; Hickey & Lewandowski, 1988; Leske, 1986; Mendonca &
Warren, 1998; Molter, 1979; Norris & Grove, 1986; Stillwell, 1983; Swoboda & Lipsett, 2002;
Warren, 1993). These studies represented a stark departure from the philosophy that families
were merely visitors who added little to the care of the critically ill patient.
Nancy Molter (1979) conducted the first large study to explore the needs of relatives of
critically ill patients more than three decades ago based on the premise that “considering the
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patient as a member of a family unit is essential when assessing the patient’s needs within a
framework of total patient care”. Forty-five family members were interviewed using a 45-item
survey developed using a combination of literature review and nurse surveys. The 45 needs
statements were ranked by family members using a four-point Likert scale. Family members
identified the “need to feel there was hope” highest. Needs related to “proximity to the patient”
and “information” were also ranked very high by family members. Subsequently, Molter and
Leske (1983) developed the Critical Care Family Needs Inventory (CCFNI) to determine ICU
family members’ needs. Using the CCFNI, Leske (1986) also reported “feeling there was hope”
as the most important need identified by family members.
Several studies have demonstrated that family members are more satisfied, less anxious
and less depressed when their most important needs are met (Berwick & Kotagal, 2004; Cullen,
Titler, & Drahoza, 2003; Peterson, 2005; Roland et al., 2001). “To be near the patient” has
consistently and universally been ranked by family members as one most important need (Farrell
et al., 2005; Kleinpell & Powers, 1992; Leske, 1986; Maxwell, Stuenkel, & Saylor, 2007;
Roland, Russell, Richards, & Sullivan, 2001; Sims & Miracle, 2006; Warren, M., 1982; Warren,
N., 1993).
Patient visitation in the ICU has traditionally been restricted (Lee et al., 2007; Stockdale &
Hughes, 1988; Titler & Walsh, 1992).

“The ability to be near the patient” is consistently ranked as

highly important to family members of ICU patients (Kleinpell & Powers, 1992; Leske, 1986;
Rolland, Russell, Richards, & Sullivan, 2001; Sims & Miracle, 2006; Warren, 1993), In an attempt

to meet the needs of family members of ICU patients, early researchers targeted liberalizing
family visitation as an important intervention. Unfortunately, interventions aimed solely at
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liberalizing visitation have been largely unsuccessful (Berti, Ferdinande, & Moons, 2007;
Carlson, Riegel, & Thomason, 1998) because nurses’ visitation practices are not always
congruent with visitation policy (Carlson, Riegel, & Thomason, 1998; Jordan et al., 2009). In
addition, visitation, which is often equated to PFCC, only represents a fraction of what it means to be
patient-centered (Davidson, 2009).

Norris and Grove (1986) examined ICU family members’ needs from the perspectives of
the families as well as ICU nurses using a revised 30-item CCFNI. The results showed that the
needs as ranked by family members were consistent with earlier studies (Breu & Dracup, 1978;
Hampe, 1975; Molter, 1979). However, there were significant differences in the perceptions of
needs between nurses and family members. Item analysis revealed that nurses ranked seven
needs significantly less important than family members. Among those, nurses undervalued three
of the top four most important needs ranked by family members. These were 1) “to be assured
that the best possible care was being given to the patient”, 2) “to feel there was hope”, and 3) “to
have questions answered honestly.”
A great deal of research has been conducted over the past thirty years exploring the needs
of family members of ICU patients. Despite this, there are relatively few studies that have
explored interventions aimed at meeting family members’ needs. The primary intervention in
these studies has been open or liberalized visitation in ICU (Biley, Milar & Wilson, 1993;
Carlson, Reigel & Thomason, 1998; Lewandowski, 1994; Simpson, Wilson, Mucken, Martin,
West & Guinn, 1996). Researchers have also looked at individual interventions such as written
information and brochures (Ahrens, Yancey, & Kollef, 2003; Azoulay et al., 2002; Bailey,
Sabbagh, Loiselle, Boileau, & McVey, 2010), family support groups (Peskett & Gibb, 2009),
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cultural, spiritual, and religious support (Hughes, Whitmer, & Hurst, 2007), facilitated
sensemaking (Davidson, 2010), multidisciplinary rounding (Nelson & Polst, 2008), and formal
care conferences (Curtis & White, 2008). No research is available to evaluate a comprehensive
program aimed at improving PFCC to meet the needs of family members of ICU patients.
Summary
ICU admission frequently occurs without warning. Family members of ICU patients bear
great responsibility to make care decisions for the incapacitated patient. Family members may
experience significant anxiety and depression resulting in impaired decision-making ability.
Implementation of PFCC practices, including meeting the needs of family members, is
associated with better outcomes for patients and family members including improved decisionmaking ability by family, decreased lengths of stay for patients, reduced physiologic and
psychological complications as well as overall improved satisfaction for both patients and family
members, and improved patient well-being.
Purpose of the Practice Inquiry (PI) Project
The purpose of this Practice Inquiry Project is to design, implement, and evaluate a
comprehensive PFCC program in an adult ICU. The goal of the project is to meet the unique
needs of family members of adult ICU patients by implementing interventions that are consistent
with the philosophy of PFCC and the best available research evidence.
Study Aims
1. To evaluate outcomes of a comprehensive PFCC program in meeting family
members’ needs in an adult ICU
2. To determine the usefulness of specific PFCC program interventions
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CHAPTER 2: CONCEPTUAL FRAMEWORK
Background
The practice inquiry will evaluate outcomes of a PFCC program in an adult ICU. The
target ICU is part of a three-hospital system. The newest hospital in the system opened in
November of 2007 and fully embraced the philosophy of PFCC from conceptualization, through
design, hiring and operations. This rewarding, evidence-based process prompted system
leadership at one of the other two facilities to re-evaluate their patient-centeredness. A robust
and well-established PFCC council, which included former patients, family members, staff, and
executive leadership, had been meeting for several years. They had built upon excellent
practices within the hospital and the evaluation was very positive. However, the adult ICU
remained resistant to change, prompting leadership to initiate a comprehensive program to
improve PFCC practices within this highly specialized, highly stressful environment. The goal
of this Practice Inquiry (PI) is to evaluate the aforementioned comprehensive PFCC program.
History Related to Resistant to PFCC in the Target ICU
Several years prior to this impetus within the target ICU, a plan to make the ICU more
patient and family friendly was implemented. It consisted solely of liberalizing visiting hours,
making the visiting hours “open” except during shift changes. As a result, the ICU nurses
embarked on an aggressive campaign to not only rescind the new visiting policy, but to create
even more restrictive visiting hours. This history speaks to the challenge of changing the ICU
culture to create a PFCC environment if a plan is not well conceived and accepted by ICU staffs.
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Conceptual Framework
The PFCC philosophy served as a conceptual framework for this practice inquiry.
According to the Institute for Patient and Family-Centered Care, the PFCC philosophy redefines
relationships in healthcare (Frampton et al., 2008). PFCC approaches health care planning,
delivery, and evaluation in a manner that is grounded in mutually beneficial partnerships among
health care providers, patients, and families. Practitioners who embrace the PFCC philosophy
recognize that families play a vital role in ensuring the health and well-being of patients of all
ages. PFCC practitioners acknowledge that emotional, social, and developmental supports are
integral components of quality health care. Furthermore, PFCC practitioners promote the health
and well-being of individuals and families by restoring their dignity and sense of control
(Frampton et al.).
The Eight Dimensions of Patient and Family Centered Care
Research conducted by the Picker Institute, in conjunction with the Harvard School of
Medicine identified eight dimensions of patient-centered care (Figure 1) (Gerteis, M., et al. &
Picker/Commonwealth Program For Patient-Centered Care, 1993). The terms “patient-centered”
“family-centered” and “patient and family-centered” represent the evolution of the current
philosophy of PFCC. The terms used are synonymous. However, it is generally accepted that
the term “patient and family-centered” is the most inclusive and descriptive of the three and is
therefore preferred (Institute For Patient And Family-Centered Care, 2011). According to
Gerteis et al. (1993), the eight dimensions are:
Respect for patients’ values, preferences and expressed needs. Patients want to be kept
informed about their illnesses, conditions, and treatments. They report a need to be treated as
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individuals. This includes helping patients maintain a sense of identity. Respecting individuality
and restoring autonomy entails consideration for the following: Quality of life, involvement in
decision making, dignity, as well as needs and autonomy.
Coordination and integration of care. Patients report feeling powerless and vulnerable when
faced with illness and hospitalization. Patients identified the following as areas in which
coordination can help reduced these negative feelings: coordination of clinical care, coordination
of ancillary and support services, and coordination of front-line patient care
Information and education. Patients frequently fear important information is being withheld
or that staff are not being completely honest, especially concerning their diagnosis and
prognosis. Patient interviews suggest organizations focus on the following communication items
to improve practice: clinical status, progress and prognosis, process of care, and providing
information to facilitate autonomy and self-care management.
Physical comfort. A patient’s experience is highly impacted by their level of physical
comfort. Of particular importance are the following: pain management, assistance with
activities of daily living (ADLs); and immediate surroundings and environment.
Emotional support and alleviation of fear and anxiety. Fear and anxiety associated with
illness can be as debilitating as the illness itself. Health care providers should specifically pay
attention to anxiety related to physical status, treatments, and the prognosis, anxiety related to the
impact of illness on quality of life and important relationships, and anxiety related to finances.
Involvement of family and friends. Patients are concerned with the role of family and friends
in relation to their illness and with the impact their illness has on family and friends. The
following family dimensions were identified as being especially important to patients: providing
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accommodations for family and friends; involving family and friends in decision making;
providing support for family members as caregivers; and recognition of the needs of family and
friends.
Continuity and transitions. Patients express considerable anxiety regarding their ability to
care for themselves after leaving the hospital. This anxiety can be reduced if staff is able to:
provide information that is detailed yet understandable regarding medications, physical
limitations, and dietary restrictions, etc.; coordinate and plan ongoing treatment and services
prior to discharge; and provide information about access to clinical, social, medical, and financial
support continually.
Access to care. Patients need to know how and where to access care. The following areas are
important to the ambulatory care patient: location of hospitals, clinics, and physician offices;
transportation options; appointment scheduling; specialty services or specialists when referred;
and clear instructions regarding how and when to obtain referrals.
Figure 1. Eight Dimensions of PFCC
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PFCC and Outcomes
PFCC practices improve outcomes related to patient care quality, safety and satisfaction
(Lewin, Skea, Entwistle, Zwarenstein, & Dick, 2001; Pollack & Koch, 2003; Rotter, Hall, &
Kern, 1995; Stewart et al., 2000). A study by DiGioia III, Lorenz, Greenhouse, Bertoty, and
Rocks (2010) reported dramatic improvement in outcomes related to PFCC initiatives within the
trauma department of a university medical center in the eastern US. PFCC practices were
introduced as a series of projects intended to enhance the trauma patient experience from
presentation to discharge. Each project targeted a specific area of patient or family concern. For
example, the first initiative was to improve coordination of care (a dimension of PFCC) to
decrease the time for physicians to clear the patient for cervical spine collar removal. Trauma
protocols mandate that patients who have experienced even minor trauma remain in a cervical
collar until a physician determines it can be removed safely. Patients and family members
frequently express dissatisfaction with the process because the collars are uncomfortable and
restrictive. It would sometimes take many hours or in some cases, days to remove the collar.
The PFCC team created a protocol to guide the trauma team in providing the ideal care
experience for patients and families related to this issue. The intervention consisted of
collaboration between the trauma and radiology departments, which resulted in a decrease in the
time to obtain and read the required x-rays. The intervention resulted in a 50% reduction in time
to cervical spine collar clearance (from an average of 26.5 to 12 hours) and improved patient
satisfaction with the process. Success of the first project led to several additional projects that
resulted in 1) a 14% increase in patient satisfaction with the emergency department, 2) a 13%
increase in satisfaction regarding general trauma inpatient stay, and 3) a 7% increase in patient
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satisfaction with the trauma step-down unit. Staff turnover in trauma care was decreased by
66%, and significant financial savings were also noted.
Information and education are important components of PFCC philosophy. Bailey,
Sabbagh, Loiselle, Boileau, and McVey (2010) found a significant correlation between
informational support and improved satisfaction with care among family members of ICU
patients. Azoulay et al. (2002) also demonstrated that an intervention aimed at improving
comprehension of diagnosis, prognosis, and treatments resulted in a 29.4% (p < 0.001) reduction
in the number of family members with poor comprehension. In addition, family member
satisfaction improved by 3 quartiles (p = 0.01).
Ahrens, Yancey, and Kollef (2003) reported significantly reduced lengths of stay among
patients exposed to a PFCC intervention to improve communication compared to a control
group. Patients who received the PFCC intervention had significantly shorter stays in both the
ICU (6.1 compared to 9.5 days, p = .009) and the hospital (11.3 compared to 16.4 days, p = .03)
compared to controls. For patients exposed to the PFCC intervention, fixed costs were reduced
by $8,520 (p = .006) and variable costs were reduced by nearly $3,000 (p = .007) per patient.
Mortality in those who received the PFCC intervention was also reduced as compared to
controls, although the reduction was not statistically significant.
Studies have shown that visitation, an important need of family members, does not
increase but rather reduces unwanted complications. Fumagalli et al. (2006) demonstrated in a
randomized trial that liberalizing visiting hours in ICUs does not lead to increased septic
complications. Visiting was also shown to reduce cardiovascular complications, probably by
decreasing anxiety. Fumagalli et al. (2006) also measured hormone levels associated with stress
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at admission and at discharge. Patients whose visiting schedules were liberalized showed more
favorable stress hormone profiles demonstrated by significantly lower cortisol and
vanillylmandelic acid urinary excretion levels at discharge as compared to those with liberalized
visitation (p < .001). Prins (1989) found no significant differences in the mean intracranial
pressure (ICP) readings of brain injured patients before, during, or after visits. Van Rompaey et
al. (2009) showed that several environmental risk factors addressed by the philosophy of PFCC
were also risk factors for delirium. These included: isolation (OR 2.89), absence of visits (OR
3.73), absence of visible daylight (OR 2.39), transfer from one unit to another (OR 1.98), and the
use of physical restraints (OR 33.84).
Information sharing and providing adequate information for decision making are essential
components of PFCC. Fumis, Nishimoto, and Deheinzelin (2008) found that family satisfaction
or dissatisfaction correlated well with perceived quality of information received regarding the
cause, consequences, and prognosis of illness while in the ICU (p < .05). Insufficient
information about the consequences of illness was a determining factor of dissatisfaction (OR,
5.67; CI, 2.5-12.7). Bailey, Sabbagh, Loiselle, Boileau, and McVey (2010) also found a
significant positive correlation between satisfaction with care and informational support (r =
0.741, p < .001).
Several studies have reported that PFCC practices improve patient and family
satisfaction. Rolland, Russell, Richards, and Sullivan (2001) measured patient satisfaction
before and after implementation of a liberalized visitation schedule. The new schedule allowed
visitation at any time except between the hours of 1:00 pm and 5:00 pm. A significant
improvement in satisfaction (p < .05) was reported by patients after the implementation. Family
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members also reported improved satisfaction with the new visiting policy (p < .001), while
nurses’ satisfaction was nearly unchanged (3.64 vs. 3.65, p = .976).
Simpson et al. (1996) studied nurses’ beliefs regarding the effects of liberalized visiting.
A majority of the nurses agreed that visiting provides patients WITH emotional support and a
sense of security. Nurses also felt that valuable information could be obtained from family
members. The effect of liberalized visitation on family members was perceived by the nurses to
be beneficial as well (p < .001). The overall perception of nurses regarding liberalized visitation
was that it resulted in improved sense of well-being for patients and was beneficial to visitors.
Conclusion
PFCC practices including meeting the most important needs of family members of ICU
patients have been shown to improve outcomes. PFCC practices improve satisfaction with care,
improve clinical outcomes, decrease adverse events, are not harmful to patients, and are
perceived by nurses as being beneficial to patients and their families. Therefore, meeting the
most important, self-reported needs of family members of ICU patients is a logical first step
toward improving PFCC. The PFCC approaches described above encompass limited PFCC
dimensions. This PI embarks on a multi-disciplinary, multi-faceted comprehensive PFCC
program.
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CHAPTER 3: METHODS
Study Aims
1. To evaluate outcomes of a comprehensive PFCC program in meeting family
members’ needs in an adult ICU
2. To determine the usefulness of specific PFCC program interventions
Design
An exploratory, comparative design was used to evaluate outcomes of a comprehensive
PFCC program for family members of ICU patients. This comprehensive PFCC program involves
a three-stage process. Stage I, Baseline Assessment, involves baseline assessment of family needs
of ICU patients. Stage II, Program Development and Implementation, involves designing the
evidence-based PFCC program as well as conducting the program in the target ICU. Stage III,
Program Evaluation, involves evaluating PFCC program outcomes as well as determining efficacy of
each PFCC intervention. Stages I and II were completed prior to the beginning of this Practice
Inquiry. The focus of this Practice Inquiry is Stage III, Program Evaluation.

Setting
The study was conducted in an adult ICU of a 377-bed, not-for-profit tertiary care
hospital in the southwestern US. The organizational mission of the hospital is to “Provide the
highest quality and most compassionate care for all individuals” and the vision is for “Setting the
standard for excellence in personalized healthcare.” The organization’s values are illustrated by
the “I CARE” statements as follows: 1) Integrity: Unswerving devotion to what is right, honest,
and just; 2) Caring: Genuine concern for those who place their trust in us, 3) Accountability:
Accepting ultimate responsibility for our actions, 4) Respect: Recognition of the inherent value
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and worth of each person by treating them with dignity and courtesy, and 5) Excellence:
Unrelenting and vigorous insistence on the highest standards of performance. This
organizational mission correlated well with the principles espoused by the PFCC philosophy.
Sample
Data were collected from family members of ICU patients and ICU nurses at two distinct
time periods, at baseline and during the evaluation phase.
A convenience sample of family members of ICU patients admitted to the target ICU for
a period of more than 36 hours was eligible. At baseline, approximately 75 surveys were
distributed over a 6-month period, and 22 (29%) were returned. During the evaluation phase, 79
surveys were distributed over a 6-month period, and 27 (34%) were returned. A family member
was defined as an adult, 18 years or older, related to the patient by blood, marriage, adoption, or
nontraditional family relationship, that was considered part of the patient’s support system and
visited while the patient was in the ICU. Although PFCC philosophy and unit guidelines
generally define family as anyone identified as such by the patient or the patient’s legal
surrogate, or anyone considered as being of significance to the patient, for the purposes of the
studies, no one under 18 years of age was invited to participate. The needs of non-adult family
members may differ significantly from those of adults and is certainly an area of inquiry worthy
of study. Instruments used in this study were validated in adults; therefore, Family members less
than 18 years of age were excluded.
Nurses working full-time for at least 6 months in the target ICU were eligible to
participate. At baseline, 167 surveys were mailed to ICU nurses who met inclusion criteria and
the response rate was 39 (23%). During the evaluation phase, 164 surveys were given to eligible
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ICU nurses who attended the mandatory educational intervention on PFCC. Of those, 46 (28%)
were returned.
PFCC Intervention Stage I: Baseline Assessment
In order to create an appropriate comprehensive PFCC intervention in the target ICU, a
baseline assessment was conducted to measure family members’ self-reported needs and the
extent to which they perceived those needs as met. Data from this baseline assessment were
used to guide the program development and were used as the baseline for comparison during the
Program Evaluation Stage (Stage III). Human subject protection approval was obtained from the
Institutional Review Board (IRB) (Protocol #2011-022) of the hospital in which the study was
conducted.
Instruments used for Baseline Assessment
The combined 30-item version of the Critical Care Family Needs Inventory/Needs Met
Inventory (CCFNI/NMI) (Norris & Grove, 1986) (Appendix A) was used to assess the selfreported needs of family members of ICU patients (CCFNI) as well as to the extent to which
they perceived those needs as met (NMI).
The Critical Care Family Needs Inventory. Leske (1991) demonstrated that there are five
domains of needs measured by the CCFNI; these are: Information, Proximity, Assurance,
Support, and Comfort. The domains and associated CCFNI survey items are identified in
Appendix B. This information was used to guide which domains might be targeted by various
proposed interventions. Leske (1991) used the 45-item version of the CCFNI. However, only
those included on the 30-item version of the CCFNI are presented (Appendix B).
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The 5 domains identified by Leske (1991) on the CCFNI are inclusive of the 8
dimensions of PFCC (Figure 1). The suggested relationships between the 5 domains of the
CCFNI and the 8 dimensions of PFCC are illustrated in Figure 2.
Figure 2. Relationships between CCFNI domains and PFCC dimensions

The content validity, construct validity, and reliability of the CCFNI have been
established (Leske, 1991; Maxwell, Stuenkel, & Saylor, 2007). Construct validity was addressed
through factor loading, and total Cronbach’s alpha was reported at .96 (Leske, 1991).
The Needs Met Inventory. The Needs Met Inventory was developed from the CCFNI
(Molter, 1979). The reliability of the NMI has been established (Cronbach’s alpha of .93)
(Maxwell, Stuenkel, and Saylor, 2007). Research by Maxwell, Stuenkel, and Saylor (2007)
demonstrated significant differences in the perceptions of needs and needs met between nurses
and family members using the CCFNI/NMI. During the Baseline Assessment Stage of this
study, ICU nurses were also asked to complete the CCFNI/NMI survey to determine if family
needs and needs met were perceived differently among nurses and family members of ICU
patients. Surveys were mailed to the homes of ICU nurses who were eligible to participate.
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Results from the baseline assessment were disseminated to ICU nurses as part of an educational
intervention described in the Program Development and Implementation Stage (Stage II).
Baseline Assessment Results
At baseline, 75 surveys were given to family members, and 22 (29%) were returned. A
total of 167 surveys were mailed to ICU nurses, and 39 (23%) were returned.
Critical Care Family Needs Inventory. Data pertaining to needs assessment from family and
nurses are presented in Table 1. Statistically significant differences between family and nurse
responses on the CCFNI were demonstrated for 13 items.
Nurses rated the importance of 27 of the 30 items (90%) as being less important than
family members ranked them. Of the 27 items undervalued by nurses, 13 (48%) were
undervalued significantly. Of the top 10 needs ranked as most important by family members,
nurses and family members’ responses differed significantly on eight (80%). Nurses rated all
eight items as being significantly less important than did family members.
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Table 1. Baseline Assessment using CCFNI
Family
n=22
mean
4.00

RN
n=39
mean
3.70

t

P

2.32

0.02*

Information

7. To know why things were done for the patient

4.00

3.74

3.22

0.02*

Information

8. To know exactly what was being done for the patient

4.00

3.66

3.62

0.01*

Information

11. To be told about transfer plans
13. To be assured that the best possible care was being given to
the patient
25. To receive information about the patient once a day

4.00

3.61

4.72

0.00*

Proximity

4.00

3.81

2.49

0.02*

Assurance

4.00

3.68

3.72

0.01*

Proximity

26. To have questions answered honestly

4.00

3.84

2.63

0.01*

Assurance

29. To know specific facts about the patient’s condition

4.00

3.57

4.74

0.00*

Assurance

20. To know the prognosis

3.95

3.89

0.73

0.47

Assurance

27. To feel that hospital personnel cared about the patient

3.95

3.82

1.72

0.15

Assurance

10. To see the patient frequently

3.90

3.43

3.88

0.00*

Proximity

17. To talk with the nurse each day

3.90

3.81

0.81

0.42

Proximity

30. To have explanations given in terms that are understandable

3.90

3.82

0.90

0.37

Assurance

14. To be called at home about changes in the patient’s condition

3.88

3.23

3.33

0.02*

Proximity

2. To talk to the doctor every day
24. To have visiting hours or restrictions changed for special
conditions
22. To feel there was hope

3.85

3.78

0.49

0.62

Information

3.85

3.75

0.86

0.39

Proximity

3.75

3.59

1.08

0.28

Assurance

12. To know about the types of staff taking care of the patient

3.70

3.18

2.75

0.01*

Information

1. To feel accepted by the hospital staff

3.65

3.27

1.80

0.08

Comfort

6. To have visiting hours start on time

3.55

3.00

2.03

0.05*

Proximity

28. To be told about other people who could help with problems

3.55

3.35

1.05

0.30

Support

21. To have explanations of the environment before going in

3.53

3.38

0.83

0.41

Support

23. To have a specific person to call at the hospital when not there

3.50

3.41

0.39

0.70

Information

9. To have someone concerned with the family member’s health

3.45

3.42

0.17

0.86

Support

16. To help with the patient’s physical care

3.42

2.86

2.26

0.03*

Information

5. To have directions regarding what to do at the bedside

3.35

3.42

0.36

0.72

Support

18. To talk about the possibility of the patient’s death

3.35

3.65

0.93

0.26

Support

15. To have friends nearby for support

3.21

3.03

0.77

0.40

Support

4. To talk about feelings

3.20

2.84

1.53

0.13

Support

19. To have a telephone in the waiting room

3.20

3.36

0.60

0.55

Comfort

CCFNI Question
3. To know how the patient was being treated

Domain

*(p < .05) Data are presented in rank order of families’ responses. When the mean scores for
needs items are the same, items are listed in the order they appeared on the survey.
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Family members’ and nurses’ responses were in agreement on only 2 (20%) of the top 10
needs. Items they agreed upon were numbers 20, “to know the prognosis”, and 27, “to feel that
hospital personnel cared about the patient”. Although mean scores differed significantly, family
members and nurses had 6 items (60%) in common on their top 10 lists. These were “To know
how the patient was being treated” (Families ranked #1, Nurses ranked #10), “To know why
things were done for the patient” (Families ranked #2, Nurses ranked #9), “To be assured that
the best possible care was being given to the patient” (Families ranked #5, Nurses ranked #5),
“To have questions answered honestly” (Families ranked #7, Nurses ranked #2), “To know the
prognosis” (Families ranked #9, Nurses ranked #1), and “To feel that the hospital personnel
cared about the patient” (Families ranked #10, Nurses ranked #3).
Needs Met Inventory. Data pertaining to assessment of family members’ needs met from
family and nurses are presented in Table 2. Statistically significant differences between family
and nurses responses were demonstrated for 21 of 30 items (70%) on the NMI. For all 21 items,
family members reported their needs were met to a greater extent than did nurses. Of the 10
items ranked highest by family members on the NMI, 9 (90%) were ranked significantly
different by nurses on the NMI. In all instances, nurses’ perceptions of needs having been met
were lower than those of family members. The single item ranked as more completely met by
nurses than by family members was item 18, “to talk about the possibility of the patient’s death.”
Family members’ and nurses’ perceptions of needs as having been met did not differ
significantly for only one of the top-ten items on the CCFNI, “To receive information about the
patient once per day”. These findings suggest that nurses underestimate their ability to meet the
needs of family members.
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Table 2. Baseline Assessment using NMI
Family
n=22
mean

RN
n=39
mean

t

P

Domain

10. To see the patient frequently

3.85

2.97

5.24

0.00*

Proximity

19. To have a telephone in the waiting room

3.81

3.76

0.38

0.71

Comfort

17. To talk with the nurse each day

3.80

3.69

0.83

0.41

Proximity

6. To have visiting hours start on time

3.72

2.71

5.71

0.00*

Proximity

26. To have questions answered honestly

3.71

3.11

3.40

0.00*

Assurance

24. To have visiting hours or restrictions changed for special
conditions

3.67

3.40

1.28

0.21

Proximity

1. To feel accepted by the hospital staff

3.63

3.03

3.35

0.00*

Comfort

20. To know the prognosis

3.58

2.89

3.03

0.00*

Assurance

25. To receive information about the patient once a day

3.58

3.36

1.22

0.23

Proximity

27. To feel that hospital personnel cared about the patient

3.57

3.19

2.02

0.05*

Assurance

30. To have explanations given in terms that are understandable

3.57

2.92

3.51

0.00*

Assurance

11. To be told about transfer plans

3.56

3.12

2.10

0.04*

Proximity

29. To know specific facts about the patient’s condition

3.48

2.86

3.42

0.00*

Assurance

13. To be assured that the best possible care was being given to
the patient

3.47

2.94

2.63

0.01*

Assurance

3. To know how the patient was being treated

3.45

2.97

2.69

0.01*

Information

7. To know why things were done for the patient

3.45

2.86

3.31

0.00*

Information

8. To know exactly what was being done for the patient

3.45

2.81

3.96

0.00*

Information

22. To feel there was hope

3.45

2.86

3.22

0.00*

Assurance

9. To have someone concerned with the family member’s health

3.37

2.63

3.94

0.00*

Support

12. To know about the types of staff taking care of the patient

3.30

2.73

2.81

0.01*

Information

16. To help with the patient’s physical care
23. To have a specific person to call at the hospital when not
there
4. To talk about feelings

3.29

2.46

3.53

0.00*

Information

3.29

2.79

1.71

0.09

Information

3.28

2.43

3.68

0.00*

Support

14. To be called at home about changes in the patient’s condition

3.27

2.82

1.52

0.14

Proximity

28. To be told about other people who could help with problems

3.24

2.69

2.17

0.03*

Support

15. To have friends nearby for support

3.18

2.53

2.83

0.01*

Support

2. To talk to the doctor every day

2.95

2.72

1.05

0.3

Information

5. To have directions regarding what to do at the bedside

2.95

2.56

1.97

0.05*

Support

21. To have explanations of the environment before going in

2.89

2.54

1.34

0.19

Support

18. To talk about the possibility of the patient’s death

2.71

2.78

0.17

0.87

Support

Questions on the NMI

(*P < .05) Data are presented in rank order of families’ responses. When the mean scores for
needs met items are the same, items are listed in the order they appeared on the survey.
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Although the mean scores differed significantly between family members and nurses,
80% (8) of the top 10 needs family members ranked as met most completely were also on nurses
list of top 10 needs met. These were “To see the patient frequently” (Families ranked #1, Nurses
ranked #9), “To talk with the nurse each day” (Families ranked #3, Nurses ranked #2), “To have
questions answered honestly (Families ranked #5, Nurses ranked #7), “To have visiting hours or
restrictions changed for special conditions” (Families ranked #6, Nurses ranked #3), “To feel
accepted by the hospital staff” (Families ranked #7, Nurses ranked #8), “To receive information
about the patient once a day” (Families ranked #9, Nurses ranked #4), and “To feel that hospital
personnel cared about the patient” (Families ranked #10, Nurses ranked #5).
Four (40%) of the top 10 needs family members considered most important on the
CCFNI were also ranked in the top-ten most frequently met on the NMI. These were related to
the domains of Proximity and Assurance. Six (60%) of the top-ten needs family members
considered of the highest importance were not ranked in the top-ten most frequently met
according to the NMI; these were related to Information, Assurance and Proximity.
Baseline Assessment Conclusions
Nurses’ and family members’ mean scores related to their assessments of needs and
needs met differed significantly. Nurses significantly undervalued many of the needs family
members ranked as important. However, they also significantly underestimated the extent to
which needs were met. These results were consistent with those found by Maxwell, Stuenkel,
and Saylor (2007).
Nurses’ and family members’ top 10 lists of needs and needs met showed a high level of
agreement at baseline. Nurses included 6 (60%) of family members’ top 10 needs in their top 10
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needs list, and included 8 (80%) of family members top 10 needs met in their top 10 list. These
results suggest that at baseline, family member and nurse perceptions regarding the top 10 family
needs and the top 10 needs met shared some commonalities concerning specific items.
Among eight of the top-ten needs reported by family members, three were in the domain
of Information, three were in the domain of Assurance, and two were in the domain of Proximity
to the patient. None of the top needs for information were perceived as having been met,
whereas 40% of the top-ten needs related to Assurance and half (50%) of the top 10 needs for
Proximity were perceived as having been met. In addition, nurses significantly undervalued
100% needs related to information, 60% of the needs related to assurance, and 50% of the topten needs related to proximity.
The data from baseline assessment therefore suggested that the greatest opportunity for
improvement lay primarily in the domain of Information, followed by the domains of Assurance
and Proximity. Therefore, meeting family members’ needs for Information, Assurance, and
Proximity were set as priorities for the PFCC program. ICU nurses are a primary resource for
and best positioned to meet the majority of family members’ needs. The implications of this
baseline assessment are that nurses require education in assessing the needs of family members
and greater understanding of their role in meeting those needs.
PFCC Intervention Stage II: Program Development and Implementation
A multi-disciplinary PFCC task force (PFCC-TF) was formed to design and implement
an evidence-based PFCC program in the ICU. Participants included representatives from ICU
staff and members of the multidisciplinary care team, administrative leadership, marketing,
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Donor Network of Arizona, hospital volunteers, chaplaincy, and members of the hospital-wide
PFCC council.
Specific Interventions and Associated PFCC Dimensions
The 10, agreed upon interventions of the PFCC program included: ICU Nurses’
Education, Language, Volunteers, Gaining Entrance to the ICU, Computers, Welcome Packets,
Written Materials, Signage and Way-finding, Library and Librarian Services, and Family
Presence Guidelines. Each specific PFCC intervention will be described along with its relevance
to the 5 domains of the CCFNI and the 8 dimensions of PFCC. The relationship between the 5
domains of the CCFNI, the 8 dimensions of PFCC and the specific PFCC program interventions
is shown in Table 3.
ICU nurses’ education. Results from the baseline assessment were used to design the
educational intervention for ICU nurses. This intervention was conducted in several, mandatory,
hour-long education sessions. The aim of this intervention was to educate the nurses concerning
the following: 1) The most important needs of the family members of patients treated in the
target ICU, 2) Whether or not those needs were perceived as met, 3) The degree to which nurses’
and family members’ perceptions of needs and needs met differed or were in agreement. In
addition, the presentation detailed how the data were used to design the PFCC Program. The
goal of this educational intervention was to foster a greater degree of acceptance of the PFCC
program and its specific, evidence-based interventions. This intervention supports all
dimensions of PFCC by educating nurses regarding their role in the practice.
The education intervention included background information regarding the CCFNI/NMI
instruments. An interactive exploration of the 5 domains of needs, whereby nurses were asked to
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associate several items from the instrument to their respective domains, served to encourage
dialogue. Nurses frequently expressed surprise at the number of items they thought were related
to the need for Information, but were actually in the Domains of Proximity and Assurance. For
example: “To know the prognosis” and “To know specific facts about the patient’s condition”,
item numbers 20 and 29 respectively, were almost universally believed to be in the domain of
Information, while in fact they are Assurance needs. In addition, many participants were
surprised to learn that item 14, “To be called at home about changes in the patient’s condition”
fulfilled a need in the domain of Proximity.
Table 3. The Relationship between Domains, Dimensions, and Interventions
CCFNI
Domain

INFORMATION

PROXIMITY

PFCC
Dimension

Information &
Education

Family &
Friends

Continuity
&
Transition

Coordination
of Care

Access
to Care

Emotional
Support

Patients’
Preference

Physical
Comfort

X

X

X

X

X

X

X

X

ASSURANCE

SUPPORT

COMFORT

PFCC
Intervention
ICU Nurses’
Education
Language
Volunteers

X
X

Gaining
Entrance to
the ICU
Computers
Welcome
Packet
Written
Materials
Signage &
Way-finding
Library &
Librarian
Services
Family
Presence
Guidelines

X

X

X

X
X

X

X

X

X

X

X

X

X

X

X

X

X

X

X
X

X

X

X
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A chart depicting family members’ top 10 needs at baseline, together with nurses’
ranking of those same needs was presented and is shown in Figure 3. Data were presented as
charts for ease of understanding and visual impact. Many nurses expressed a sense of hope after
reviewing these data. Many expressed sentiments similar to one nurse who said, “The numbers
were not as bad as I thought they would be”.
Figure 3. Family – Nurse Top 10 Needs Comparison at Baseline

4
3.5
3
2.5
2
Family

1.5

1

ICU RN

0.5
0

*Denotes statistically significant differences, p<.05
A similar chart depicting nurses’ and family members’ perceptions of the degree to which
the top 10 needs were perceived as met, Figure 4, was also presented. Upon viewing these data,
nurses frequently responded with comments such as “We are our own worst critics” or with
similar remarks.
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Figure 4. Family – Nurse Top 10 Needs Perceived as Met

*Denotes statistically significant differences, p<.05
Data comparing family members’ top 10 needs and top 10 needs met, which
demonstrated that 4 (40%) of the top 10 needs reported by family members were also listed in
their top 10 list of needs met, were presented. These included item numbers 25) To receive
information about the patient once a day; 26) To have questions answered honestly; 20) To know
the prognosis; and 27) To feel that hospital personnel cared about the patient. The data
illustrated that at baseline, family members ranked their most important needs as met to a
significantly greater degree than did nurses.
The 6 (60%) needs ranked most important by family members that were not listed in the
top 10 needs met were also discussed. Nurses, guided by the presenter, identified the domains
under which the items resided and explored methods for meeting those needs. For example,
family members want “To be assured that the best possible care was being given to the patient”.
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Several scripts were explored that might meet this need, depending upon the patient’s condition.
These included emphasizing the qualifications of the staff, the facility’s affiliation with a world
renowned Neurosurgical group, or status as a level one trauma center and primary stroke center.
Also, nurses were encouraged to explain to families that if there was a treatment the patient
needed that could not be provided on site, that transfer plans would be arranged to make certain
the patient received any and all treatments deemed necessary.
Baseline data were presented showing that the majority of the top 10 needs met was in
the domains of Proximity (50%), Assurance (30%), and Comfort (20%). In addition, nurses
were apprised of the fact that the top 10 needs of family members were in the domains of
Assurance (50%), Information (30%), and Proximity (20%) and that those were the domains
targeted most heavily for intervention.
The program interventions were described in detail as well as their intended outcomes,
i.e. which need was felt to be targeted by each. This served also to inform nurses of external
resources available to family members from sources other than the ICU nurse. This intervention
was aimed at helping nurses to assess the needs of individual family members and to identify
available resources for meeting those needs. Providing available external resources may relieve
nurses’ burden of meeting family members’ needs while trying to coordinate care for a critically
ill or injured patient.
The education program concluded with a brief overview of the proposed evaluation phase
and with assurances that necessary adjustments would be made to the program based upon the
results, followed by a Question and Answer period.
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Language. According to Frampton et al. (2008) “Communicating effectively with patients
and families is a cornerstone of providing quality health care.” For this reason, many common
terms and phrases were revised to include language considered more inclusive of family
members. Family members often perceive the ICU “waiting room” as a place where they must
wait to be permitted to “visit” their loved one. Family Waiting Room was changed to Family
Lounge to convey the image of a place where family members can rest, meet with other family
and friends, or escape the intensity of the patient room. The terms “visitor” and “visit” diminish
the valuable role families play in overall patient care. Therefore, in all printed materials
including the ICU brochure, signage, and even the hospital website, “visit” was changed to
“family presence”. In addition, printed materials and signage that formerly enumerated the ICU
“rules” were replaced with materials using the term “guideline” to reflect the concept that care is
individualized to meet the needs of patients and family members. In the past, visitors often had
to justify their role in the “family” or even feign familial ties to gain access to patients.
Therefore, a new definition of family was created to reflect the importance of non-traditional and
non-biological relationships important for patients’ support systems. This new definition was
conveyed on posters in the ICU halls. This intervention supports the PFCC dimension of
emotional support.
Volunteers. The hospital has a very active volunteer workforce. The Volunteers Supervisor
made a commitment to provide trained personnel to attend to both of the ICU family lounges
daily during normal business hours. The volunteers care for the area, keep it clean and orderly,
brew coffee and tea, and assist family members in gaining access to the unit. The hospital
volunteers provide information to patients and family members regarding hospital services, local
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restaurants, hotels, churches, and a variety of other topics. The ICU volunteers were also trained
to assist family members to access the computers in the family lounges, and also in
disseminating information regarding changes occurring within the unit and the philosophy of
PFCC. The presence of a human being able to provide information and support is highly valued
by customers in any area of business, including families of critically ill or injured patients. The
aim of the intervention is to meet family members’ needs in the PFCC dimensions of information
and education, emotional support, family and friends, and physical comfort.
System for gaining entrance to the ICU. The process to gain entrance to the unit was
streamlined and simplified. The original entrance system consisted of a call button shared by 5
ICUs. Staff often did not want to answer the buzzer because they did not know if the visitor was
coming to their unit. Frequently, the person answering the buzzer had to call another unit to
determine if the family member could enter to see the patient. This created time delays for staff
and frustration for family. A new system was created whereby family could access the specific
unit using a pre-programmed phone at the ICU door, speeding up the process. This intervention
was aimed at meeting needs in the PFCC dimensions of family and friends.
Computers in the family lounges. Computers were installed in both of the ICU family
lounges. The computers were linked to the hospital and ICU-USA websites. The ICU-USA
website contains detailed information about the ICU experience including the equipment and
personnel that may be encountered in the ICU environment. Information is provided regarding
patients’ and family members’ rights and responsibilities, questions to ask the health care team,
how to deal with uncertainty and even what to expect at transfer. The website is sponsored by
both the American Association of Critical Care Nurses (AACN) and the Society of Critical Care
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Medicine (SCCM). Detailed instructions for using the computers and what to do in case of
malfunction were framed and placed at the computer stations. Volunteers were also trained to
use the computers and navigate the websites to assist family members when necessary. This
intervention was aimed at meeting family members’ needs in the PFCC dimensions of
information and education, and emotional support.
Welcome Packet. Many of the written materials developed by the PFCC-TF, such as the ICU
brochure and the “Get to Know Me” form described below were included in a welcome packet.
Volunteers in the waiting room or nurses at the bedside provided a packet for each patient. The
welcome packet consists of a clear plastic accordion folder containing useful information for the
patient and family including a map of the hospital, the ICU brochure, a brochure about the
Caring Bridges program, and information regarding the library and librarian services. The
welcome packet was originally conceived of by the hospital-wide PFCC Council and was
implemented for all inpatients entering the hospital through the admitting department. Since its
inception in the inpatient population, the welcome packet has consistently been ranked highly by
patients and families on satisfaction surveys.
The primary function of the welcome packet is to present the patient and family with
important initial information, and to provide a safe place to store additional information received
during hospitalization. Other items included in the welcome packet were: a pad of paper and a
pencil, hand sanitizer, and mints as these were suggested by members of the hospital-wide PFCC
Council as being helpful to family members. The welcome packet is intended to meet needs in
the PFCC dimensions of information and education, as well as continuity and transitions.
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Printed materials. A brochure was created to help explain the ICU environment, describe
ways family members can help, offer guidelines for family presence in the ICU, list amenities in
the hospital including chaplaincy and librarian services, and describe the members of the
interdisciplinary team (Appendix C).
A “Get to Know Me” form was provided for each patient and given to a family member
to complete (Appendix D). The form is intended to involve family members in patient care by
providing important information to improve patient comfort and assists staff in caring for the
patient. The form is also used to identify the family spokes person, or person to whom the ICU
staff can refer questions regarding the patient. The spokesperson is updated and then
disseminates information among other family members.
The printed materials were aimed at meeting needs in the PFCC dimensions of
information and education, family and friends, patients’ preferences, emotional support, and
continuity and transitions.
Signage and way-finding. New signage was created and installed in the ICU family lounges.
These bold signs and posters contain information detailing the Family Presence Guidelines for
the ICU (Appendix E) as well as the unit philosophy regarding PFCC. In addition, a poster
entitled, “Who May Visit?” was created and displayed to reinforce the concept that a family
member is anyone the patient or their legal surrogate defines as such.
Signage in the family lounges, within the unit, and around the library was changed to
improve way-finding for family members. A team of volunteers, mostly staff family members,
were asked to look at the signage and make suggestions for improvement. Scenarios were
presented in which they were to find a patient with and without a room number, ascertain the
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location and hours of the cafeteria, and several other locations throughout the hospital. We also
had them look up specific information using the hospital and ICU-USA websites. Their input
resulted in several important changes including: 1) signs within the unit were repositioned to
ease way-finding; 2) additional signs were installed in the family lounges to indicate the location
of restrooms, and to provide instructions for gaining access to the unit, and use of the computers
3) signage for the hospital library was made more prominent as many of the volunteers walked
past it without finding it. These interventions were aimed at meeting needs related to PFCC
dimensions of information and education, family and friends, and emotional support.
Library and Librarian services. Information about and directions to the on-site library was
included in the brochure as well as in the welcome packet. The librarians also provided a form
in the welcome packet for patients or family members to request information regarding specific
injuries, conditions or procedures. The form is intended to inform family members of the library
service. The librarians offer to research the desired topics and return the information to the
patient’s bedside or to the family members in the family lounge.
In addition, family members were provided a brochure about Caring Bridges. Caring
Bridges is a cost-free service that allows family members to create an individualized web page
for the patient. The Caring Bridges site is frequently used to update family and friends outside
the hospital regarding the patient’s condition. It can also be used as a repository for friends and
family to post condolences, well-wishes, prayers, and photos of the patient. Computers located
in the library contain a link to the Caring Bridges site and Librarians are able to assist with the
process. These interventions aimed to meet needs related to the PFCC dimensions of
information and education, family and friends, emotional support, and continuity and transition.
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Family Presence Guidelines. Family Presence Guidelines (Appendix D) were developed to
inform family and to set reasonable expectations for proximity to the patient. Posters containing
the guidelines were mounted in each of the two Family Lounges and the same information was
included in the brochure. Visiting hours were liberalized to include family presence at any time
and by anyone defined by the patient or surrogate as family. Family presence was described as
being governed by individualized patient assessment and consideration for the needs of the
patient, family, and to a lesser extent, the staff. The intervention targets the PFCC dimensions of
family and friends, emotional support, and patients’ preferences.
Summary
The interventions, presented in Table 3, focused most heavily on the domains of
Information, Assurance, and Proximity which baseline data indicated were most important. As
a result, all of the 8 dimensions of PFCC were addressed by the 10 interventions of the PFCC
program. The dimensions of Information and Education, Emotional Support, and Family and
Friends were best represented by the interventions. The dimensions of Access to Care and
Coordination of care were least represented. The ICU Nurses’ Education intervention was
thought to support all the PFCC dimensions by educating nurses regarding their role in the
practice. The relationship between the 5 domains of the CCFNI, the 8 dimensions of PFCC and
the specific PFCC program interventions is also shown in Table 3.
PFCC Intervention Stage III: Program Evaluation – Practice Inquiry
This section describes the Evaluation stage of the PFCC project, the focus of this Practice
Inquiry. In this stage, outcomes of a comprehensive PFCC program in meeting family members’
needs were evaluated using the 30-item version of the CCFNI/NMI employed in the Baseline
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Assessment Stage. In addition, 10 questions were designed to evaluate the usefulness of each
specific intervention (Appendix F).
Procedures
The Principle Investigator, unit Charge Nurses, and the unit Social Worker recruited
participants from among visitors in each of the two ICU waiting rooms and inside patient rooms.
Subjects who met inclusion criteria and agreed to participate were given the CCFNI/NMI survey
in English (Appendix A) or Spanish according to their preference. A literature search did not
produce a validated Spanish version of the CCFNI/NMI survey instrument. Therefore, the
Director of Interpreter Services, employed by the hospital, was asked to translate the English
version of the instrument into Spanish. Subjects were given a choice as to which version they
preferred. Approximately 5 surveys in Spanish language were distributed; none were returned.
The participants were also given the 10-item questionnaire designed to measure the usefulness of
specific program interventions (Appendix F) in English or Spanish as desired. A postage-paid,
return envelope addressed to the Quality Enhancement Services Department was provided. No
personal identifiers were collected on the surveys. Consent occurred when the participant
voluntarily chose to complete and return the survey.
The CCFNI/NMI survey was mailed to the homes of ICU nurses working full-time for at
least 6 months in the target ICU. A postage-paid, return envelope addressed to the Quality
Enhancement Services Department was provided. No personal identifiers were collected on the
surveys. Consent occurred when the participant voluntarily chose to complete and return the
survey. Nurses were asked if they completed the educational intervention in which the baseline
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assessment results were presented. This information was used to evaluate the effectiveness of
the educational intervention for nurses.
Approval was obtained from the Institutional Review Boards of the hospital as well as the
University of Arizona prior to data collection.
Statistics
Data were analyzed using descriptive and inferential statistics. Statistical analyses were
performed using Predictive Analytical Software (PASW) formerly SPSS. Itemized and group
means scores were calculated for the CCFNI and NMI items. Mean scores of CCFNI and NMI
items from Baseline Assessment Stage were compared using the t test for independent groups,
assuming heterogeneity of variance. Levene’s test was conducted for each item to determine the
degree of variance between group responses. If Levene’s test was statistically significant,
homogeneity of variance was assumed to have been violated for the individual item and the p
value listed under “Equal Variance NOT Assumed” was utilized. Significance level was set at p
< .05.
Comparisons were made between groups at the evaluation stage, using the MannWhitney U statistic. The Mann-Whitney U was chosen over the Student’s t test because it is a
more robust statistic in the setting of non-parametric data. The comparisons are as follows: 1)
Family Members – Nurses post intervention, and 2) Family Members – Family Members pre and
post intervention.
Rank order was used when comparing baseline data to those obtained in the evaluation
stage.
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CHAPTER 4: RESULTS
During the evaluation phase, a total of 73 surveys were collected, 46 from ICU nurses
and 27 from family members. One hundred and sixty-four surveys were distributed to nurses
and 46 (28%) were returned. All nurses who completed a survey had also completed the
required education intervention where baseline assessment data were presented. Approximately
79 surveys were given to family members, and 27 (34%) were returned.
Family Members – Nurses Comparison Post Intervention
Critical Care Family Needs Inventory
Data pertaining to needs assessment from family and nurses are presented in Table 4.
Statistically significant differences between family and nurse responses on the CCFNI were
demonstrated for 18 items, compared to 13 items at baseline.
Nurses’ mean scores for all 30 items (100%) were higher than family members’ scores.
Of the 30 items, 18 (60%) nurses’ mean scores were significantly than those of family members.
Family members’ and nurses’ responses were in agreement on 2 (20%) of the top 10 needs.
Items they agreed upon were numbers 5 “To have directions regarding what to do at the
bedside”, and 30 “To have explanations given in terms that are understandable”. At baseline,
nurses’ mean scores for 27 items were lower than family members ranked them and 13 (48%)
were significantly lower.
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Table 4. Family – Nurse Post Intervention Assessment using CCFNI

CCFNI Question
20. To know the prognosis
26. To have questions answered honestly
29. To know specific facts about the patient’s condition
5. To have directions regarding what to do at the bedside
10. To see the patient frequently
28. To be told about other people who could help with
problems
30. To have explanations given in terms that are
understandable
27. To feel that hospital personnel cared about the patient
3. To know how the patient was being treated
15. To have friends nearby for support
22. To feel there was hope
7. To know why things were done for the patient
13. To be assured that the best possible care was being given
to the patient
1. To feel accepted by the hospital staff
9. To have someone concerned with the family member’s
health
17. To talk with the nurse each day
12. To know about the types of staff taking care of the patient
2. To talk to the doctor every day
25. To receive information about the patient once a day
8. To know exactly what was being done for the patient
18. To talk about the possibility of the patient’s death
23. To have a specific person to call at the hospital when not
there
16. To help with the patient’s physical care
6. To have visiting hours start on time
14. To be called at home about changes in the patient’s
condition
21. To have explanations of the environment before going in
4. To talk about feelings
19. To have a telephone in the waiting room
11. To be told about transfer plans
24. To have visiting hours or restrictions changed for special
conditions

Post
Family
Mean
n=27
24.50
24.50
24.50
24.43
24.26
24.10

Post
Nurse
Mean
n=47
32.01
33.77
32.60
34.08
31.21
27.98

Z

P

Domain

3.57
2.74
3.30
1.67
3.68
4.18

0.00*
0.01*
0.00*
0.09
0.00*
0.00*

Assurance
Assurance
Assurance
Support
Proximity

23.87

35.97

0.77

0.44

23.83
23.63
23.60
23.42
23.26
23.26

33.77
32.49
33.02
32.95
32.67
34.46

2.23
3.16
2.00
1.64
2.93
1.96

0.03*
0.00*
0.05*
0.10
0.00*
0.05*

Assurance
Information
Support
Assurance
Information

23.19
23.04

32.12
36.86

2.83
0.20

0.01*
0.84

Comfort

22.60
22.56
22.46
22.44
22.35
21.81
21.62

31.49
31.22
38.50
35.07
32.56
33.13
35.96

2.72
3.02
1.15
1.45
2.37
2.03
0.33

0.01*
0.00*
0.25
0.15
0.02*
0.04*
0.74

Proximity
Information
Information
Proximity
Information
Support

21.46
21.41
21.36

30.21
38.23
32.33

3.07
0.70
2.35

0.00*
0.49
0.02*

Information
Proximity

21.17
20.62
20.50
20.48
20.14

34.27
36.70
38.46
31.38
38.48

1.33
0.11
1.43
2.78
1.32

0.18
0.91
0.15
0.01*
0.19

Support
Support
Comfort
Proximity

Support
Assurance

Assurance

Support

Information

Proximity

Proximity

(*P < .05) Data are presented in rank order of families’ responses. When the mean scores for
needs items are the same, items are listed in the order they appeared on the survey.
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The rank order of items on the CCFNI as reported by family members and nurses before
and after the intervention is presented in Table 5. Family members’ top 10 lists had 5 items in
common at baseline and after implementation. These were items 3) To know how the patient
was being treated; 26) To have questions answered honestly; 29) To know specific facts about
the patient’s condition; 20) To know the prognosis; and 27) To feel that hospital personnel cared
about the patient. Nurses’ top 10 lists had 4 items in common at baseline and after the
intervention. These were items 30) To have explanations given in terms that are understandable;
13) To be assured that the best possible care was being given to the patient; 2) To talk to the
doctor every day; and 24) To have visiting hours or restrictions changed for special conditions.
While family members and nurses had 6 top 10 items in common at baseline (3 To know how the
patient was being treated, 7) To know why things were done for the patient, 13) To be assured
that the best possible care was being given to the patient, 20) To know the prognosis, 26) To
have questions answered honestly, and 27) To feel that hospital personnel cared about the
patient, they had only one in common after implementation. The item in common after
implementation was number 30) To have explanations given in terms that are understandable. A
comparison of the nurses top 10 list after implementation to family members list at baseline
demonstrated only two items, 13) To be assured that the best possible care was being given to the
patient, and 25) To receive information about the patient once a day. The most consistent need
among all groups was item number 13, “To be assured that the best possible care was being
given to the patient”.
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Table 5. Items by Rank Order Family-Nurse before and after Intervention
Rank
Order

Item # Family
Pre Intervention

Item # Nurse
Pre Intervention

Item # Family
Post Intervention

Item # Nurse
Post Intervention

1

3

20

20

2

2

7

26

26

24

3

8

27

29

19

4

11

30

5

6

5

13

13

10

9

6

25

17

28

4

7

26

2

30

30

8

29

24

27

23

9

20

7

3

25

10

27

3

15

13

11

10

25

22

21

12

17

8

7

5

13

30

18

13

26

14

14

11

1

27

15

2

22

9

18

16

24

29

17

15

17

22

10

12

22

18

12

5

2

7

19

1

9

25

29

20

6

23

8

8

21

28

21

18

3

22

21

19

23

14

23

23

28

16

1

24

9

1

6

20

25

16

14

14

17

26

5

12

21

11

27

18

15

4

12

28

15

6

19

10

29

4

16

11

16

30

19

4

24

28
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Needs Met Inventory
Data pertaining to assessment of family members’ needs met from family and nurses are
presented in Table 6. Statistically significant differences between family and nurses responses
were demonstrated for 21 of 30 items (70%) on the NMI. For 20 of the 21 items, family
members mean scores were lower than nurses. Of the 10 items ranked highest by family
members on the CCFNI, 8 (80%) were ranked significantly different by nurses on the NMI. In
seven instances, nurses’ perceptions of needs having been met were higher than those of family
members. These findings starkly contrast those found at baseline, where family members
reported their needs were met to a greater extent (P< 0.05) on 21 of the 30 items, and nurses
significantly underestimated their ability to meet the needs of family members on 8 (80%) of the
top 10 items on the CCFNI.
The single item ranked as more completely met by family members than by nurses was
item 30, “To have explanations given in terms that are understandable.” Family members’ and
nurses’ perceptions of needs as having been met did not differ significantly for 2 (20%) of the
top-ten items on the CCFNI, “to have directions regarding what to do at the bedside” and “to be
told about other people who could help with problems”.
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Table 6. Family – Nurse Post Intervention Assessment using NMI

Question NMI

30. To have explanations given in terms that are understandable
29. To know specific facts about the patient’s condition
5. To have directions regarding what to do at the bedside
13. To be assured that the best possible care was being given to
the patient
12. To know about the types of staff taking care of the patient
2. To talk to the doctor every day
7. To know why things were done for the patient
21. To have explanations of the environment before going in
26. To have questions answered honestly
25. To receive information about the patient once a day
3. To know how the patient was being treated
8. To know exactly what was being done for the patient
27. To feel that hospital personnel cared about the patient
9. To have someone concerned with the family member’s health
10. To see the patient frequently
1. To feel accepted by the hospital staff
20. To know the prognosis
6. To have visiting hours start on time
22. To feel there was hope
15. To have friends nearby for support
18. To talk about the possibility of the patient’s death
23. To have a specific person to call at the hospital when not there
24. To have visiting hours or restrictions changed for special
conditions
28. To be told about other people who could help with problems
17. To talk with the nurse each day
14. To be called at home about changes in the patient’s condition
4. To talk about feelings
16. To help with the patient’s physical care
11. To be told about transfer plans
19. To have a telephone in the waiting room

Post
Family
Mean
n=27

Post
Nurse
Mean
n=47

Z

P

Domain

26.50
25.98
25.25

25.79
26.68
30.70

4.27
3.46
1.86

0.00*
0.00*
0.06

Assurance
Assurance
Support

25.04

28.35

3.46

0.00*

Assurance

24.89
24.75
24.67
24.60
24.59
24.28
24.02
23.89
23.31
23.08
22.91
22.78
22.02
21.88
21.74
21.06
20.96
20.78

27.40
28.03
28.04
29.50
29.59
30.89
28.24
26.70
28.77
29.46
25.88
26.80
30.41
25.25
27.78
28.13
33.10
31.60

3.69
3.06
3.60
2.55
2.84
2.09
3.25
4.15
2.46
2.28
4.93
4.26
2.25
4.69
2.73
2.32
0.52
1.09

0.00*
0.00*
0.00*
0.01*
0.00*
0.04*
0.00*
0.00*
0.02*
0.02*
0.00*
0.00*
0.02*
0.00*
0.01*
0.02*
0.61
0.28

Information
Information
Information
Support
Assurance
Proximity
Information
Information
Assurance
Support
Proximity
Comfort
Assurance
Proximity
Assurance
Support
Support
Information

20.58

30.24

1.90

0.06

Proximity

20.40
20.08
20.04
19.52
18.85
18.64

29.43
31.94
29.40
33.78
29.38
26.25

1.46
0.04
2.08
0.40
1.27
3.27

0.15
0.97
0.04*
0.69
0.20
0.00*

Support
Proximity
Proximity
Support
Information
Proximity

18.63

32.82

0.11

0.91

Comfort

(*P < .05) Data are presented in rank order with Z score, significance, and Domain. Where the
mean scores for needs met items are the same, items are listed in the order they appeared on the
survey.
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Four (40%) of the top 10 needs family members considered most important on the
CCFNI were also ranked in the top-ten most frequently met on the NMI. These were item
numbers 30) To have explanations given in terms that are understandable; 29) To know the
specific facts about the patient’s condition; 5) to have directions regarding what to do at the
bedside; and 26) To have questions answered honestly. These were related to the domains of
Assurance and Support.
Family Members Pre / Post Intervention
Data pertaining to assessment of family members’ needs and needs met before and after
the intervention are presented in Tables 7 and 8. Statistically significant differences between
groups were found for one item on the CCFNI and one item on the NMI. CCFNI results showed
that family members mean score related to their need “to have visiting hours or restrictions
changed for special conditions” was significantly lower (p = 0.04) after implementation of the
program. The mean score for item number 4, “to talk about feelings” was ranked as having been
met to a significantly lesser degree (p = 0.02) on the NMI after program implementation.
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Table 7. Family Pre / Post Intervention Assessment using CCFNI
MWU Question CCFNI

1. To feel accepted by the hospital staff
2. To talk to the doctor every day
3. To know how the patient was being treated
4. To talk about feelings
5. To have directions regarding what to do at the bedside
6. To have visiting hours start on time
7. To know why things were done for the patient
8. To know exactly what was being done for the patient
9. To have someone concerned with the family member’s
health
10. To see the patient frequently
11. To be told about transfer plans
12. To know about the types of staff taking care of the patient
13. To be assured that the best possible care was being given
to the patient
14. To be called at home about changes in the patient’s
condition
15. To have friends nearby for support
16. To help with the patient’s physical care
17. To talk with the nurse each day
18. To talk about the possibility of the patient’s death
19. To have a telephone in the waiting room
20. To know the prognosis
21. To have explanations of the environment before going in
22. To feel there was hope
23. To have a specific person to call at the hospital when not
there
24. To have visiting hours or restrictions changed for special
conditions
25. To receive information about the patient once a day
26. To have questions answered honestly
27. To feel that hospital personnel cared about the patient
28. To be told about other people who could help with
problems
29. To know specific facts about the patient’s condition
30. To have explanations given in terms that are
understandable

Pre
Family
Mean
n=22
25.10
26.08
24.50
27.25
23.43
27.50
25.00
25.00
25.30

Post
Family
Mean
n=27
23.19
22.46
23.63
20.62
24.43
21.41
23.26
22.35
23.04

23.65
23.00
25.95
25.00

24.26
20.48
22.56
23.26

20.44

21.36

22.18
23.87
22.38
22.29
26.13
23.33
25.50
23.60
24.73

23.60
21.46
22.60
21.81
20.50
24.50
21.17
23.42
21.62

26.58

20.14

25.00
24.50
25.36
21.63
24.50
25.31

Z

P

Domain

0.62
1.30
0.86
1.74
0.27
1.67
1.23
1.55

0.54
0.19
0.39
0.08
0.78
0.10
0.22
0.12

Comfort
Information
Information
Support
Support
Proximity
Information
Information

0.62

0.54

Support

0.31
1.46
1.05

0.76
0.14
0.30

Proximity
Proximity
Information

1.23

0.22

Assurance

0.47

0.64

Proximity

0.39
0.67
0.16
0.16
1.56
1.16
1.20
0.06

0.70
0.50
0.87
0.88
0.12
0.25
0.23
0.95

Support
Information
Proximity
Support
Comfort
Assurance
Support
Assurance

0.89

0.37

Information

2.05

0.04*

Proximity

22.44
24.50
23.83
24.10

1.49
0.00
0.78

0.14
1.00
0.44

Proximity
Assurance
Assurance

0.79

0.43

Support

24.50
23.87

0.00

1.00

Assurance

0.62

0.54

Assurance

(*P < .05) Data are presented in rank order with Z score, significance, and Domain. Where the
mean scores for needs items are the same, items are listed in the order they appeared on the
survey.
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Table 8. Family Pre / Post Intervention Assessment using NMI
Pre
Family
Mean
n=22

Post
Family
Mean
n=27

Z

P

Domain

4. To talk about feelings
20. To know the prognosis
10. To see the patient frequently
17. To talk with the nurse each day
27. To feel that hospital personnel cared about the patient
22. To feel there was hope

28.22
25.61
25.48
25.40
24.86
24.58

19.52
22.02
22.91
20.08
23.31
21.74

2.27
1.04
0.90
1.75
0.45
0.79

0.02*
0.30
0.37
0.08
0.65
0.43

Support
Assurance
Proximity
Proximity
Assurance
Assurance

1. To feel accepted by the hospital staff
26. To have questions answered honestly
8. To know exactly what was being done for the patient
24. To have visiting hours or restrictions changed for special
conditions
6. To have visiting hours start on time
19. To have a telephone in the waiting room

24.53
24.38
24.15

22.78
24.59
23.89

0.51
0.07
0.07

0.61
0.94
0.94

Comfort
Assurance
Information

23.97

20.58

1.04

0.30

Proximity

23.39
23.31

21.88
18.63

0.49
1.54

0.62
0.12

Proximity
Comfort

28. To be told about other people who could help with problems

23.12

20.40

0.75

0.45

Support

7. To know why things were done for the patient

23.10

24.67

0.44

0.66

Information

9. To have someone concerned with the family member’s health

22.89

23.08

0.05

0.96

Support

3. To know how the patient was being treated

22.83

24.02

0.34

0.73

Information

12. To know about the types of staff taking care of the patient

22.80

24.89

0.57

0.57

Information

16. To help with the patient’s physical care
29. To know specific facts about the patient’s condition

22.74
22.60

18.85
25.98

1.10
0.97

0.27
0.33

Information
Assurance

23. To have a specific person to call at the hospital when not there

22.56

20.78

0.50

0.62

Information

25. To receive information about the patient once a day

22.39

24.28

0.58

0.56

Proximity

30. To have explanations given in terms that are understandable

21.93

26.50

1.39

0.16

Assurance

13. To be assured that the best possible care was being given to the
patient

21.32

25.04

1.13

0.26

Assurance

14. To be called at home about changes in the patient’s condition

21.27

20.04

0.35

0.73

Proximity

5. To have directions regarding what to do at the bedside

21.23

25.25

1.07

0.03*

Support

15. To have friends nearby for support

20.91

21.06

0.04

0.99

Support

21. To have explanations of the environment before going in

20.82

24.60

1.02

0.31

Support

11. To be told about transfer plans

20.69

18.64

0.68

0.49

Proximity

2. To talk to the doctor every day

20.61

24.75

1.11

0.27

Information

18. To talk about the possibility of the patient’s death

19.64

20.96

0.36

0.72

Support

Question NMI

(*P<.05) Data are presented in rank order by family members’ responses. Where the mean
scores are the same, items are listed in the order they appeared on the survey.
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Five needs ranked in the top 10 on the CCFNI by family members at baseline were also
ranked in the top10 after program implementation. These were items number 3) To know how
the patient was being treated, 26) To have questions answered honestly, 29) To know specific
facts about the patient’s condition, 20) To know the prognosis, and 27) To feel that the hospital
personnel cared about the patient. Three needs ranked by family members as being in the bottom
10 at baseline were included in the top 10 after implementation of the program. These were
items number 5) To have directions regarding what to do at the bedside; 15) To have friends
nearby for support, and 28) To be told about other people who could help with problems.
Four of the needs ranked highest by family members on the CCFNI were also in the topten needs met on the NMI. These were item numbers 26) To have questions answered honestly,
29) To know specific facts about the patient’s condition, 5) To have directions regarding what to
do at the bedside, 30) To have explanations given in terms that are understandable. Six of the 10
items ranked as having been met least at baseline were included in the top-ten list of needs met
after implementation of the program. These included items 5 and 30 from above, as well as 13)
To be assured that the best possible care was being given to the patient, 2) To talk to the doctor
every day, 21) To have explanations of the environment before going in, and 25) To receive
information about the patient once a day.
Open-ended Questions – Program Evaluation
Responses to two open-ended questions, “In your opinion, what has been done to meet
family needs?” (Table 9) and “What suggestions do you have that would help meet the needs of
family members?” (Table 10) were grouped into Leske’s five domains of needs: (1) Assurance,
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(2) Proximity, (3) Information, (4) Support, and (5) Comfort. Examples from family members
and nurses are provided.
Regarding the first question, “In your opinion, what has been done to meet family
needs?” interventions aimed at meeting assurance needs were most frequently listed by family
members. Nurses and family members both gave responses surrounding strategies to meet needs
in the domains of Proximity and Information such as open visiting, increased access to staff, and
communication (Table 9).
Regarding the second question, “What suggestions do you have that would help meet the
needs of family members?” Family members and nurses were in agreement that communication
with physicians presented an opportunity for improvement. For example, family members
wanted more interaction with physicians, a list of physicians caring for the patient and details
about when to speak with key physicians. Nurses felt that physician-family communication
needed to be more structured, occur daily and at a scheduled time. Nurses were concerned with
the process for gaining entrance to the unit as well as the lack of support personnel on weekends.
Nurses frequently noted that a position should be created for an Advanced Practice Registered
Nurse family liaison, such as a Nurse Practitioner or Clinical Nurse Specialist, to update and
interface with family members daily. Family listed several strategies aimed at meeting comfort
needs such as better sleeping arrangements and a bigger waiting room, whereas nurses did not
mention any comfort strategies (Table 10).
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Table 9. What has been done to help meet family needs?
Family Members’ Perceptions

Nurses’ Perceptions

Assurance
Staff has taken good care of my mom
Constant care
The nurses really care about the patient getting well
Information about the qualifications of those who are
treating the patient
Complaints address immediately and to our satisfaction
Continuous care
Questions were answered honestly
Hospital is loving and caring
Nurses are kind
Knowing she is getting the best possible care
Nursing staff has been comforting and accommodating
Proximity
We are allowed to visit and stay during visiting hours
Allowed access to the patient
Being able to talk with the nurse helps
Made special arrangements for visits from grandchildren

Assurance
Welcome Packets
Staff are beginning to change attitudes
Consideration for the wishes of family in regards to their
critically ill family member
Show we care

Information
Communicating
Checking in regularly
Information about who is treating the patient
Informative about planned tests and procedures
Appreciate prompt information via phone
Regular meetings with doctors and staff
Regular updates
Nurses are informative
Professionalism along with communication
Support
Social and case workers
Spiritual services

Comfort
The facilities, waiting rooms, coffee and hot chocolate
help to bring up our spirits and provide a place for
important conversations

Proximity
Open visiting hours and family participation
Change in visiting hours
Families are more relaxed, less anxious knowing they can
come in whenever they want
Increased time at the bedside
Volunteers are wonderful
Families are more involved making them feel more
included in care
Information
Welcome Packets
Learning about family needs is good
Information is beneficial, but they only seem to absorb a
little
Computer in the lounge
There are more family meetings with MDs
Established guidelines
Increased access to doctors and nurses
NP to meet with the families every day
Support
Welcome Packets
Support patients’ healing process
Supportive care team has been awesome
Social workers
Get to know me form
Consult supportive care team more frequently/sooner
Change in focus from provider to
patient/family
Increased access to Supportive Care and Social Workers
Identify family spokes person consistently
More Clergy
Comfort
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Table 10. What might be done to help meet family needs?
Family Members’ Perceptions
Assurance
Make sure the family know who is treating the patient
and their qualifications
I wish the patient would have received a feeding tube
sooner
Sometimes the phone is not answered
DO NOT hedge about the patient’s condition

Proximity
Be more consistent with nurses expectations of
family/visits
Nurses more consistent with visiting rules

Information
More interaction with the doctors to answer questions
How and when to speak with key doctors
Improve communication with doctors – they are
difficult to pin down
Provide a list of names of doctors’ treating the patient
Provide daily email or text updates

Support
Better resources for out of town family
Social services not available on weekend

Comfort
Bigger waiting room; More sleeping space; More
comfortable couches; More computers for visitors

Nurses’ Perceptions
Assurance
Keep PFCC in the forefront and re-evaluate
Work on key scripts for staff in difficult situations and for
specific questions
Hire someone just to meet with family and update/reassure
them
Increase volunteer hours in waiting room
Find some way to decrease the difference in approach to
visiting among nurses (day/night shifts) and family-centered
care in general
Approach families early in the process and assess their
needs, show we care, and help decrease their anxiety. May
need to hire someone to help with this
Proximity
Inform family about transfer plans ahead of time
Better instructions about how to get in to see the patient
Allow family to visit any time and spend time with patient
Instruction/process to gain access at door are confusion
I believe reasonable limits relieve family of obligation to be
at the hospital
Signage at 2ED to tell visitors which direction to go once
they enter the unit
Everyone should follow the rules and be consistent
Changing the phone at the door is HUGE. The process
needs to be less confusing
Information
Have doctors update family 2-3 times per week, although
daily would be better
Have the doctors talk to family daily at a specific time
Hire someone to meet with families, NP/CNS or utilize the
palliative care team
Make signage clearer in visiting rooms
Signage in waiting room is still confusing
Provide a daily fact sheet so specialists can write a brief
update to family when not at bedside during rounds
Use and update communication boards in patient rooms
Hire and NP to meet with family each day and update them
Make sure non-nursing questions are answered by other
sources such as the welcome packets
Support
We need more social services, supportive care on weekends
Show them we care, provide support as much as possible
Individualized face time to explain information and packet –
hire someone
RNs should calm down and speak to families as if they were
your own
Comfort
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Efficacy of Individual Program Interventions
The evaluation phase began approximately one year after implementation of the program.
Efficacy of individual program interventions is presented in Table 11. The interventions ranked
most highly by family members in rank order were: 1) The phone system for gaining access to
the ICU, 2) Presence of a volunteer in the family lounge, 3) The “Who May Visit” poster, 4) The
Family Presence Guidelines, and 5) Written information. A substantial number of the
respondents (20 or 74%) reported that they did not use, receive, or have exposure to at least one
intervention.
Table 11. Individual Interventions Assessment
Intervention

N/A or Not
Not
Received Helpful

Slightly
Helpful

Helpful

Very
Helpful

Total

Mean

Phone / Access to Unit

3

2

2

3

13

23

2.91

Volunteer in the Family Lounge

5

1

5

6

6

23

2.30

"Who May Visit" Poster

10

0

2

6

3

21

1.62

Family Presence Guidelines

13

1

1

5

2

22

1.18

Written Information

13

1

1

5

1

21

1.05

Library / Librarian

19

0

0

1

2

22

0.50

Computer in Family Lounge

18

2

2

0

0

22

0.27

Get To Know Me Form

19

1

2

0

0

22

0.23

Brochure

20

1

0

4

0

25

0.18

Welcome Packet

21

1

0

0

0

22

0.05

Phone at the ICU Door
Family members ranked the phone at the ICU door highest in terms of helpfulness.
Sixteen of the 20 respondents (90%) who used the intervention found it Helpful (3) or Very
Helpful (13). Three (13%) responded N/A or Not Received.
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Volunteer in the Family Lounge
The next helpful intervention was the presence of a volunteer in the waiting room. Of the
18 respondents who interacted with the volunteer, 12 (67%) found the intervention either Helpful
(6) or Very Helpful (6). Five (22%) responded N/A or Not Received.
"Who May Visit?" Poster
Although 10 (48%) of the respondents reported they either did not utilize or have
exposure to the “Who May Visit?” poster, 9 (82%) of those who did, found it to be Helpful (6) or
Very Helpful (3). Ten (48%) responded N/A or Not Received.
Family Presence Guidelines
The Family Presence Guidelines poster was utilized by only 9 (41%) of 22 respondents.
Of these, 7 (78%) found the guidelines either Helpful (5) or Very Helpful (2). Thirteen (59%)
responded N/A or Not Received.
Written Information
Only 8 (38%) of 21 respondents reported having received written information. Of these,
6 (75%) found these materials Helpful (5) or Very Helpful (1). Thirteen (62%) responded N/A
or Not Received.
Library / Librarian Services
Three (14%) subjects reported they utilized the library or the services of a librarian. All
(100%) ranked this intervention as either Helpful (1) or Very Helpful (2). Nineteen (86%)
responded N/A or Not Received.
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Computer in the Family Lounge
Four (18%) of the respondents utilized the computers located in the family lounge. All
ranked the intervention as either Not Helpful, or Slightly Helpful. Eighteen (82%) responded
N/A or Not Received.
Get to Know Me Form
Three (13%) respondents reported exposure to the Get to Know Me Form, while 19
(86%) responded N/A or Not Received. Those who utilized the form ranked it as either Not
Helpful (1) or Slightly Helpful (2).
The ICU Brochure
Of the five (20%) respondents who received the ICU Brochure, 1 (20%) ranked it as Not
Helpful, and 4 (80%) ranked it as Helpful. Twenty (80%) responded N/A or Not Received.
Welcome Packet
Only one (5%) respondent reported receiving the Welcome Packet and ranked it as being
Not Helpful. Twenty-one (95%) responded N/A or Not Received.
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CHAPTER 5: DISCUSSION
Individual Interventions
Prior to program implementation, the ICU employed a full-time Registered Nurse to
coordinate and champion the project. Budgetary constraints made this unsustainable and a staff
nurse, who was given approximately 6 hours per month to devote to the program, replaced the
full-time nurse champion. The impact of this change was not specifically measured; however,
studies suggest that patients, families, and nurses benefit from a dedicated nurse liaison in the
ICU (Nelson & Plost, 2009).
Interventions ranked highest by family members were those of a more permanent nature,
and therefore less susceptible to variations in implementation. These included interventions such
as the presence of a volunteer in the lounge, the phone system at the ICU door used to gain
access to the unit, the “Who May Visit” poster, and the posted Family Presence Guidelines.
Several of the interventions such as the Get to Know Me Form, the ICU Brochure, which
describes most of the interventions, as well as other printed materials, were included in the
Welcome Packet. On several occasions while visiting the unit to collect data, it was noted that
none of the patients or their families had received a welcome packet. The unit staff reported that
there was great difficulty in developing a mechanism for distributing the Welcome Packets
consistently. On at least two occasions the computer in one of the Family Lounges was
inoperable and on at least three occasions the phone system used to gain access to the ICU was
not working as intended. These observations as well as the study results suggest inconsistency
regarding the fidelity of the interventions.
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ICU Nurses' Education
Because ICU nurses are in the best position to meet the needs of patients’ family
members, it is likely that the education provided to the ICU nurses had the greatest impact on the
outcomes. No research study has detailed the effect of nurse education on PFCC. However,
baseline study results demonstrated that nurses have misconceptions about the needs of family
members that may be clarified through education. Findings from other studies have
demonstrated similar results (Kinrade et al., 2009; Maxwell et al., 2007).
Presence of a Volunteer in the Family Lounge
Volunteers were present most hours of most days in the Family Lounges. This
intervention was deemed very helpful to family members. ICU admission frequently occurs
without warning and can result in increased family stress and anxiety (Van Horn & Kautz, 2007).
The presence of someone able to answer basic questions and facilitate access to the unit should
be considered a high priority for a PFCC program.
System for Gaining Entrance to the ICU
No study has been published comparing different methods of gaining entrance to the
ICU, however, clear directions regarding how to gain access to the ICU and the inclusion of a
phone at the door was highly ranked by family members. This finding is congruent with
published data that consistently report access to the patient is among the most important needs
expressed by family members (Farrell, Joseph, & Schwartz-Barcott, 2005; Maxwell, Stuenkel, &
Saylor, 2007).
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Computers in the Family Lounges
The locations of the computer in each of the Family Lounges were less than optimal due
to space limitations. This may have contributed to a sense of a lack of privacy for those who
chose to utilize them. The low usefulness ranking of the computers in the family lounge may
also be related to several factors such as the prevalence of lap-top and smart phones. Survey
questions related to use of the computers should be expended to gather information regarding
computer literacy and alternative means of internet access. No study has specifically looked at
the use of computers to facilitate PFCC. However, the need for information has been
demonstrated to be very important (Azoulay et al., 2002; Davidson, 2009; Davidson, 2010).
Library and Librarian Services
There are no published studies measuring the usefulness of access to a library or services
of a librarian. The usefulness is most likely related to fulfilling family members’ need for
information.
This intervention demonstrated varying degrees of helpfulness to family members of ICU
patients. The majority, when utilized, were generally regarded as Helpful or Very Helpful. A
more reliable method of informing family members about the resources available to them may
result in higher utilization and more data to evaluate this intervention.
Family Members Pre / Post Intervention: CCFNI
There are no published studies using the CCFNI to measure outcomes of a PFCC
program. The mean score for a majority (21 or 70%) of needs assessed using the CCFNI
decreased after the intervention. Item 24, “To have visiting hours or restrictions changed for
special conditions” decreased significantly. This may be due in part to the inclusion of several
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interventions aimed at meeting needs in the domain of Proximity. For example, the Family
Presence Guidelines state, “The Special Care Unit does not have set visiting hours, access to the
unit is based upon individual patient assessment, as well as the needs of patients, family
members and staff.”
Five of the top 10 needs reported by family members at baseline remained in the top 10
after program implementation. Of these five, the mean scores were either identical or lower after
program implementation, although not significantly. These may represent a core set of needs
similar to the deficiency needs described by Maslow (Globe, 2007). Maslow postulated that
unless deficiency needs are met, there is little motivation to pursue higher order needs. This is
further supported by the fact that three of the needs ranked in the bottom 10 at baseline were in
the top 10 after program implementation. The needs that moved up in the order are all in the
domain of Support, a domain that is rarely identified in the top 10 needs of family members of
ICU patients (Table 12).
Similar to the baseline data from this PI, a review of 11 studies revealed that none of the
top needs of family members were in the domains of Support or Comfort (Table 12) (Bailey,
Sabbagh, Loiselle, Boileau, & McVey, 2010; Breu & Dracup, 1978; Chien, Chiu, Lam, & Ip,
2006; Foss & Tenholder, 1993; Kinrade, Jackson, and Tomnay, 2009; Leske, 1991; Maxwell,
Stuenkel, & Saylor, 2007; McIvor & Thompson, 1988; Mendonca & Warren, 1998; Molter,
1979). The majority of the needs (7 or 63%) were in the domain of Assurance. Three of the top
needs (27%) were in the domain of Information, and 1 (10%) was in the domain of Proximity.
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Table 12. Consistencies in top needs of family members

No. of Studies

CCFNI Item Number

Domain

12

20. To know the prognosis

Assurance

11

26. To have questions answered honestly

Assurance

9

13. To be assured that the best possible care was being given to the patient

Assurance

8

14. To be called at home about changes in the patient’s condition

Proximity

8

3. To know how the patient was being treated medically

Information

7

8. To know exactly what was being done for the patient

Information

7

27. To feel that hospital personnel cared about the patient

Assurance

7

29. To know specific facts about the patient’s condition

Assurance

6

22. To feel there was hope

Assurance

6

30. To have explanations given in terms that are understandable

Assurance

6

7. To know why things were done for the patient

Information

Family Members Pre / Post Intervention: NMI
Four of the needs ranked highest by family members on the CCFNI were also in the topten needs met on the NMI. These were item numbers 26) To have questions answered honestly,
29) To know specific facts about the patient’s condition, 5) To have directions regarding what to
do at the bedside, 30) To have explanations given in terms that are understandable. Six of the 10
items ranked as having been met least at baseline were included in the top-ten list of needs met
after implementation of the program. These included items 5 and 30 from above, as well as 13)
To be assured that the best possible care was being given to the patient, 2) To talk to the doctor
every day, 21) To have explanations of the environment before going in, and 25) To receive
information about the patient once a day. These data suggest that interventions aimed at meeting
the needs of family members were successful to some degree across the targeted domains of
Assurance, Support, Proximity, and Information. Again, because nurses are in the best position
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to meet the needs of family members of ICU patients, and there was low utilization of other
interventions, it is likely that the nursing education intervention had the greatest impact on the
outcomes.
Family Members – Nurses Comparison Post Intervention: CCFNI
All of the nurses who completed the post-intervention survey received education related
to PFCC and the needs of family members, including the results of the baseline study. The
baseline data showed that nurses’ mean scores were lower than those of family members on 27
out of 30 (90%) of the needs family members ranked highest, and 13 (43%) were significantly
lower. These results were congruent with those of other published studies (Kinrade, Jackson, &
Tomnay, 2009; Maxwell, Stuenkel, & Saylor, 2007). After the education intervention, nurses
ranked all 30 items higher than family members, 18 (60%) significantly. These data suggest that
the nurses made an attempt to rank family members’ needs at a level more congruent with the
information presented in the educational sessions.
Family Members – Nurses Comparison Post Intervention: NMI
In a similar fashion, nurses responses after the intervention were completely different
from baseline concerning their assessment of needs met. At baseline, statistically significant
differences between family and nurses responses were demonstrated for 21 of 30 items (70%) on
the NMI. For all 21 items, family members reported their needs were met to a greater extent
than did nurses. This was congruent with similar studies comparing nurses’ and family
members’ responses (Kinrade, Jackson, & Tomnay, 2009; Maxwell, Stuenkel, & Saylor, 2007).
After implementation, nurses ranked 29 of 30 (97%) items as having been met to a greater
degree compared to family members’ rankings, 20 (67%) significantly higher. Again, this
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suggests nurses made a concerted effort to align their responses to those presented in the
educational offerings. The one item that nurses ranked significantly lower than family was
number 30, “To have explanations given in terms that are understandable”, suggesting that
nurses may not feel confident in their ability to meet this specific need.
Limitations and Suggestions for Future Research
Limitations to the study include a small sample size. Future studies might include a
larger sample size and/or multi-center comparisons. Prior to this study, the Combined
CCFNI/NMI instrument had not been used to measure the efficacy of a program aimed at
meeting the needs of family members of ICU patients. Additional research is needed to
determine the validity and reliability of the CCFNI/NMI in the setting of post-intervention
evaluation. Future researchers may consider using the combined CCFNI/NMI to assess
individual family members, especially the primary decision maker, early in the ICU stay to tailor
interventions to their specific areas of need. Identifying the primary spokesperson would add to
the body of knowledge regarding this important subset of family members. The inclusion of
multiple assessments for depression, anxiety, and satisfaction would add richness to the findings
as well.
Demographic data were not collected from the two groups of family members.
Therefore, it is not known if the groups differed significantly, for example: in age, race, or
gender.
Individual program interventions were not implemented consistently. Future research
designs would benefit from a more frequent evaluation methodology, whereby assessment
regarding the fidelity of the interventions is conducted frequently.
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Future research aimed at exploring the efficacy of a dedicated nurse PFCC liaison may be
beneficial, especially for those units in which culture change is necessary to support program
implementation.
Implications for the Program and Opportunities for Improvement
The evaluation phase occurred approximately one year after the implementation phase.
A considerable amount of inconsistency in the fidelity of the interventions was observed between
implementation and evaluation, as evidenced by responses on the ICU Patient and FamilyCentered Care Interventions Survey, presented earlier in Table 11. These data show that 74% of
respondents reported they did not use, receive, or have exposure to at least one intervention. The
loss of an engaged, accountable nurse champion due to budgetary constraints may have been a
contributing factor. A program aimed at meeting the needs of family members of ICU patients
would likely benefit from the inclusion of one or more nurses who are held accountable for
program fidelity. In addition, audits should be performed at least quarterly to determine if the
interventions are being implemented consistently and as intended. More frequent monitoring, in
addition to preserving the fidelity of the program, might serve to alert key stakeholders of
opportunities for improvement and provide greater opportunity for ongoing quality
improvement.
Distribution of the Welcome Packets was not implemented consistently. Unless a
reliable mechanism can be identified, the program would likely benefit from placing printed
materials in the Family Lounges, making them readily available to all family members. In this
way, all family members will have unlimited access to the information in addition to the member
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who receives the Welcome Packet. Volunteers or a specific staff member should be tasked with
and held accountable for keeping the materials stocked.
The system for gaining access to the unit requires improvement. A sturdier
programmable phone is needed to withstand the amount of use. In addition, the old “buzzer”
which indiscriminately rings into all the units was never disabled or removed from the entrance.
The presence of two different means of communicating with those beyond the Family Lounge
doors likely created confusion among family members attempting to gain access to the unit. In
addition, staff dislikes the “buzzer”; therefore it likely remains a source of frustration for them as
well.
Conclusions
Prior research suggests that there is a group of needs consistently ranked as most
important by family members of ICU patients. These include the need to have questions
answered honestly, to know the prognosis, to know why things were being done for the patient
and how the patient was being treated, to be assured that the best possible care was being given
to the patient, and to feel there was hope.
Before and after implementation of the program, family members continued to rank 5 of
the items as being in the top 10 needs. These included having questions answered honestly, to
know the specific facts about the patient’s condition, to know the prognosis and to know how the
patient was being treated. Interestingly, three of the needs listed as least important by family
members at baseline (bottom 10) moved to the top 10 after program implementation. These were
to have directions regarding what to do at the bedside, to be told about other people who could
help with problems, and to have friends nearby for support. Each of the three needs that moved

77
up from the bottom ten to the top 10 was in the domain of support. At baseline, all needs in the
domain of Support were found in the bottom ten. This suggests that as some needs are met, their
hierarchy in the list moves down. Furthermore, those needs deemed of little importance at
baseline become more pronounced as the most important needs are met. It is possible that there
is a hierarchy to the needs of family members of ICU patients similar to those described by
Maslow. According to Maslow, as the most important or “deficiency” needs are met, higher
order needs become more pronounced. It appears that the least important needs at baseline,
those in the domain of support, were able to move up as needs related to Assurance, Proximity,
and Information were met. Needs in the domain of family members’ comfort were relatively
constant before and after the implementation.
Identification of a core set of deficiency needs would allow nurses to initially focus their
interventions related to family members’ needs to facilitate meeting those needs first.
Identification of a core set of needs could proved to be a valuable key element in meeting the
needs of family members of ICU patients, establishing a basis for PFCC practices, and
improving outcomes for patients and their family members.
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THE 30-ITEM VERSION OF THE CCFNI/NMI
INSTRUCTIONS:
Please use black or blue ink ONLY. ○ ●
Please leave blank if not applicable

○

1. To feel accepted by the hospital staff
2. To talk to the doctor every day
3. To know how the patient was being treated
4. To talk about feelings
5. To have directions regarding what to do at
the bedside
6. To have visiting hours start on time
7. To know why things were done for the
patient
8. To know exactly what was being done for
the patient
9. To have someone concerned with the family
member’s health
10. To see the patient frequently
11. To be told about transfer plans
12. To know about the types of staff taking care
of the patient
13. To be assured that the best possible care
was being given to the patient
14. To be called at home about changes in the
patient’s condition
15. To have friends nearby for support
16. To help with the patient’s physical care
17. To talk with the nurse each day
18. To talk about the possibility of the patient’s
death
19. To have a telephone in the waiting room
20. To know the prognosis
21. To have explanations of the environment
before going in
22. To feel there was hope

How IMPORTANT is
this need to you?
1 = Not Important
2 = Slightly Important
3 = Important
4 = Very Important

○1
○1
○1
○1
○1

○2
○2
○2
○2
○2

○3
○3
○3
○3
○3

○4
○4
○4
○4
○4

Was this need MET?

1 = Never Met
2 = Sometimes Met
3 = Usually Met
4 = Always Met

○1
○1
○1
○1
○1

○2
○2
○2
○2
○2

○3
○3
○3
○3
○3

○4
○4
○4
○4
○4

○1 ○2 ○3 ○4
○1 ○2 ○3 ○4

○1 ○2 ○3 ○4
○1 ○2 ○3 ○4

○1 ○2 ○3 ○4

○1 ○2 ○3 ○4

○1 ○2 ○3 ○4

○1 ○2 ○3 ○4

○1 ○2 ○3 ○4
○1 ○2 ○3 ○4
○1 ○2 ○3 ○4

○1 ○2 ○3 ○4
○1 ○2 ○3 ○4
○1 ○2 ○3 ○4

○1 ○2 ○3 ○4

○1 ○2 ○3 ○4

○1 ○2 ○3 ○4

○1 ○2 ○3 ○4

○1
○1
○1
○1

○1
○1
○1
○1

○2
○2
○2
○2

○3
○3
○3
○3

○4
○4
○4
○4

○2
○2
○2
○2

○3
○3
○3
○3

○4
○4
○4
○4

○1 ○2 ○3 ○4
○1 ○2 ○3 ○4
○1 ○2 ○3 ○4

○1 ○2 ○3 ○4
○1 ○2 ○3 ○4
○1 ○2 ○3 ○4

○1 ○2 ○3 ○4

○1 ○2 ○3 ○4
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23. To have a specific person to call at the
hospital when not there
24. To have visiting hours or restrictions
changed for special conditions
25. To receive information about the patient
once a day
26. To have questions answered honesty
27. To feel that hospital personnel cared about
the patient
28. To be told about other people who could
help with problems
29. To know specific facts about the patient’s
condition
30. To have explanations given in terms that are
understandable

○1 ○2 ○3 ○4

○1 ○2 ○3 ○4

○1 ○2 ○3 ○4

○1 ○2 ○3 ○4

○1 ○2 ○3 ○4

○1 ○2 ○3 ○4

○1 ○2 ○3 ○4
○1 ○2 ○3 ○4

○1 ○2 ○3 ○4
○1 ○2 ○3 ○4

○1 ○2 ○3 ○4

○1 ○2 ○3 ○4

○1 ○2 ○3 ○4

○1 ○2 ○3 ○4

○1 ○2 ○3 ○4

○1 ○2 ○3 ○4
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CCFNI ITEMS AND THE FIVE DOMAINS OF NEEDS
Information
(2) To talk to the doctor every day
(3) To know how the patient was being treated
(7) To know why things were done for the patient
(8) To know exactly what was being done for the patient
(12) To know about the types of staff taking care of the patient
(16) To help with the patient’s physical care
(23) To have a specific person to call at the hospital when not there
Proximity
(6) To have visiting hours start on time
(10) To see the patient frequently
(11) To be told about transfer plans
(14) To be called at home about changes in the patient’s condition
(17) To talk with the nurse each day
(24) To have visiting hours or restrictions changed for special conditions
(25) To receive information about the patient once a day
Assurance
(13) To be assured that the best possible care was being given to the patient
(20) To know the prognosis
(22) To feel there was hope
(26) To have questions answered honesty
(27) To feel that hospital personnel cared about the patient
(29) To know specific facts about the patient’s condition
(30) To have explanations given in terms that are understandable
Support
(4) To talk about feelings
(5) To have directions regarding what to do at the bedside
(9) To have someone concerned with the family member’s health
(15) To have friends nearby for support
(18) To talk about the possibility of the patient’s death
(21) To have explanations of the environment before going in
(28) To be told about other people who could help with problems
Comfort
(1) To feel accepted by the hospital staff
(19) To have a telephone in the waiting room
( ) Denotes the Item Number on the 30-item Version of the CCFNI/NMI
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GET TO KNOW ME FORM

Get to know me…
I like to be called: __________________________________________
My occupation: _____________________________________________
SOME OF MY FAVORITE…
TV shows:

______________________________________________

Types of Music: __________________________________________
Foods: _________________________________________________
Sports:

________________________________________________

Activities/Hobbies:

_______________________________________

Family and Friends ___________________________________________
_________________________________________________________
_________________________________________________________
Pets: ____________________________________________________
Likes: ____________________________________________________
_________________________________________________________
Dislikes: __________________________________________________
At home I use: Glasses Dentures Hearing Aid Cane/Walker Contacts
Other
My regular sleep schedule is ___________________________________
Additional information:

______________________________________
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ICU PATIENT AND FAMILY-CENTERED CARE INTERVENTIONS SURVEY
We continually strive to improve the care we give family members of ICU patients.
Please answer the following questions about your experience as a family member in the ICU. As
a family member, please indicate the usefulness of these following services to you. Your
answers will help us improve the services we provide.
1. Was having a volunteer present in the family lounge helpful to you?
[ ] Not helpful [ ] Slightly helpful [ ] Helpful [ ] Very helpful [ ] N/A, did not use the service
Comments: __________________________________________________________________________

2. How helpful did you find the computer in the family lounge?
[ ] Not helpful [ ] Slightly helpful [ ] Helpful [ ] Very helpful [ ] N/A, did not use the service
Comments: __________________________________________________________________________

3. How helpful did you find the ICU brochure?
[ ] Not helpful [ ] Slightly helpful [ ] Helpful [ ] Very helpful [ ] N/A, did not use the service
Comments: __________________________________________________________________________

4. How helpful did you find the packet?
[ ] Not helpful [ ] Slightly helpful [ ] Helpful [ ] Very helpful [ ] N/A, did not use the service
Comments: __________________________________________________________________________

5. How helpful did you find the “get to know me” form?
[ ] Not helpful [ ] Slightly helpful [ ] Helpful [ ] Very helpful [ ] N/A, did not use the service
Comments: __________________________________________________________________________

6. How helpful did you find the “get to know me” form?
[ ] Not helpful [ ] Slightly helpful [ ] Helpful [ ] Very helpful [ ] N/A, did not use the service
Comments: __________________________________________________________________________

7. How helpful did you find this information?
[ ] Not helpful [ ] Slightly helpful [ ] Helpful [ ] Very helpful [ ] N/A, did not use the service
Comments: __________________________________________________________________________

8. How helpful did you find the hospital library or librarian?
[ ] Not helpful [ ] Slightly helpful [ ] Helpful [ ] Very helpful [ ] N/A, did not use the service
Comments: __________________________________________________________________________
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9. How helpful did you find the Family Presence Guidelines?
[ ] Not helpful [ ] Slightly helpful [ ] Helpful [ ] Very helpful [ ] N/A, did not use the service
Comments: __________________________________________________________________________

10. How helpful did you find the information on the “Who May Visit” poster? [ ] Not helpful

[

] Slightly helpful [ ] Helpful [ ] Very helpful [ ] N/A, did not use the service
Comments: __________________________________________________________________________
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