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ABSTRACT 

In the intensive care unit (ICU), registered nurses are one of the primary educators 

and support providers for families. This study examined nurses' perceptions of education 

and support provided to families of patients with traumatic brain injury (TBI). The 

research tool, questionnaire, was modified from Campbell's (1988) questionnaire, that 

was used to assess families' needs after TBI. The findings indicated that the majority of 

the nurses perceive they are educating the families about the ICU environment, physical 

care, patient condition, prognosis, and offering comfort and support, but only 40% and 

50% of the time respectively are families being offered guidance to communicate and a 

sense of hope consistently. Thirty-five percent of the nurses felt they were not 

adequately educated about the pathophysiology and prognosis of TBI. Further research 

should explore what educational and supportive assistance families receive from nurses, 

and what education nurses need to work with these families. 



CHAPTER 1 

INTRODUCTION 
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The leading cause of death associated with trauma is related to TBI (Hilton, 

1994). Approximately every 15 seconds there is a trauma resulting in a TBI and every 12 

minutes there is a death resulting from a TBI (Hilton, 1994). Traumatic brain injury 

permanently disables 50,000 to 70,000 persons per year (Baker, 1990). Traumatic brain 

injury is usually a result of a motor vehicle accident and most frequently the victims are 

young males (Johnson & Roberts, 1996). The permanent disabilities that follow are the 

physical, psychological, and cognitive deficits which affect the individual's well being. 

The impact of the sequelae that accompany TBI can be as devastating for the family as it 

is for the patient (Acom & Roberts, 1992). Nurses caring for these individuals have a 

great responsibility to the families. Beginning at admission, the families are in need of 

education, comfort, and support. 

Caring for TBI patients and their families can be very challenging for nurses. 

Acutely, in the intensive care setting, nurses take care of the patients' physical needs and 

at the same time provide emotional support and educate the families. The physical needs 

of the patient are not related only to the head injury. Caring for these patients is often 

very time consuming because they have sustained trauma to multiple systems. The time 

spent with the patient is very critical, but leaves a limited amount of time for the families 

during their initial crisis. Nurses in the ICU require adequate training because they must 

be able to assist the families in coping during this acute phase and educate the families as 

to what the future may hold for them and the patient. 
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If the families are educated about what the future may hold for their family 

member while the patient is in the ICU or initial admitting unit, the transition to less 

acute units can be less complicated for nurses, patients, and families. During the 

rehabilitation phase, the nurse needs to continue educating and supporting the families 

and also has to provide the same support for the patient. Caring for these patients can be 

very difficult because of their inability to understand their condition, inappropriate sexual 

behavior, emotional outbursts, and display of earlier developmental behavior (Bourdon, 

1986). Inexperienced nurses caring for these patients often misunderstand the patient's 

inappropriate behavior and believe that the behavior is under the patients' control 

(Bourdon, 1986). Some researchers have found that there is a higher level of stress for 

nurses working with the TBI patient population in the rehabilitation setting as compared 

to other health care professionals or nurses working in other settings (Van Den Broek & 

Lye, 1996). 

Beginning when the patient is acutely ill, the nurses must care for the patient and 

meet the demands of the families at the same time. Nurses also need to be 

knowledgeable about TBI pathophysiology and the resulting sequelae. Nurses must be 

able to educate the patient and families appropriately, and at the same time provide 

positive support with realism for the best possible outcome. Siegel (1990), a Registered 

Nurse, wrote about her experience as a TBI patient. She stated that her experiences with 

caregivers that were negative towards her outcome and recovery gave her a negative 

attitude and hopelessness toward her recovery (Siegel, 1990). It is very important that 

nurses be properly prepared to care for the TBI patient population because nurses need to 



be competent in managing patients during the acute stage of the illness and in educating 

and comforting families during their family members' recovery. 
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To give adequate care to families, nurses need to be aware of the impact TBI has 

on patients and their families. The financial impact of the TBI for patients and their 

families is quite notable. The financial strain is a result of the direct medical costs plus 

the indirect costs to the patients and their families. In the United States, the National 

Head Injury Foundation has estimated the cost of TBI to be approximately 25 billion 

dollars per year, and for the individual survivor of a severe head injury, the cost can be as 

high as 4 million dollars throughout his or her lifetime (Brooks, Lindstrom, McCray, & 

Whiteneck, 1995). Indirect costs include the hidden costs for the families and the cost to 

society. The hidden costs result from the loss of wages and benefits as the victims of the 

TBI may no longer be able to financially support themselves or their families. The cost to 

society can be a result of the victims being institutionalized for an extended period of 

time or for the rest of their lives. 

The survivor of the TBI frequently suffers from permanent physical, behavioral, 

and cognitive deficits. The common cognitive deficits include decreased memory, 

delayed information processing and cognitive rigidity (Acom & Roberts, 1992; Hilton, 

1994). Behavioral changes observed include impatience, temper outburst, irritability, 

agitation, and mood !ability (Acom & Roberts, 1992; Hilton, 1994). Physical deficits can 

be a result of the multitude and magnitude of the initial trauma or the trauma sustained to 

the head itself, or both. There are innumerable physical disabilities which can result from 

the TBI, such as paralysis, blindness, seizure disorders, and spasticity. The physical, 
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behavioral, and cognitive deficits, as a result of TBI, can have long-term and devastating 

consequences for the individual socially, financially, and emotionally. 

As stated earlier, the effects of TBI can be as devastating for the family as the 

injuries are for the survivor (Acom & Roberts, 1992). The most difficult changes 

families have to confront are the cognitive and behavioral changes seen in their family 

member (Hilton, 1994; Martin, 1994). These changes can cause disruption in the family 

socially, financially, and I or emotionally. The survivor of the TBI normally is in need of 

a caregiver, or at least supervision, at the time of discharge from the hospital or 

rehabilitation center. The survivor may need to have a permanent caregiver or, in the 

worst scenario, may need to be institutionalized for the rest of his or her life. Because the 

majority of the TBis occur in young males, the caregiver tends to be the survivor's 

mother or in some cases the survivor's wife (Acom & Roberts, 1992). 

Compared to mothers, wives are more adversely affected by the change in their 

role from a partner to caregiver (Acom & Roberts, 1992). The impact the husband's 

psychological state has on the wife is very exhausting. The wife has to assume more 

roles than just caregiver. These roles may include primary financial supporter for the 

family and child rearing similar to a single mother. At the same time, the wife has to 

cope with the change in the marital relationship, mourn the loss of her healthy partner, 

and deal with the social isolation which can occur from the relationship change with her 

and her husband's family (Acom & Roberts, 1992). 



PROBLEM STATEMENT 

The problems identified in the introduction include the difficulties faced by the 

survivor, the survivors' families, society, and nurses caring for these individuals. The 

permanent deficits that are sequelae of the TBI can cause great burdens for the survivor 

and his or her family. The traumatic event resulting from TBI can be as difficult for the 

family as it is for the survivor. The impact on the survivor results from the physical, 

mental, and emotional deficits. Families suffer from their family member's disabilities, 

and from the change in the family members' roles, the families' financial situation, and 

the loss of their family member without death. 
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Nurses have a very important role in caring for TBI patients and this role begins 

when the patient is admitted. Often TBI patients are admitted to an observational unit 

such as an ICU or an intermediate care unit. The nurses in the admitting unit need to be 

able to initiate the family guidance which includes education about TBI, the hospital, and 

information specifically about the individual patient. Nurses in the ICU have a primary 

responsibility for educating the family. Nurses also provide emotional support to 

facilitate family coping. In terms of this study, the problems identified were related to 

the nurses' ability to care for the TBI survivors' families. This study focused on the 

nurses' perception of what education and assistance in coping the families receive in the 

ICU, the comfort level the nurses have in themselves when caring for these patients, and 

the nurses' perceived knowledge about TBI. 



PURPOSE STATEMENT 

The purpose of this research was to describe, using the "Traumatic Brain Injury 

Scale for Nurses" (Campbell, 1988), what education and supportive assistance nurses 

perceive they provide families of TBI patients in the ICU. 

DEFINITIONS OF TERMS 

The following terms were defined for the purpose of this study. 

Nurses: Registered Nurses (RNs) caring for TBI individuals in the ICU setting. 

Traumatic brain injury: Mild to severe cerebral insult as a result of an accident, 

subarachnoid hemorrhage secondary to an aneurysm, or hemorrhagic stroke. 

RESEARCH QUESTIONS 

The following research questions were specifically addressed: 

1) Do nurses perceive they teach families about the resulting sequelae, physical care, 

and patient condition after TBI? 

2) Do nurses perceive they provide families with a sense of hope, comfort and support, 

and a realistic indication for the future? 

3) Do nurses feel that they are adequately educated and able to teach families about the 

pathophysiology and resulting sequelae of TBI? 

4) Do nurses feel effective in helping families to cope and comfortable in educating 

families about the pathophysiology and resulting sequelae of TBI? 

SUMMARY 

The effects of TBI can result in physical, behavioral, and cognitive disabilities 

that affect the entire family of the survivor. The family of the survivor can suffer 
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financially, emotionally, and socially from the change in the family roles. Acutely, the 

family suffers from the unknown prognosis and unfamiliarity of the environment. One of 

the responsibilities of the nurse caring for the individual with the TBI is to educate the 

families about the prognosis without giving an inaccurate prognosis and decreasing the 

families' sense of hope. The nurse must also be able to comfort and assist families in 

appropriate coping, provide emotional support, and familiarize the family to the ICU 

environment. Nurses must be properly prepared to meet all of these demands, the 

demands of the patients' physical care and the demands of their families. 



CHAPTER2 

THEORETICAL FRAMEWORK AND LITERATURE REVIEW 

This chapter presents the theoretical framework and the review of literature that 

guided this research. The review of literature includes the manifestations resulting from 

TBI, the role of the nurse when caring for TBI patients' families, and the impact of TBI 

on the family. 

THEORETICAL FRAMEWORK 

The theoretical framework used to guide this research is the Theory of 

Uncertainty in Illness. The Uncertainty in Illness theory defines uncertainty as the 

inability to establish the meaning of an illness related event (Mishel, 1988). The 

uncertainty of illness theory explains how one gives structured meaning to an event and 

cognitively processes illness related stimuli (Mishel, 1990). Uncertainty in situations 

influences a person's choice of coping strategies (Redeker, 1992). 
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The model of the Uncertainty in Illness theory has four main components; a 

stimuli frame, the uncertainty, the appraisal of the uncertainty, and adaptation to the 

situation (Mishel, 1988). The stimuli frame, the primary preceding variable, is influenced 

by the person's cognitive capacities and structure providers, and precedes the uncertainty 

of the situation (Mishel, 1988). The stimuli frame consists of symptom pattern, event 

familiarity, and event congruency. The symptom pattern generates uncertainty with the 

situation when the symptoms of the illness are not consistent (Mishel, 1988). Event 

familiarity is developed through experience with the situation and the environment 

(Mishel, 1988). The third factor affecting the uncertainty in illness is the event 



congruence. Event congruence is the inconsistency between the present situation and 

past experiences with illness (Mishel, 1988). 
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Influencing the stimuli frame are the person's cognitive capacities and structure 

providers. Cognitive capacities refers to the person's ability to process information. A 

decrease in cognitive functioning will impair one's ability to understand the situation 

(Mishel, 1988). The structure providers include one's education, social support, and 

credible authority. A low level of education, less than high school diploma, can influence 

the uncertainty in illness because of the person's perceived complexity of the situation 

and difficulty understanding the health care system (Mishel, 1988). Social support 

provides the individual with information on the situation, appraisal of the situation, and 

assurance in the stability of the situation (Mishel, 1988). Health care providers that 

evoke trust and confidence about their expertise provide credible authority for the 

individual (Mishel, 1988). 

The stimuli frame and its influences, cognitive capacities and structure providers, 

provide the individual with the degree of the uncertainty of the situation. The uncertainty 

of the situation influences the individual to appraise the situation before he or she 

confronts or avoids the situation (Mishel, 1988). Appraisal of the situation includes 

inference and illusion. Inference of the uncertain situation is determined by the 

individual's prior life experiences, knowledge, and personality (Mishel, 1988). Illusions 

are beliefs that are developed out of the individual's uncertainty of the situation, and in 

general these beliefs are thought to be an opportunity (Mishel, 1988). Illusions can be 

supportive for an individual because they offer a sense of hope (Mishel, 1988). 
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After appraisal of the situation, there is adaptation to the situation. Adaptation to 

the situation depends on whether the situation was appraised as being a danger or an 

opportunity (Mishel, 1988). If the situation is appraised as being a danger, the coping 

mechanisms are directed towards decreasing the uncertainty and controlling the emotions 

that have been a result of the situation (Mishel, 1988). When opportunity is the appraisal 

of the situation, the situation is viewed as a positive situation rather then negative 

(Mishel, 1988). The appraisal of opportunity fosters a sense of hope in the uncertain 

situation (Mishel, 1988). Adaptation to the uncertain situation will occur if the coping 

strategies are effective, regardless if the situation is appraised as being a danger or an 

opportunity (Mishel, 1988). 

In the acute phase of TBI, the uncertainty of the illness for the family of the TBI 

individual is immense. The uncertainty is a result of many factors. The prognosis of TBI 

is difficult to predict. Family members are given very few concrete answers to questions 

or information on the prognosis because the outcome is unknown. Families are often 

overwhelmed by the ICU environment and feel uncomfortable with the appearance of 

their family member. There is also the uncertainty that the families feel because of their 

dependence on the survivor. The survivor may have been the provider for the family 

financially, emotionally, and I or socially. 

Use of the Uncertainty in Illness theory is very appropriate when studying what 

education and supportive assistance families of TBI patients receive from nurses. See 

Figure 1. In the situation of TBI, the families are faced with many uncertainties. The 

majority of the survivors are healthy young males, so it is a reasonable assumption that 



STIMULI FRAME 
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inconsistent symptoms 
unknown prognosis 
unanswered questions 
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(·) 

COGNITVE CAPCITIES 
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Figure I. Uncertainty of illness theory developed for TBI (Mishel, 1988, p. 226) 

~. Permission. has been granted for use. Sec Appendix A. 
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BUFFERING 
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the family may not be familiar with TBI or the ICU environment. Without event 

familiarity, it is unlikely that there will be congruency between this event and past 

experience. The symptom patterns seen after TBI are very inconsistent because of the 

diffuse damage that can occur. Even if the family has past experience with this event, 

every TBI situation, with presenting symptoms and resulting sequelae, is very different. 

The cognitive capacities and the structure providers will differ from one family to the 

next. The only consistent structure provider may be the health care providers who, 

through their consistency, provide the family with confidence and trust. 
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Health care providers assist in the appraisal of the uncertain situation by 

providing knowledge, a sense of control and hope, and by providing comfort and support 

that will assist families in coping mechanisms that will be effective in managing this 

situation. Nurses have an important role in assisting the families to adapt to the uncertain 

situation. Adaptation to this situation can be facilitated by the nurses fostering positive 

coping mechanisms within the family, decreasing the uncertainty of the situation, aiding 

the families in dealing with their emotions, and offering a sense of hope. To enable 

positive coping mechanisms within the family and to help the families deal with their 

emotions, nurses can encourage the families to talk about their feelings, and guide the 

families to talk amongst themselves. Nurses can decrease the uncertainty of the situation 

by providing the families with education on the pathophysiology of TBI, possible 

physical, behavioral, and cognitive deficits, and what the future may hold for the 

individual with the TBI. Nurses can also provide information to familiarize families 

about the environment. To foster a sense of hope, nurses can give the families a realistic 

picture of what the future may hold for their family member. 



LITERATURE REVIEW 

Manifestations of TBI 
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Common deficits that result after an individual has sustained a TBI include 

physical, behavioral, and cognitive disabilities. Often times the behavioral and cognitive 

deficits are the most difficult for the families to handle and accept. The deficits can be a 

result of mild to severe head injury. Behavioral impairments include increased 

irritability, impatience, agitation, aggressiveness, and fatigue (Acom & Roberts, 1992; 

Hilton, 1994). Cognitive deficits include impaired information retention, inability to 

concentrate, forgetfulness, and decreased attention span (Hilton, 1994). Physical deficits 

can include impaired motor or sensory function, impaired senses such as visual, auditory, 

and olfactory; and seizure disorders. 

Hilton (1994) reviewed the results of four separate research studies that examined 

the long-term effects of TBI. The first of these studies examined 34 traumatic brain 

injured patients at two and seven years post injury and found that 71 % of these patients 

suffered from some impairment (Hilton, 1994). In the second study, which evaluated 57 

patients two years post injury, 84% of these patients stated that they had impairments 

(Hilton, 1994 ). The behavioral deficits presented in both of these studies were identical 

and included increased irritability and impatience (Hilton, 1994). Cognitive deficits were 

also identical in both of the research studies and encompassed slowed mentation and 

inability to concentrate (Hilton, 1994). 

Hilton (1994) also reviewed two articles that examined the sequelae resulting 

from minor concussive injuries. Findings from these studies concurred with the above. 
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Results indicated long-term difficulties with irritability, fatigue, and concentration 

(Hilton, 1994). However, both of these articles, which were written in the 1970s, 

concluded that there was probably a pre-injury neurotic component to post-concussive 

syndrome (Gronwall & Wrightson, 1974; Rutherford, Merret, & McDonald, 1977). In 

more recent literature that idea has been challenged. Cicerone and Kalmar (1997) studied 

the influence of premorbid depression on post-concussive syndrome in 20 traumatic brain 

injured patients. Their results indicated that premorbid affective disorders, such as 

depression, do not appear to influence the persistent symptoms of post-concussive 

syndrome (Cicerone & Kalmar, 1997). 

Traumatic brain injury is not always localized to one area of the brain. It can be 

very difficult to predict a survivor's outcome because of the different areas that have 

potential to sustain injury. At the time of injury there are many mechanisms which can 

result in multiple areas of the brain being injured simultaneously. Examples of these 

mechanisms are: shearing injuries in which the axons are diffusely separated from the 

dendrites (diffuse axonal injury), coup contrecoup injuries in which the brain sustains 

injury anteriorly and posteriorly, and hemorrhagic injury in which the brain sustains 

injury to many areas. After the initial injury there is further damage to the brain from 

secondary injury. Secondary injury results from the sequelae of the initial injury and 

complications that occur during and after the initial injury. Secondary injury can result 

from cerebral edema, hypotension, infection, and coagulopathies. 

Although many TBis are global in the areas affected by the initial trauma and 

secondary injury, discrete areas have been associated with particular behavioral, physical, 
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and cognitive deficits. The frontal lobe can be divided into two areas in which the 

symptoms vary uniquely due to the area affected (Hilton, 1994). Orbitofrontal or 

prefrontal lesions result in hyperactivity, disinhibitions, impulsiveness, sexual 

aggressiveness, self-centeredness, and inability to sequence thoughts or plan for the 

future (Hilton, 1994; Kunkel, 1993). Dorsolateral frontal lesions are distinguished by 

apathy, lack of initiation, and flat affect (Hilton, 1994). The frontal lobe is responsible 

for physical deficits such as control of eye movements, voluntary motor movements, and 

word formation (Kunkel, 1993). 

Temporal lobe injuries can result in long-term memory deficits and verbal 

learning difficulties due to damage to Wernicki's area (Hilton, 1994). Physical deficits 

that result from damage to the temporal lobe include decreased hearing acuity, inability to 

smell, and impaired speech related to decreased motor control of the muscles (Kunkel, 

1993). When the parietal lobe sustains injury, deficits include the inability to recognize 

tactile stimulation; decreased innervation of the larynx, pharynx, and perineum; and 

difficulty interpreting of internal sensation to the visceral, deep bone, and fascia (Kunkel, 

1993). Injury to the occipital lobe results in decreased visual acuity, inability to learn 

from visual images, and inability to fix and focus on objects (Kunkel, 1990). Seizure 

disorders or posttraumatic epilepsy is most often a result of injury to the cortex secondary 

to open head trauma because scar tissue develops (Ladd, 1993). 
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Nursing and TBI 

It can be very stressful for nurses to be structure providers when caring for the 

TBI patient population because of the patients' physical, psychological, and emotional 

needs. The families of this patient population can be more challenging for the nurses 

than the patients. Families require education on the present and future outcomes related 

to TBI, and emotional support to insure adequate coping. There has been a significant 

amount of research conducted pertaining to the patients' and their families' experiences 

with TBI. This research describes the needs of the families while their family member is 

in the I CU. There are very few studies that have focused on nurses and their experiences 

in caring for TBI patients (Van Den Broek & Lye, 1996). The two studies presented 

below were both conducted in rehabilitation centers and each had different conclusions. 

Van Den Broek and Lye (1996) studied nurses working in a local hospital in two 

different rehabilitation units. One of the units was solely admitted severe head trauma 

patients and the other unit cared for general rehabilitation patients and currently had no 

neurological patients. Forty registered nurses, almost equally divided between the two 

units, were sent six questionnaires with a return rate of approximately 70%. The six 

questionnaires included a psychiatric symptom checklist, personality inventory, coping 

inventory for stressful situations, checklist for stressful life events, functional social 

support, and personal demographic questionnaires. At the same time the questionnaires 

were distributed to the nurses, the researchers went to the wards and assessed the degree 

of disability and dependency of the patients using the Modified Barthel Activities of 

Daily Living Index and the PULSES Profile. Their findings concluded that the head 



injured patients were more disabled than the patients from the general ward (Van Den 

Broek & Lye, 1996). 
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Van Den Broek and Lye (1996) found that the nurses from the head injury unit 

and the general unit did not differ on job satisfaction, overall stress and psychopathology 

ratings. The two groups of nurses matched equally on the demographics, personality 

measures, preferred coping styles, and the amount and severity of life events (Van Den 

Broek & Lye, 1996). One limitation of this study was the staff-patient ratio differed 

greatly on the two units; 5:12 on the head injury unit and 4:28 on the general 

rehabilitation unit (Van Den Broek & Lye, 1996). Van Den Broek and Lye (1996) 

pointed out that the increased staff stress seen in the previous head injury research studies 

might have been a result of the staffing ratios. They hypothesized that it may be more 

effective to decrease stress by modifying the staffing ratios instead of attempting to 

manage the stress. 

Van Den Broek and Lye referred to the research article by Mclaughlin and 

Erdman (1992) that suggested there was an increase in staff stress for nurses caring for 

TBI patients in the rehabilitation setting. Mclaughlin and Erdman (1992) studied 20 

nurses who worked on a brain injury rehabilitation unit, 12 nurses who worked on a 

general rehabilitation unit, and 12 physical therapists. All participants completed three 

questionnaires. The questionnaires examined demographic data, job stress and 

satisfaction, the extent to which physical aspects and cognitive-behavioral aspects of care 

were stressful, overall management satisfaction, symptoms of distress, and ways of 

coping. Other factors Mclaughlin and Erdman (1992) considered were patient acuity, and 
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physical and cognitive functioning. Patient acuity was measured by the number of 

patients requiring isolation and the number of patients who were physically combative. 

Physical functioning was measured by the Barthel Index. A psychologist assessed 

cognitive functioning by the patients' need for supervision and the level of independence. 

The brain injured rehabilitation patients scored higher on patient acuity and lower on 

cognitive functioning as compared to general rehabilitation patients. On the Barthel 

Index of physical functioning, the brain injured patients were less independent than the 

general rehabilitation patients were. Mclaughlin and Lye (1992) found that brain injury 

rehabilitation nurses scored significantly higher on overall job stress as compared to 

general rehabilitation nurses and physical therapists. Nurses' overall job stress appeared 

to be related to the perceived stressfulness of the cognitive-behavioral aspects of caring 

for the brain injured patients. 

Jamerson and colleagues (1996) and Johnson (1995) researched families' 

experience of having a family member in an ICU and after TBI respectively. The 

purpose of both of these research studies was to identify and describe the needs of 

families, thus enabling nurses to be knowledgeable about the families' needs. Johnson 

(1995) conducted a phenomenological study identifying family needs after a family 

member has sustained a TBI. She studied the parents and the siblings of a 16 year old 

male who sustained a severe TBI (Johnson, 1995). The family, which Johnson (1995) 

interviewed, identified a sense of hope and being kept informed as the most important 

during the acute phase. Specifically, knowing what the intracranial pressure monitoring 

readings meant and having questions answered honestly even if the answers were grim, 
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reassured the family (Johnson, 1995). This family believed that hopefulness was fostered 

by being involved in the treatment decisions, having physical and emotional contact with 

the patient, and having adequate information about TBI including the physical care 

needed by the patient (Johnson, 1995). 

Another study researching family needs was conducted by Jamerson and 

colleagues (1996). This study was a retrospective, descriptive, qualitative study and 

included 20 family members of patients that had been in the surgical-trauma intensive 

care unit at a university medical center (Jamerson et al., 1996). The purpose of this study 

was to learn about the experiences of family members and derive new and more 

productive ways of meeting the families needs (Jamerson et al., 1996). Their results 

indicate that families of patients in an intensive care environment need continuous 

information about the patient and his or her condition, an orientation to the intensive care 

environment and the routine, awareness of other resources within the hospital such as 

clergy, sense of hope, and provided with honest and open communication (Jamerson et 

al., 1996). 

TBI and the Family 

Research has shown that families of TBI survivors can be affected emotional, 

socially, and financially as much as or more than the survivors themselves (Acorn & 

Roberts, 1992; Kosciulek, McCubbin, & Mccubbin, 1993). The difficulties for families 

are related to the increased burden, psychological distress, and social isolation resulting 

from the cognitive and behavioral changes seen in the survivor (Kosciulek et al., 1993). 

Research has shown that TBI can result in social, emotional, and financial strain for the 
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families (Kosciulek et al., 1993). The caregiver of the head injured individual usually is 

the member of the family most affected by the c~ange in the survivor. Mothers and 

wives tend to be the caregiver of these individuals. Wives are often more adversely 

affected than mothers by their role as the caregiver (Acom & Roberts, 1992). 

Acom and Roberts (1992) studied 12 wives with head injured husbands where the 

wives were the primary caregivers of their husbands at home. This study was conducted 

in British Columbia. Subjects were recruited from the British Columbia Head Injury 

Association. The study used a questionnaire that focused on educational, psychological, 

and stress management needs, and provided an area for descriptive comments. 

The four categories of themes identified from Acom and Roberts' (1992) analysis 

of the descriptive comments were: role changes, emotional impact of the injury, the 

concept of hope, and the need for support. The role change from partner to caregiver for 

the wives was difficult because the wives needed to learn the changed role, had added 

responsibilities, and lacked support (Acom & Roberts, 1992). The lack of support 

resulted from family and friends not understanding the change in the wife and her 

husband's relationship because to family and friends the survivor appeared to be the same 

person as he was prior the TBI (Acom & Roberts, 1992). The wives presented the 

concept of hope in different ways. One wife stated that believing there was hope was 

important and one should not give up, another believed one needed to make the best of 

the situation, and another wife felt she had unrealistic hope in the beginning, despite what 

professionals and family had told her (Acom & Roberts, 1992). 
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The individual wives viewed the emotional impact of TBI very differently. One 

wife stated that the long-term effects wear the family down because of the memory 

deficits and frustrations and constant financial concerns (Acom & Roberts, 1992). 

Another wife viewed the traumatic event as positive, as she believed her husband's 

recovery was the greatest achievement he had made (Acom & Roberts, 1992). Finally, 

one wife felt that the lack of expertise by health care providers added to the emotional 

impact of the event (Acom & Roberts, 1992). Five of the wives participated in a support 

group. These wives felt that the support group provided education about the effects of 

head injury and availability of community resources, and provided them with emotional 

support and a sense of hope (Acom & Roberts, 1992). 

SUMMARY 

The Uncertainty of Illness theory was very applicable to this study which focused 

on nurses in the ICU assisting families in coping with the uncertainty of TBI. Often the 

intensive care setting is the first exposure to TBI that the family members encounter. The 

ICU environment is one that is very unfamiliar to families and is constantly changing. 

Nurses need to be able to provide the families with a consistent and familiar environment, 

and educate and support the families throughout the patient's stay in the ICU. Nurses 

must educate the families about the physical, behavioral, and cognitive impairments that 

may result. These impairments can lead to increased stress for families financially, 

socially, and emotionally. It can be very difficult for the primary caregiver to deal with 

the changes seen in the survivor. The primary caregiver is often the mother or the wife of 

the survivor, which adds another stressor to the situation, the change in family roles. 
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Nurses are also affected by the physical, cognitive and behavioral changes in the TBI 

patient. Nurses need to be able to manage the patients' physical, cognitive, and 

behavioral disabilities, and at the same time educate, support, and comfort family 

members about their concerns. Caring for the TBI patient can be very stressful for nurses 

because of the time and patience these patients and families require. To decrease the 

families' uncertainty ofTBI and to be an adequate structure provider, nurses must be 

educated to properly assist and meet all the families needs. 



CHAPTER3 

METHODOLOGY 
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This chapter presents the design of the study, human subjects protection, sample 

and the recruitment of subjects, major study variables, extraneous variables, development 

of the questionnaire, data collection procedure, and data analysis. 

Design 

The research design for this study was a descriptive survey design. The purpose 

of the study was to describe the nurses' perception of the care they provide when 

educating and assisting families to cope with the events and sequelae seen after a family 

member has sustained a TBI. This research design was appropriate because the purpose 

of this study was to describe human behavior. There was no manipulation of any of the 

variables. The survey addressed the nurses' perceived education provided to the families 

about the ICU environment, prognosis, and pathophysiology; perceived supportive 

assistance provided to families by answering questions honestly and providing a sense of 

hope; their comfort level in educating and assisting families in coping; and their 

perceived knowledge base and preparedness about TBI. 

Human Subjects Protection 

The project was approved by the University of Arizona Human Subjects 

Committee, the clinical nurse educator at a university medical center, and the nurse 

manager in charge of the unit in which this study took place. See Appendix B and C. A 

subject's disclaimer form was used to inform the nurses of the purpose of this study, time 



involved, and participation rights. See Appendix D. There was no foreseen risk for the 

nurses. 

Sample 

The proposed sample size for this research study was 30 nurses. All potential 

respondents had to be a licensed registered nurse currently working in an ICU. The 

researcher's focus for this study was registered nurses because nurses provide the 

majority of the intense physical care of the patient and provide the majority of the 

teaching and support for the families. 

Recruitment 
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For the purpose of this study the sample of nurses was recruited from the surgical

trauma ICU at a major university medical center in the southwestern United States. 

Major Study Variables 

The major study variables were what educational and supportive assistance do 

nurses perceive they provide families of TBI patients in the ICU. For the purpose of this 

study, education and supportive assistance that families receive was defined as those 

activities reported on the questionnaire. The questionnaire defined educational assistance 

as families being educated about the I CU environment, physical care, current diagnosis, 

prognosis, and the future. Supportive assistance was defined by the families receiving 

comfort and support, honest answers to their questions, and a sense of hope. 

Extraneous Variables 

Extraneous variables that had potential to impact what the nurses' perceptions of 

the education and assistance in coping families receive include: years of nursing 
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experience, years of experience caring for patients with TBI, past history of caring for 

patients with TBI in settings other than the ICU, past personal experience with TBI, years 

of schooling, and type of preparation or training for nurses in the current workplace. The 

years of experience as a nurse could have influenced the nurses' answers on the 

questionnaire because the nurses may have more confidence in themselves as a provider 

and have had time to develop effective communication skills with family members. 

Nurses who have had many years of experience caring for TBI patients may be more 

willing to teach families then a nurse with limited experience. Past experience caring for 

the TBI patients in settings other then the ICU may enable the nurse to understand and 

communicate the prognosis of the TBI patient more effectively to the families despite the 

training or preparation the nurse has had in the current unit in which he or she works. 

Nurses with a past personal experience with TBI will have seen TBI from the position of 

the provider and family. This past personal experience may have influenced their 

perception of family needs. Nurses working in ICU settings have various levels of 

education, which may determine the nurses' understanding of the pathophysiology of the 

TBI and the resulting sequelae. Training in the ICU setting can vary from institution to 

institution resulting in nurses being prepared diversely with a variety of different 

emphases. 

Measurements 

The measurement tool used in this research was modified from the questionnaire 

developed by Campbell (1988). Campbell's (1988) questionnaire was based on a review 

of the literature that focused on effects of TBI on survivors' family, alteration in family 
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roles, needs of the families, and the role of support groups for families after TBI. 

Campbell's (1988) questionnaire has two parts. The first part asks questions pertaining to 

demographics, situational influences, stressful issues, concerns with respect to the future, 

and other health problems. The second part of the questionnaire addresses what is 

helpful and important regarding the issue of educational, psychological, and social needs 

for the family members. Construct validity of this instrument was established by experts 

in the field of TBI. Reliability had not been tested (Campbell, 1988). 

For the purpose of this research the questionnaire was modified from Campbell's 

(1988) questionnaire. Permission has been granted for the modification. See Appendix 

E. In the original questionnaire by Campbell (1988), the questionnaire focused on family 

members of TBI survivors who were in support groups. The questionnaire for the 

presented study focused on nurses in the ICU setting. The first section of this 

questionnaire focused on educational, psychological, and social needs of family members 

of TBI survivors. The educational needs that were addressed were modified from the 

original ideas of Campbell's (1988) questionnaire. These needs that were modified 

included being educated about the ICU environment, physical care, resulting sequelae, 

and prognosis. For example, Campbell's (1988) statements were stated as "to learn about 

physical care," "to learn effects of head injury," "to learn methods of adjusting to 

memory loss," and "to learn methods of adjusting to behavioral changes." Campbell's 

(1988) statements presented above were rated on two Lickert-type scales. The first 

scale's responses were "very helpful," "somewhat helpful," "helpful," "not helpful," and 

"not applicable." The second Lickert-type scale's responses were "very important," 
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"important," "slightly important," "not important," and "not applicable." For this study 

the statements were worded to be appropriate for examining nurses perception of what 

education and supportive assistance is provided for families. For example these 

statements were stated as, statement 2 "Family members are educated about the physical 

care that the head injured patient is receiving." and statement 6 "Family members are 

informed about the behavioral changes that may result from the head injury." The 

responses for this study included "always," "almost always," "sometimes," "almost 

never," and "not applicable," or "yes" and "no." 

Psychological and social needs were almost directly taken from the original 

questionnaire by Campbell (1988) and included statements pertaining to hopefulness, the 

future, emotional support, communication, and honesty. For example, Campbell's (1988) 

statements were stated as "to know what the future holds for my relative,"" to talk about 

feelings," "to have emotional support," and" to feel there is hope." In this study these 

statements were worded as, statement 11 "Family members are encouraged to talk about 

their feelings." and statement 13 "Nurses provide the families with a sense of hope." The 

responses for these statements are the same as above. 

The next section of the questionnaire focused on how comfortable the nurse was 

in providing care for the TBI patients and how well the nurse believed he or she had been 

prepared to care for these individuals. These statements were not asked by Campbell's 

(1988) questionnaire because she studied families only. The third section of this 

questionnaire identified demographic data of the nurse completing the survey. The last 

statement of this survey was a qualitative statement that gave the nurses an opportunity to 



write about their experience in caring for TBI patients in the ICU setting. The complete 

nurses' questionnaire is in Appendix F. 
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The content validity of this questionnaire was established by having five experts 

in the field of neuroscience review each question individually and rate the overall content 

relevance of the questionnaire. A letter briefly describing the original questionnaire 

developed by Campbell (1988), the purpose of the research in which the modified 

questionnaire was going to be used, and instructions on how to rate the relevance of each 

question was given to each expert along with a copy of the questionnaire. See Appendix 

G. The experts were instructed to use the content validity index scale, a four point 

ordinal rating scale, to give a relevance rating to each question and to identify any 

questions that should be omitted, modified, or improved upon (Lynn, 1986). There were 

minimal changes made to the questionnaire after the content validity was completed. 

The reliability of the questionnaire was tested after the nurses had completed the 

questionnaires. A coefficient alpha was run on the on the two sets of statements during 

the analysis of the data. 

Data Collection Procedure 

After receiving approval from the Human Subjects Committee at the University 

of Arizona and the University Medical Center, a contact person from the nursing unit in 

which this study took place was assigned to this researcher by the clinical nurse educator. 

The contact person was a clinical leader and was assigned to this researcher to assist in 

making the staff aware of the study and to help in recruiting subjects. Upon initiating the 

research, this researcher and clinical leader met briefly and discussed the study and plans 
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for recruitment. When the study was initiated, the researcher introduced the study to a 

group of nurses who were waiting for night report. The researcher also introduced the 

study later to the day shift nurses on an individual basis. After the initial introduction, the 

letter describing the purpose and intent of this research, the disclaimer, and individual 

envelopes in which to place completed surveys were distributed to the nurses' mailboxes. 

The individual envelopes were provided to ensure confidentiality. A total of fifty 

questionnaires were disbursed. The letter included who the researcher was, affiliation, 

purpose of the research, research questions, the time frame for completion, and where to 

place the questionnaires when finished. See Appendix H. The time frame for completion 

of the survey by the nurses was three weeks. A large envelope was placed in the nurses 

break room for the completed surveys. The envelope was clearly labeled with directions 

for the nurses to place their finished surveys. After the completion date, which was noted 

in the letter, the researcher picked up the completed surveys. During the data collection 

procedure the researcher periodically visited with the nurses in the unit encouraging 

participation. 

Data Analysis 

Characteristics of the nurses were reported using frequencies and ranges. 

Frequencies were also used to answer the following questions: (1) Do nurses perceive 

they teach families about the resulting sequelae, physical care, and patient condition after 

TBI? (2) Do nurses perceive they provide families with a sense of hope, comfort and 

support, and a realistic indication for the future? (3) Do nurses feel that they are 

adequately educated and able to teach families about the pathophysiology and resulting 
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sequelae of TBI? ( 4) Do nurses feel effective in helping families to cope and comfortable 

in educating families about the pathophysiology and resulting sequelae of TBI? 

Pearson's chi-square analyses was unable to be employed to determine the relationship of 

selected discrete extraneous variables on the major study variables because the sample 

was too small to attain statistical significance. Relationships between the extraneous 

variables and major study variables were determined by placing the data in 2x2 

contingency tables. 

SUMMARY 

This descriptive survey study was accomplished by recruiting the nurses from the 

trauma-surgical ICU at a university medical center. The questionnaire was modified 

from a research tool that studied families' needs after TBI (Campbell, 1988). The data 

were analyzed by determining the frequencies and ranges of each statement on the 

questionnaire, and 2x2 contingency tables were used to determine if there were 

relationships between the extraneous variables and the major study variables. 



CHAPTER4 

RESULTS 

This chapter presents the results of the data analysis and the reliability of the 

questionnaire. The total number of subjects that participated by completing the 

questionnaire was N = 20. Fifty questionnaires were distributed to the nurses in the 

surgical-trauma ICU; the return rate was 40%. 

Subject Characteristics 
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This sample (N = 20) consisted of 14 females and 6 males. Eighty percent of the 

nurses ranged in age between 30 and 49 years. The formal education among the RNs 

varied, with the largest group, 40%, having a baccalaureate degree. Within this sample, 

50% of the RNs had more than ten years of nursing experience and 60 % had been 

working in an ICU more than five years. Fifty-five percent of these RNs had only given 

care to TBI patients in the ICU setting and the remainder had cared for TBI patients in 

other settings. Sixty-five percent had worked with TBI patients for more than 5 years. 

Twenty-five percent of the nurses had had past personal experience with TBI and 70% 

had received their on the job ICU training at the institution in which they were presently 

employed. For complete demographic data see Table 1. 
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Table 1 

Demogra12hic Data of the Nurses (N = 20) 

Variable N= % 

Years as RN 
< 1 year 1 5 

1 to 3 years 2 10 

> 3 to 5 years 3 15 

> 5 to 10 years 4 20 

> 10 years 10 50 

Years in ICU 
< 1 year 3 15 

1 to 3 years 4 20 

> 3 to 5 years 1 5 

> 5 to 10 years 5 25 

> 10 years 7 35 

Years experience with TBI 
< 1 year 2 10 

1 to 3 years 2 10 

> 3 to 5 years 3 15 

>5 to 10 years 7 35 

> 10 years 6 30 

Other RN experience with TBI 
Yes 9 45 

No 11 55 

Age 
25 to 29 years old 3 15 

30 to 39 years old 7 35 

40 to 49 years old 9 45 

Missing Data 1 5 

Gender 
Male 6 30 

Female 14 70 

Personal experience with TBI 
Yes 5 25 

No 15 75 

Degree 
Associate 7 35 

Diploma 3 15 

Baccalaureate 8 40 

Master 1 5 

Missing Data 1 5 

ICU training at current employment 

Yes 14 70 

No 6 30 
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Research Questions 

Frequencies of each statement's responses were used to analyze the following 

research questions: (1) Do nurses perceive they teach families about the resulting 

sequelae, physical care, and the patient condition after TBI? (2) Do nurses perceive they 

provide families with a sense of hope, comfort and support, and a realistic indication for 

the future? (3) Do nurses feel that they are adequately educated and able to teach families 

about the pathophysiology and resulting sequelae ofTBI? (4) Do nurses feel effective in 

helping families to cope and comfortable in educating families about the pathophysiology 

and resulting sequelae of TBI? 

The first set of statements on the questionnaire pertained to the ICU nurses in 

general and not a particular nurse. Statements 1 - 8 on the questionnaire answered 

research question (1) Do nurses perceive they teach families about the resulting sequelae, 

physical care, and patient condition after TBI? and statements 9 - 15 answered research 

question (2) Do nurses perceive they provide families with a sense of hope, comfort and 

support, and a realistic indication for the future? The responses used to answer these 

statements included "always," "almost always," "sometimes," "almost never," and "not 

applicable" or "yes" and "no." See Appendix F. 

Statements 1 - 8 were answered with the responses "always" and "almost always" 

70-85% of the time with the exception of one statement. This statement, statement 3, 

which asked if family members are educated about the resulting sequelae that may occur 

after head injury was answered with the responses "always" and "almost always" 65% of 

the time. Table 2 presents the frequencies of each statement. 
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Table 2 

Freguencies of Res12onses about Education Practices in the ICU (N = 20) 

Always Almost Some- Almost NA 

Always times Never 

Statements % % % % % 

l)Family educated about ICU 25 50 15 10 00 

2)Family educated about physical care 35 50 10 05 00 

3)Family educated about sequelae* 20 45 25 05 00 

4)Family educated about physical deficits 20 50 20 10 00 

5)Family informed about cognitive loss 20 50 30 00 00 

6)Family informed about behavioral change 25 50 20 05 00 

?)Family informed about condition 35 50 15 00 00 

8)Family informed about prognosis 15 70 15 00 00 

Note. (*) indicates missing data 

In the next set of statements, nine through fifteen, statement numbers 13 and 14 

were answered with the responses "always" and "almost always" 50% and 40% of the 

time, respectively. Statements 13 and 14 pertain to offering families a sense of hope and 

providing guidance to enable families to communicate amongst themselves, respectively. 

Both of these statements were also answered as not applicable by one individual. 

Statement 10, family members are given a realistic indication for the future, was 

answered with the responses "always" and "almost always" 60% of the time, and 

statement 15, nurses provide families with information about religious/spiritual services, 
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was answered with these responses 65% of the time. The remaining three statements, 9, 

11 and 12, were answered more than or equal to 70% of the time with the responses 

"always" and "almost always." The frequencies of the responses for each statement are 

presented in Table 3. 

Table 3 

Frequencies of Responses about Providing Comfort, Support, and Hope in the ICU 

(N =20) 

Always Almost Some- Almost NA 
Always times Never 

Statements % % % % % 

9)Questions answered honestly 35 35 30 00 00 

1 O)Realistic indication about future 15 45 35 05 00 

11 )Encouraged talk about feelings 20 60 15 05 00 

12)Receive comfort/support from nurses 40 55 05 00 00 

13 )Provided with sense of hope 15 35 45 00 05 

14 )Guide families to communicate 10 30 50 05 05 

l 5)Information about religious/spiritual 30 35 35 00 00 

The second set of statements on the questionnaire pertained to the nurse who was 

completing the survey. Statements 1, 3, 5, and 6 of the second section of the 

questionnaire answered the research question (3) Do nurses feel that they are adequately 

educated and able to teach families about the pathophysiology and resulting sequelae of 

TBI? and statements 2, 4, and 7 answered (4) Do nurses feel effective in helping families 
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to cope and comfortable in educating families about the pathophysiology and resulting 

sequelae of TBI? Sixty-five percent of the nurses felt as if they had been adequately 

educated about the prognosis and pathophysiology of TBI, statements 1 and 5 

respectively. In the remaining statements (statements 2, 3, 4, 6, 7) the responses 

"always" and "almost always" were chosen 45-60% of the time. The response 

"sometimes" was the most frequently answered response, ranging from 35-50% of the 

time. The frequencies of the responses are presented in Tables 4 and 5. 

Table 4 

Frequencies of Responses about Ability to Educate, Comfort, Honesty, and Effective in 

Coping (N = 20) 

Always Almost Some- Almost NA 
Always times Never 

Statements % % % % % 

2)Comfortable answering 
questions about prognosis 30 30 40 00 00 

3)Honestly answer questions 
about prognosis 20 40 40 00 00 

4)Effective in helping to cope 25 35 35 05 00 

6)Able to educate about 
pathophysiology 20 30 50 00 00 

?)Comfortable educating 
about pathophysiology 15 30 50 05 00 
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Table 5 

Frequencies of Responses about Education of the Nurses (N = 20) 

Statements Yes No 

1 )Adequately educated about the prognosis 65 35 

5)Adequately educated about pathophysiology 65 35 

The proposed extraneous variables for this study included years of nursing 

experience, years caring for TBI patients, educational background, history of caring for 

TBI patients in settings other than the ICU, personal experience with TBI, and institution 

of training for the current employment. Pearson's chi square analysis was not employed 

to determine if there were relationships between the demographic variables and each 

statement on the questionnaire because the expected number of individuals in each cell 

was less than five more than 20% of the time in all of the relationships. The contingency 

tables were grouped to 2x2 tables and the expected number of individuals was still less 

than five. The data presented below will be presented as trends because the sample was 

too small attain statistical significance. 

There were two possible trends within the second set of statements on the 

questionnaire. These statements 1 - 7 were related to the nurse and his or her perception 

of their preparedness and their comfort level when caring for TBI patients' families. The 

first possible trend identified in this set of statements was the relationship of the age of 

the nurses and statement 1 which asked how well the nurses felt they had been educated 

about the prognosis of TBI patients. The age category, 40 to 49 years of age, all felt that 
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categories four nurses felt adequately educated and six of the nurses did not. 
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The second possible trend was the relationship between the demographic variable 

years as a RN and statement 6 which asked about the nurses' perceived ability to explain 

the pathophysiology to families. Nurses with more than 5 years of experience answered 

statement 6 with the responses "always" and "almost always" more often than the 

responses "sometimes" and "almost never." The nurses with less than 5 years of nursing 

experience never answered this statement with the responses "always" or "almost 

always." The relationships between the demographic variables and statements are 

presented in 2x2 contingency tables, see Tables 6 and 7. 

The subjects of this study were also given the opportunity to share any 

information about their experience caring for TBI patients in the ICU setting. Five of the 

nurses responded to this qualitative section. Two of the nurses' responses related to the 

difficulty in being honest with families about the patients prognosis because physicians 

restrict the information that is given to families or they, the physicians, are not always 

truthful. Two other nurses commented on the difficulty educating families about the 

possible prognosis because they have not had the experience caring for TBI patients in 

other settings. Another nurse suggested that patients not be placed into categories with 

given outcomes because every TBI patients' outcome can be different and that this 

placement really decreases the hope of the families. For the actual quotes of the nurses 

see Table 8. 



Table 6 

The Relationships Between the Demographic Variables and Statements (N = 20) 

Demographic Variables/ Always/ Almost always Sometimes/ Almost never/NA 

Statements (N) 

Degree* /Families receive comfort and support from the nurses. 

Associate/Diploma 10 

Bachelors/Masters 8 

(N) 

0 
1 

Years as RN/Nurses provide guidance for family members to communicate. 

< 1 to 5 years 4 2 

>5 years 4 10 

Years as RN/Nurse comfortable educating families about pathophysiology. 

<1 to 5 years 2 4 

>5 years 7 7 

Years as RN/Nurse feels able to explain the pathophysiology. 

< 1 to 5 years O 6 

>5 years 10 4 

Institution ofICU training/Nurse feels able to explain the pathophysiology. 

Current institution 6 8 

Other institution 4 2 

Age in years/Nurse feels effective in helping families to cope. 

<39 6 4 

2: 40 6 3 

Note. (*) missing data, N = 19 

Table 7 

The Relationship Between the Age and Education (N =20) 

Demographic Variable/ 

Statements 

Yes 
(N) 

Age in years* /Nurse feels adequately educated about prognosis of TBI. 

No 
(N) 

<39 4 6 

2: 40 9 0 

Note. (*) missing data, N = 19 
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Table 8 

Nurses Responses Regarding Their Experience Caring for TBI Patients 

"I think physicians sometimes limit nurses on what we can say to families. Many 

neurosurgeons are not up front and honest when dealing with patients and their 

families." 
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"Sometimes the neurology and neurosurgery services tell patients' families that things 

are progressing will but then among themselves or to the nurses say that the prognosis is 

grim. Or they state the patient will live but never be responsive. It's difficult to be 

honest to families in those cases. This can be frustrating." 

"Every head injured patient's outcome can be different. Patients should not be placed 

into categories with given outcomes, this really decreases the hopes of the family." 

"More info on outcomes of patient when they leave so we can give more info to patient 

family of prognosis." 

"I think explaining the prognosis to families as well as educating them depends on 

where the family is at emotional and education level How much I think they can take at 

one time. It is difficult for me to tell the prognosis to family because I only see then in 

ICU and have not experienced the rehab aspect of nursing, I don't feel confident in that 

area all the time" 

QUESTIONNAIRE RELIABILITY 

The reliability of the questionnaire was tested after completion of the study. The 

reliability coefficient of the first set of statements, the ICU in general, was an alpha of 

0.90 and the second set of statements the alpha was 0.92. The internal consistency of the 

two sets of statements was not obtained because of the positive results of the reliability 

coefficient. 

SUMMARY 

With the exception of statement 3 on the first set of statements on the 

questionnaire, statements 1 - 8 that pertain to the education provided to families in the 
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ICU were answered with the responses "always" and "almost always" more than or equal 

to 70% of the time. The next statements 9 - 15 that asked about providing comfort, 

support, and hope were answered with these responses 40-95% of the time. In the second 

section of the questionnaire that addressed the nurses perceived comfort and ability to 

educate families the nurses answered these statements, 2, 3, 4, 6, 7 with the responses 

"always" and "almost always" 45-60% of the time. Sixty-five percent of the nurses felt 

as if they were adequately educated about the prognosis and pathophysiology of TBI 

patients. There were two possible trends between the demographic variables 'years as a 

RN' versus 'nurses feeling able to explain the pathophysiology' and the 'nurses' age in 

years' versus the 'nurses feeling adequately educated about the prognosis of TBI 

patients.' The qualitative section of the questionnaire identified the difficulty with being 

honest with families, teaching about the prognosis, and a sense of hope. 
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DISCUSSION 
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This chapter presents the discussion of the data, limitations, conclusions, and the 

educational and research implications. The discussion of the data will be presented in 

reference to the literature and the theoretical framework used to guide this research. 

Literature Comparison 

The current literature is very limited in regard to the research on what education 

families receive in the ICU and I or post TBI by nurses. There are, however, many 

reports regarding families and what their needs are while in the ICU and after a family 

member has sustained a TBI. This research about family needs can direct nursing 

practice. The results of this study will be compared to the literature that has examined 

families' needs from the perspective of the family. 

The findings of this study indicated that the nurses of the surgical-trauma ICU at a 

university medical center in the Southwestern United States perceive that they have 

generally met the needs of families after TBI. The first set of statements on the 

questionnaire, 1 - 15, were related to the ICU nurses in general and addressed issues such 

as: are family members educated about the ICU environment, physical care, resulting 

sequelae, and provided with a sense of hope. Statements 1 - 8 answered research 

question (1) Do nurses perceive they teach families about the resulting sequelae, physical 

care, and patient condition? The nurses' responses to statements 1 - 8 were very 

positive. The responses "always" or "almost always" were used 70 - 85% of the time to 

answer the statements except for statement 3 which asked if families are educated about 
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the possible resulting sequelae. However, statement 3 was not answered by one 

individual and if this statement had been answered by every nurse it too may have 70% of 

the responses "always" and "almost always." 

Statements 9 - 15 on the first section of the questionnaire answered research 

question (2) Do nurses perceive they provide families wit a sense of hope, comfort and 

support, and a realistic indication for the future? Two statements were not answered as 

positively as the other statements were. These statements, 13 and 14, were related to the 

families being offered a sense of hope and guidance to communicate amongst 

themselves, respectively. The statement about offering a sense of hope was only 

answered 50% of the time with the options "always" and "almost always," 45% of the 

nurses chose "sometimes," and one nurse felt that this statement was "not applicable." In 

the literature a sense of hope has been identified by families as being one of the most 

important needs nurses provide (Acom & Roberts, 1993; Campbell, 1988; Jamerson et 

al., 1996; Johnson, 1995). 

How does a nurse provide the family with a sense of hope? Johnson (1995) 

discovered in her phenomenological study of one family's experience with TBI, that hope 

can be fostered by keeping the family involved with patient care and treatment decisions; 

educated about the various treatments, pathophysiology, and the future; and by having the 

family's questions answered honestly even if the response is not positive (Johnson, 

1995). Using Johnson's (1995) description of hope, the nurses who completed this 

questionnaire are providing the families with a sense of hope. This sense of hope is being 

provided through educating the families about the ICU environment, physical care, 



condition, prognosis, possible resulting sequelae, and answering the families' questions 

honestly. Families may feel that being provided with information about the future and 

possible prognoses fosters a sense of hope because this information indicates that there 

can be a future versus the alternative, no future at all. 

There are a few possibilities as to why these nurses answered this statement as 

they did. These nurses may have a different idea of what is required to offer a sense of 

hope. Also, nurses may believe that providing a sense of hope means that they will be 

providing the families with an unrealistic future. The nurses may feel that providing a 

sense of hope is inappropriate as one nurse felt that this statement was "not applicable." 

Nurses themselves may not have hope for these patients especially if the nurses are 

unaware of the prognosis of TBI patients. 
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Statement 14, nurses provide guidance for families to communicate amongst 

themselves, was also not rated as highly as other statements, only 40% of the time were 

the options "always" and "almost always" chosen. Fifty percent of the time this 

statement was answered with the response "sometimes" and 5% of the time the responses 

"almost never" and "not applicable" were favored. Campbell (1988) identified this need 

after reviewing the literature and studying families that were participating in TBI support 

groups. Similar to providing families with a sense of hope, these nurses may be unaware 

of how to assist families to communicate amongst themselves, feel it is inappropriate, and 

not the nurses' obligation to provide this need. 

The second set of statements addressed the nurses comfort level in educating 

families, answering families' questions, and the nurses' ability to help families cope. 
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This set also addressed if the nurses felt they were adequately educated about the 

prognosis and pathophysiology of TBI. These statements, 1 - 7 answered the research 

questions (3) Do nurses feel that they are adequately educated and able to teach families 

about the pathophysiology and resulting sequelae of TBI? (4) Do nurses feel effective in 

helping families to cope and comfortable in educating families about the pathophysiology 

and resulting sequelae of TBI? 

Only 65% of the nurses felt as if they were adequately educated about the 

prognosis and the pathophysiology of TBI patients, statements 1 and 5 respectively. 

These findings could be why the overall frequencies of the other statements within this 

set were not answered as positively as the questions from the first set of statements. 

Statement 3 in section one was answered similar to these findings as 65% of the nurses 

answered this statement; families are educated about the sequelae, with the responses 

"always" and "almost always." However, statement 8 section one, families are informed 

about the possible prognosis, was answered with "always" and "almost always" 85% of 

the time. When comparing nurses perceived education about prognosis to other 

statements on the first set of the questionnaire one must remember that the first section of 

the questionnaire addressed the nurses in general and the second section addressed the 

particular nurse answering the questionnaire. The nurses that did not feel adequately 

educated about the prognosis of TBI patients may believe that other nurses are providing 

the families with this education. Statement 2 section two of the questionnaire asked if the 

nurse was comfortable answering questions about the patients' prognosis. Sixty percent 

of the nurses answered with the options "always" and "almost always" which is 
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comparable to the 65% that felt adequately educated about the prognosis. Although, the 

nurses may have answered this statement, statement 2 section 2, in this fashion because 

they may feel uncomfortable telling families a poor prognosis versus not being 

comfortable because the nurses are unaware of the prognosis. 

When comparing the nurses perceived education about the pathophysiology of 

TBI patients to other statements on the second section of the questionnaire the findings 

are not as comparable as with the prognosis of TBI patients. Statement 6 section 2 asked 

if the nurse was able to explain the pathophysiology to the families. Only 50% of the 

nurses answered with the responses "always" and "almost always," but 65% of the nurses 

felt adequately educated about the pathophysiology. In statement 7, if the nurse feels 

comfortable educating about the pathophysiology, the responses "always" and "almost 

always" were used only 45% of the time. Sixty-five percent of the nurses felt adequately 

educated about the pathophysiology but only 45% answered with the responses "always" 

and "almost always" to feeling comfortable educating families. 

Nurses need to be adequately educated about the prognosis and the 

pathophysiology of TBI to be effective when educating the families and keeping them 

informed. In the research conducted by Jamerson and colleagues (1996), families 

respected the nurses that spontaneously provided information about the patient, were 

honest, knowledgeable, and competent, were perceptive and responsive to their needs, 

and had effective communication and interpersonal skills. Having a nursing staff that is 

well educated about the patient population for which they provide care is very important 

to enable positive family coping. 
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Two by two contingency tables were used to determine if there were any 

relationships between the extraneous variables and the subjects' responses to the 

statements in part one and two of the questionnaire. However, there were no statistically 

significant findings because of the small sample, N = 20, so trends have been identified. 

There was a relationship between the extraneous variable years of nursing 

experience and statement 1 section 2, the nurses' perceived ability to explain the 

pathophysiology to the families. The nurses with more than five years of nursing 

experience were more likely to answer this statement with the responses "always" and 

"almost always" compared to the nurses with less than five years of experience that never 

answered this statement with these responses. This trend would be expected because 

with experience comes the development of clinical knowledge and to have expertise 

requires past experiences (Benner, 1983 ). Nurses with less experience caring for TBI 

patients can misunderstand the inappropriate behavior and believe the behavior is under 

the patients control (Bourbon, 1986). If these less experienced nurses understood the 

pathophysiology of TBI they may be able to explain the pathophysiology to the families 

and not misunderstand the behavior as being under the patients control. 

The age of the nurses was not one of the proposed extraneous variables. 

However, there was a relationship between the nurses' age in years and their perception 

of being adequately educated about the prognosis of TBI patients. All of the nurses (N = 

9) in the age category 40 to 49 years felt as if they had been adequately educated about 

the prognosis, whereas four nurses less than 40 years of age felt adequately educated and 

six nurses did not. If the older group of nurses had more nursing experience it would be 
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reasonable to assume that this age group would feel more educated about the prognosis. 

Nurses acquire knowledge and expertise through experience (Benner, 1983). Sixty-six 

percent of the nurses in this age category, 40 to 49 years of age, had more than ten years 

of RN, ICU and TBI nursing experience. The age category, 30 to 39 years of age, was 

equally distributed throughout the years of experience as a RN, in the ICU, and working 

with TBI patients. The last age category, 25 to 29 years of age, had less experience as a 

RN, working in the I CU and with TBI patients as compared to the other two age 

categories. Also, this trend could have been a result of the older nurses being mature and 

able to deal with the prognosis issues. 

The last section of the questionnaire offered the nurses the opportunity to write 

anything else they wanted to share about their experience caring for TBI patients in the 

ICU. Five nurses responded. The first theme that was relevant to this study and common 

among two of the nurses was their perceived lack of knowledge about the prognosis of 

TBI patients. Acom and Roberts' (1992) research identified that there was a lack of 

professional expertise in the area of TBI when studying the needs of wives after their 

spouse had sustained a TBI. Neither of the nurses that responded to this section had 

experienced caring for TBI patients in other settings. Only 65% of the nurses completing 

this questionnaire felt adequately educated about the prognosis of TBI patients, and this 

perceived lack of education may be because the nurses have not worked with TBI 

patients in other settings. Fifty-five percent of the nurses had no other nursing experience 

caring for TBI patients. Also, the patients at this particular institution are referred to 



other institutions for rehabilitation making it difficult for the nurses to follow up on the 

patients' prognosis. 

57 

One of the nurses presented above also stated that, when educating families about 

the prognosis, the families must be addressed at an appropriate educational level and 

when they are emotionally ready. Nurses practicing nursing in any setting must always 

remember to assess the patients or families' level of understanding and readiness. In 

Acom and Roberts' (1992) study of the wives whose husbands had sustained a TBI, one 

of the wives stated that she had unrealistic hope in the beginning despite what 

professionals and family had told her. It appears that this wife was not ready to hear the 

outcomes that the professionals and family were telling her. 

The final two comments were in regard to the physicians limiting what can be told 

to families or the physicians giving families misleading information. Nurses need to 

know the diagnosis and possible prognosis of the patients so they can adequately educate 

the families on what to expect during the rehabilitation phase and thereafter. The nurses 

and the physicians need to be able to communicate amongst themselves to ensure that the 

families are receiving the correct information. Having to give families grim information 

can be very difficult for health care providers. However, families can be very satisfied 

with health care providers that provide honest information in regard to the patients' 

current status, prognosis, and treatments. Jamerson and colleagues ( 1996) discovered 

that families with a family member in an ICU respected the nurses that informed them 

frequently and honestly about the patients' current status and prognosis. These families 

developed trust in the nurses who provided honest care (Jamerson et al., 1996). 
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Theoretical Framework Application 

In the Theory of Uncertainty of Illness, the uncertainty of the illness can be 

positively influenced by adequate structure providers and appropriate education about the 

stimuli frame. Nurses are one of the primary structure providers for families after TBI in 

the ICU. The nurses provide credible authority, social and emotional support, and 

education. The education that nurses provide can familiarize families with the 

inconsistent symptoms of TBI, unknown prognosis, unanswered questions, and 

unfamiliar ICU environment. While patients are in the ICU families can be overloaded 

with information and can have difficulties with comprehension because of the 

stressfulness of the entire situation. Nurses provide an integral role in decreasing the 

uncertainty of TBI for the families. 

The answers to the statements on the questionnaire indicate that the majority of 

the nurses perceive themselves as structure providers for the families. Nurses saw 

themselves as providing credible authority for the families by answering questions 

honestly, giving expert education about the patients' condition, diagnosis, and prognosis, 

and by comforting and supporting the families. By being structure providers the nurses 

positively influence the stimuli frame which is the primary preceding variable to the 

uncertainty (Mishel, 1988). 

According to the results of this questionnaire the nurses believe they are 

positively influencing the uncertainty of TBI for the families through the stimuli frame. 

The nurses' perception is that they are educating families about the ICU environment and 

the physical care which would decrease the unfamiliarity of the patient's situation. The 
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nurses also are influencing the stimuli frame by indicating that they educate the families 

about the possible resulting sequelae, long-term prognosis, and realistic indication for the 

future. Providing families with credible authority, social and emotional support, 

education to ease the unfamiliarity of the environment and the situation, and a realistic 

indication for the future in regard to the patients prognosis will positively influence the 

uncertainty and assist the families in developing coping strategies. 

LIMITATIONS 

The first limitation of this study was the small sample size, N = 20. This sample 

was also a convenience sample. The sample size ofN =20 is not representative of the 

general population of nurses who care for TBI patients in the ICU setting. This sample 

was not diverse and was also too small to attain statistical significance. Fifty percent of 

the nurses had more than ten years of nursing experience and 45% of the nurses fell into 

one age category, 40-49 years. 

This sample only studied nurses in one institution. The institution was a teaching 

hospital and also a level-one trauma center. Hospitals that are not a level-one trauma 

center may not have the diverse TBI patient population, and the nurses may not have the 

experience that these nurses had. If this study had been conducted in an institution that 

rarely sees TBI the results may have been considerably different. 

Another limitation was that this research only addressed the nurses' perspective 

and not the families. The data would have been more valid if the families' perspective 

would have been included for comparison. Also, the nurses' perspective was examined 

by self-report and nurses' perception about what they educate families about may not in 



fact be truly reflective of what occurs. To strengthen this research one could have 

observed the nurses and their interactions with families over time. 
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The questionnaire also had limitations. The variables in the demographic section 

were all categorized into age ranges and ranges of nursing experience. These ranges 

decrease the variability and specificity of the data. The data would have been more 

relevant if the subjects would have answered the statements with their actual age. The 

questionnaire was written in this format to keep the questionnaire consistent throughout 

by offering the answers to each statement and to increase compliance of the nurses when 

answering personal questions. Out of the 20 questionnaires that were received only three 

questions were not answered. Of these three questions, two included the demographic 

questions regarding the nurses' age and educational degree. 

CONCLUSIONS 

Overall, this research suggests that the nurses working in the surgical-trauma ICU 

at a university medical center perceive that they meet the needs of families after a family 

member has sustained a TBI. The nurses appeared to be weak in the area of their 

perceived ability and comfort when educating the families about the prognosis and 

pathophysiology, and when offering a sense of hope and guidance for families to 

communicate. However, after reviewing the limitations of this study these data may not 

be a reflection of the nurses in this institution or nurses working with TBI patients in 

general. It is difficult to compare the findings of this study to other similar studies 

studying nurses because the literature is limited. The literature does speak to the needs of 

the families through the families' perspective. To truly identify if the nurses are meeting 



the needs of the families, the families' perspective would need to be included. 

Comparing the nurses' results to families that have had a family member in this ICU 

would have strengthened the final results. 

IMPLICATIONS 
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Nurses need to be adequately educated about TBI to effectively assist families in 

coping. Nurses should be educated on the needs and expectations of the families. A 

sense of hope was one of the needs that was not perceived as being consistently met by 

the nurses. However, this statement may have been answered differently if the nurses 

would have known what hope meant for families. Nurses must also be aware of what the 

families needs are in order to provide basic care. This researcher found it notable that 

35% of the nurses did not feel adequately educated about the prognosis and 

pathophysiology of TBI patients. This lack of education should be improved upon. In

services could be offered for the nurses currently working in the ICU, and the new nurses 

could receive the information through the ICU orientation classes. Families would 

benefit from the nurses being thorough with their teachings. 

Further research is necessary to evaluate what education and supportive assistance 

nurses provide for families in the ICU, and what education nurses need to care for TBI 

patients and their families. These topics are very limited in the literature, and this sample 

size was very small and limited to one institution. Examining a larger sample with a 

diversity of institutions is recommended. Research should be considered in more distinct 

settings to trend what nurses do across the many subsets of nursing. 
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SUMMARY 

The consequences of TBI can be very devastating for the families as well as for 

the patients (Acom & Roberts, 1992). In the ICU the nurse must take care of the patient 

and meet the needs of the family. This setting can be difficult to work in when the 

patient is acutely ill and there is little time for the family. Nurses need to be educated and 

appropriately prepared to meet the demands of the families. Nurses provide families with 

credible authority by educating and supporting the families socially and emotionally. 

Nurses educate the families to decrease the uncertainty of the TBI patient. This 

education includes familiarizing the families to the ICU environment, physical care, 

treatments, and possible prognosis. 

In this study the nurses report that they perceive they were meeting the needs of 

the families most of the time, but 35% did not feel that they were adequately educated 

about the prognosis and pathophysiology of TBI. This sample may be representative of 

the general population of nurses caring for TBI patients in the ICU and it may not. When 

nurses are oriented to the ICU, the curriculum should cover basic pathophysiology and 

prognostic outcomes that are common and may occur to insure that families are given 

factual realistic information. Educators should remember that not all nurses will have 

had experience taking care of this patient population in other settings and may be 

unaware of the outcomes. To enable nurses to effectively assist in family coping, the 

nurses must be aware of what families in an ICU require and the nurses need to be 

properly educated about TBI. 
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I am writing to ask permission to use a figure that was presented in IMAGE: Journal of Nursing 

Scholarship. The journal article is Mishel, M (1988). Uncertainty in illness. IMAGE: Journal of Nursing 

Scholarship, 20(4), 225-232. The figure, Figure I. Model of perceived uncertainty in illness, is displayed 

on page 226. I have used the Uncertainty in Illness theory to guide my research in order to complete the 

thesis requirements for a masters degree in nursing at the University of Arizona. This figure has been 

modified to pertain to families of patients with trawnatic brain injury while in an intensive care unit 

I hope to hear from you. 
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HEALTH SaENCES CEN'TtR 

cg:: 
Tucson. Arizona 85724-5137 

(520) 626-6721 

5 June 1998 

Ingrid Peterson, Master's Candidate 

c/o Jean Davis, Ph.D. 
College of Nursing 
PO BOX 210203 

RE: NURSES ASSISTING FAMILIES TO COPE WITH TRAUMATIC BRAIN INJURY 

Dear Ms. Peterson: 

We have received documents concerning your above cited project. 

Regulations published by the U.S. Department of Health and Human 

Services [45 CFR Part 46.lOl(b) (2)] exempt this type of research 

from review by our Committee. 

Thank you for informing us of your work. If you have any questions 

concerning the above, please contact this office. 

Sincerely yours, 

William F Denny, M.D. 
Chairman 
Human Subjects Committee 

WFD:js 
cc: Departmental/College Review Committee 
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- Nursing Staff Development Department 

Memorandum 

Date: 

To: 

From: 

Subject: 

CC: 

June 30, 1998 

Ingrid Peterson, BSN 
College of Nursing 

Lauri Mccanless, MS, RNC, CNS r· 
Nursing Research Access 
Clinical Nurse Educator 
Women and Children's Services 

Request for Access to UMC for Nursing Research 

Joe Bojorquez, Patient Care Manager 

Your request for access to nursing staff at UMC to conduct your study, "Nurses 

Assisting Families To Cope With Traumatic Brain Injury", has been approved. I 

have designated Murph Lyman, Clinical Leader as your contact person for the 

study. Please make an appointment with Murph to decide how you will make the 

staff aware of your study, what assistance you will need in finding subjects and 

how you will communicate the results of your study to the unit staff. 

Please let me know if I can be of help to you during data collection. Please call 

694-247 4 when you have completed data collection and send me an abstract 

when you have finished writing your results. At that time, please notify your 

contact person that you have finished data collection. I may ask you to present 

the results of you study at a nursing rounds or workshop. 

Thank you for your interest in working with the patient care staff and units at 

University Medical Center. I look forward to seeing the results of your study. 

THE UNIVERSITY Of 

AruzONA 
HEALTH SCIENCES CENTER 

-u-
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You are being asked to voluntarily participate in a study exploring what nurses do to 

educate and assist families in coping after a loved one has sustained a traumatic brain 

injury and how effective nurses are in helping families to cope after such a tragedy. By 

responding to questions in a questionnaire, you will be giving your consent to participate 

in the study. 

The questionnaire can be answered at a location and time convenient for you. It will take 

approximately 15-25 minutes to complete the questionnaire. Your identity will not be 

revealed and your confidentiality will be maintained in all reports of this project. Please 

do not include your name on the questionnaire. The questionnaire will be locked in a 

secure place. 

You may choose not to answer some or all of the questions. Any questions you have will 

be answered and you may withdraw from the study at any time with no consequences 

whatsoever. There are no known risk in your participation. 

The overall aim of this study is to help nurses learn more about the effectiveness of 

interventions in caring for families that have a family member with a traumatic brain 

mJury. 

I can obtain further information from Ingrid Peterson at 626-7124. Ifl have questions 

concerning my rights as a research subject, I may call the Human Subjects Committee 

office at 626-6721. 

Thank you. 

Investigator Date 

Telephone Number 
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Dear Ms. Peterson: 

We are pleased to grant permission to adapt a survey scale from the following article. 

Campbell, C. (1988). Needs of relatives and helpfulness of support groups in 

severe head injury. Rehabilitation Nursing, 13(6), 320-325. 

The olflCial 
journal of the 
Associalion of 
Rrh:lbilicuion 
Nunes 

Permission is granted to reprint this material. There is no fee for this request. We ask that you 

credit the journal by using the following statements: 

"Reprinted from Rehabilitation Nursing, 13(6), 320-325, with permission of 

the Association of Rehabilitation Nurses, 4700 W. Lake Avenue, Glenview, 

IL 60025-1485. Copyright O 1988." 

Again, we are pleased that you found this material valuable and believe future issues will continue 

to be of interest to you. 

Cordially, 
( 

~ 1Afl-<lsl~ ic..~ 

Carol Dikelsky 
Managing Editor 

4700 W. Lake Avenue• Glenview. IL 60025-1485 • 800/229-7530 • 847/375-4710 • Fax 847/375-4m 
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APPENDIXF: 

NURSES QUESTIONNAIRE 

Traumatic Brain Injury Scale for Nurses 

The following statements ( 1-15) relate to the ICU in general and not to a particular nurse. Read each 

statement carefully and circle the answer that best describes your response. 

1. Family members are educated about the Intensive Care Unit (ICU) environment. 

(a) Always 
(b) Almost always 
(c) Sometimes 
( d) Almost never 
(e) Not applicable 

2. Family members are educated about the physical care that the head injured patient is 

receiving. 

(a) Always 
(b) Almost always 
( c) Sometimes 
( d) Almost never 
(e) Not applicable 

3. Family members are educated about the resulting sequelae that may occur after head injury. 

(a) Always 
(b) Almost always 
( c) Sometimes 
( d) Almost never 
(e) Not applicable 

4. Family members are educated about the physical deficits that may result from the head injury. 

(a) Always 
(b) Almost always 
(c) Sometimes 
( d) Almost never 
(e) Not applicable 

5. Family members are informed about the cognitive loss that may result from the head injury. 

(a) Always 
(b) Almost always 
( c) Sometimes 
( d) Almost never 
(e) Not applicable 
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APPENDIXD: 

NURSES QUESTIONNAIRE - continued 

6. Family members are informed about the behavioral changes that may result from the head 

injury. 

(a) Always 
(b) Almost always 
( c) Sometimes 
( d) Almost never 
(e) Not applicable 

7. Family members are kept informed about the condition of the head injured patient. 

(a) Always 
(b) Almost always 
(c) Sometimes 
( d) Almost never 
(e) Not applicable 

8. Family members are informed about the possible long-term prognosis. 

(a) Always 
(b) Almost always 
( c) Sometimes 
( d) Almost never 
(e) Not applicable 

9. Family members' questions are answered honestly. 

(a) Always 
(b) Almost always 
( c) Sometimes 
( d) Almost never 
(e) Not applicable 

10. Family members are given a realistic indication of what the future may hold for the patient. 

(a) Always 
(b) Almost always 
(c) Sometimes 
( d) Almost never 
(e) Not applicable 
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NURSES QUESTIONNAIRE - continued 

11. Family members are encouraged to talk about their feelings. 

(a) Always 
(b) Almost always 
( c) Sometimes 
( d) Almost never 
(e) Not applicable 

12. Family members receive comfort and support from the nurses. 

(a) Always 
(b) Almost always 
( c) Sometimes 
( d) Almost never 
(e) Not applicable 

13. Nurses provide the families with a sense of hope. 

(a) Always 
(b) Almost always 
( c) Sometimes 
(d) Never 
(e) Not applicable 

14. Nurses provide guidance for family members to communicate amongst themselves. 

(a) Always 
(b) Almost always 
(c) Sometimes 
(d) Never 
(e) Not applicable 
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15. Nurses provide families with information about religious/spiritual services within the hospital. 

(a) Always 
(b) Almost always 
(c) Sometimes 
(d) Never 
(e) Not applicable 
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APPENDIXD: 

NURSES QUESTIONNAIRE - continued 

The following statements (1-7) refer to you specifically as a nurse. For each statement, circle the answer 

that best describes your response. 

1. I feel that I have been adequately educated on the prognosis of head injury. 

(a) Yes 
(b) No 

2. I feel comfortable in answering families' questions related to the possible prognosis of head 

injury. 

(a) Always 
(b) Almost always 
(c) Sometimes 
(d) Never 
(e) Not applicable 

3. I feel that I can answer the families' questions about the possible prognosis honestly. 

(a) Always 
(b) Almost Always 
( c) Sometimes 
( d) Almost never 
(e) Not applicable 

4. I feel that I am effective in helping families to cope with the tragedy of head injury. 

(a) Always 
(b) Almost always 
(c) Sometimes 
( d) Almost never 
( e) Not applicable 

5. I feel that I am adequately educated on the pathophysiology underlying head injury. 

(a) Yes 
(b) No 

6. I feel that I am able to explain the pathophysiology underlying the head injury to families. 

(a) Always 
(b) Almost always 
( c) Sometimes 
( d) Almost never 



APPENDIXD: 

NURSES QUESTIONNAIRE - continued 

7. I am comfortable when educating families on the pathophysiology of head injury. 

(a) Always 
(b) Almost always 
( c) Sometimes 
( d) Almost never 
(e) Not applicable 

Of the following questions (8-17), circle the answer that best describes your response. 

8. Do you currently hold a Registered Nurse license? 

(a) Yes 
(b) No 

9. How many years have you been practicing as a RN? 

(a) Less than 1 
(b) 1-3 
(c) 3-5 
(d) 5-10 
(e) more than 10 

10. How many years have you been working in an ICU setting? 

(a) Less than 1 
(b) 1-3 
(c) 3-5 
(d) 5-10 
(e) more than 10 
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11. How many years have you been caring for the head injured patient population (throughout 

your nursing career)? 

(a) Less than 1 
(b) 1-3 
(c) 3-5 
(d) 5-10 
(e) more than 10 

12. Have you taken care of head injured patients in other settings (general care, step down, 

rehabilitation)? 

(a) Yes 
(b) No 
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NURSES QUESTIONAIRE - continued 

13. What is your age? (years) 

(a) 18-24 
(b) 25-29 
(c) 30-39 
(d) 40-49 
(e) 50 or older 

14. What is your gender? 

(a) Male 
(b) Female 

15. Have you had any personal experience (including family) with head injury? 

(a) Yes 
(b) No 

16. What is your highest nursing degree? 

(a) Associate 
(b) Diploma 
(c) Bachelor 
(d) Master 
(e) Doctorate 

17. Did you receive your ICU training from the current institution in which you are working? 

(a) Yes 
(b) No 
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If there is anything else that you would like to share about your experience with caring for head injured 

patients in the ICU setting please comment in the space provided below. 

Reprinted from Rehabilitation Nursing, 13(6), 320-325, with permission of the Association of 

Rehabilitation Nurses, 4700 W. Lake Avenue, Glenview, IL 60025-1485. Copyright ©1988. 
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APPENDIXG: 

CONTENT VALIDITY INSTRUCTIONS 

Instructions for Quantification of Content Validity 

Thank you for being willing to serve as a content expert for two scales I am developing for my 

thesis work. 

The attached instruments have been developed to study what nurses do to educate and assist 

families in coping with the tragedy of traumatic brain injury, and to determine how effective nurses are in 

educating and helping families in coping with this event. The first questionnaire is specifically designed 

for nurses who work in an intensive care unit. The second questionnaire is to be answered by a family 

member of the traumatic brain injured survivor. 

The questionnaires were developed based on Campbell's (1988) questionnaire, which focused on 

the needs of relatives and helpfulness of support groups for the families of traumatic brain injured 

survivors. Campbell (1988) studied families that were post the acute phase of the head injury and were 

active in a support group. These questionnaires were modified to focus on the acute phase of head injury, 

the intensive care unit. 

To assess for content validity of the questionnaires, please use the index of content validity scale 

below. Rate the content validity for each question or statement on the questionnaires and rate the overall 

content validity of both of the questionnaires. Also, please identify any questions that should be omitted, 

modified, or improved upon. 

Content Validity Index Scale (Lynn, 1986) 

1 = irrelevant item 

2 = somewhat relevant 

3 = relevant 
4 = extremely relevant 

Thank you, 

Ingrid Peterson 

Campbell, C. H. (1988). Needs of relatives and helpfulness of support groups in severe head 

injury. Rehabilitation Nursing, 13(6), 320-325. 

Lynn, M. R. (1986). Determination and quantification of content validity. Nursing Research, 

35(6), 382-385. 
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APPENDIXH: 

NURSES' LETTER 

July 3, 1998 

Dear Registered Nurse, 

I am a graduate student in the College of Nursing at the University of Arizona. I am 

writing to you in hopes that you will consider participating in my research project. If you 

do decide to participate, you will be asked to complete the attached questionnaire. 

The purpose of my research is to identify what nurses do to educate and assist families in 

coping with the tragedy of Traumatic Brain Injury. For this research the definition of 

Traumatic Brain Injury includes mild to severe cerebral insult as a result of an accident, 

subarachnoid hemorrhage secondary to an aneurysm, or hemorrhagic stroke. 

The attached questionnaire will take about 15-25 minutes to complete and can be 

completed at your convenience. After completion, please place the questionnaire in the 

small envelope that has been provided for you. Then place the sealed questionnaire in the 

larger envelope labeled with my name and the title of the research project. You can find 

this larger envelope hanging in your break room. Please complete the questionnaire by 

July 25, 1998. 

Thank you for your time and interest. 

Sincerely, 

Ingrid Peterson 
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