Implementing a Flexible Vigtation Policy for Head-I1njured Patients
The Scenario

The sign at the entrance to the Neuroscience Intensive Care Unit (NSICU) spdlls out the
vigtation policy specific to that unit. It readsthat al vistors must cal before entering, and that
vigts are limited to two immediate family members a atime, for aten minute time period. This
can be repeated every two hours, and only during the specified hours of 10AM to 10PM,
except during the hours of shift changes.

The digtraught family members of the head-injured victim arrive a the closed doors to the
NSICU. They read the sign outlining the vistation policy, but are unable to fully understand
every word the Sgn says due to the emotionaly-charged moment. They cal before entering,
and are dlowed to their loved one s bedside. The victim’s nurse meets them, briefly explains
the latest events and the plan of care, and goes over the palicies of the unit. The family issoon
asked to leave the bedsi de as the neurosurgeon and the nurse need to further stabilize the
patient. Since they do not know what elseto do and just want to be nearby in case anything
happens, either good or bad, the family decides to Say in the waiting room.

Asthe evening passes, the head-injured patient’ s intracraniad pressure (ICP) remains
unstable and the patient’ s Glasgow Coma Scale score (GCS) remains less than an 8, so the
patient is managed under the traumatic brain injury (TBI) protocol. Stimuli to the patient is
decreased by dimming the lights, decreasing noise, and retricting vistors. The patient’s family
cdlsand again requeststo vist. Thefamily isalowed into the room. However, in an effort to
avoid any type of simulation that might increase the patient’ s ICP, they are not dlowed to talk
to the patient or touch the patient. After aten minute visit, the family is asked to leave, even
though the patient showed no untoward effects to the vist.

Asthe clock hits 10PM, the security guard checks on the waiting room and proceeds to
lock the waiting room doors. The family asks what is happening, and the guard explainsthet it



isthe hospita’ s palicy, and that it istime to leave. The family cdlstheir loved on€ s nurse and
asksif one of them can spend the night at the patient’s bedside. Even promising to stay out of
the way does not persuade the nurse to alow the overnight stay. Furthermore, it is hospita
policy to not dlow overnight guestsin the critical care units. The patient’ s family reluctantly
goes home, frustrated and confused as to why they are unable to be with their loved one in this
great time of need.

The problem with the vigitation policy is brought to the attention of the NSICU Clinica
Nurse Specidist (CNS) in daily rounds. It is noticeable that some nurses are dlowing certain
familiesto stay longer a the patients bedsides, and that some of the nursing and medical staff
are not appreciative of the increased family presence.

The Problem

Theinconggtencies in enforcing the current redtrictive vistation policy in the NSICU has
caused frudration among the staff and family members of head-injured patients. Thus, whether
aredrictive vigtation policy is gppropriate for the TBI patient population and their families
needs to be addressed.

Most important in this patient population is maintaining a decreased ICP. The
neurosurgeons are open to change as long as there are no deleterious physiologic effects on the
patients. The nurang staff are mixed in their gpprova of the issue, as some fed that increased
family presence will be harmful to aTBI patient. Nursing management is supportive of any
change that will improve patient and staff satisfaction, aslong as there
isminima fiscd impact. Thus, in collaboration with the neurosurgeons, the NSICU nursing staff
and management, the NSICU CNS will explore dternative vistation policies for the unit, and
implement anew vistation policy that will better satisfy the needs of the patients and their
families, while preserving the concerns of the hospitd staff and management.

Sgnificance of the Problem



This scenario of frugtrated families and nurses with the restrictive visitation policies of
critica care units occurs every day. This scenario is afrequent one, considering that more than
400,000 patients with head injuries are admitted to hospitals each year in the United States
(Thelan, Urden, Lough , & Stacy, 1998). Fifty-two thousand people die each year of TBI
(Fowler, 1997). Approximately 10% to 15% of TBI patients have elevated ICP, and 84% to
100% of these patients die (Miller et d., 1977). In addition to thisloss of life, the costs to
society were edtimated a $37.8 billion in 1985 in terms of lifelong disability of TBI patients
(Littlgohns & Bader, 2001).

Neurosurgeons and nurses are fearful that less-redtrictive vistation will have adverse effects
on head-injured patients. In aclassic article, Lundberg (1960) proposed that loca or generd
cerebra vasodilatations can be caused by dterationsin cerebra functiona activity, such as
arousal, mental stress, or emotiona reaction. This means that the ICP of head-injured patients
can rise with avariety of simuli, and thus any introduction of this stimuli should be avoided.
Likewise, auditory stimulation may cause an increase in |CP through increasing cerebra blood
flow (Schinner et d., 1995). Furthermore, uncontrolled eevationsin ICP will cause impaired
cerebrd circulaion and shiftsin brain mass, which will ultimately compromise neurologica and
lifefunctions (Mauss & Mitchdl, 1976).

Nevertheless, it iswell-recognized that caring for the patient’ s family is another way of caring
for the patient (Stannard, 2000). The American Association of Critical Care Nurses (AACN)
has defined the patient and their family as a unit (Titler, 1997). Meeting the needs of the
patient’ s family during the acute phase of injury can enhance patient recovery and family
adaptive coping (Berngtein, 1990). In astudy by Roland et d. (2001), families indicated that
one of their main needs was to be physicaly near the patient to enhance emotiona support, with
data showing that 80% of families desired more open vistation policies. This same study aso
found that 82% of the staff believed that visitors were beneficiad to the patient.



It has not been wdll-documented whether family vistation is directly related to patient
outcomes. However, one of the main reasons for congdering a more open visitation policy isto
ad the family. If family needs are met, stress can be reduced.  If the family is not alowed to
vigt, or only to vigt for short periods of time, they may not get adequiate informeation and
attention they need to start the coping process, let done fully comprehend the medical reasoning
behind the redtrictive vistation (Elliott & Smith, 1985). Further disruption of the family system
can occur because the comatose patient is aso unrespongive. Considering the potentia long-
term physica and emotiond effects a head injury can bring to afamily unit, the coping and
understanding of the Situation should be alowed as soon as possible. Recognition of the needs
of the patients and their families and appropriate interventions may improve their short- and
long-term suffering (Fowler, 1997). If the family visit does not harm the patient, then such an
intervention should not be so limited in the patient’ s grestest time of need.

The Setting

The scenario isset in a12-bed NSICU in aLeve 11 Trauma Center. There are four bedsin
an open bay, directly in front of the nurses station; the other eight beds are private rooms.
The Environment

The private rooms are typicdly utilized for head-injured patients that are being managed
under the TBI protocol. According to the AACN, the protocol for the management of a TBI
patient includes the reduction of externd stimuli (Coburn, 1992). This reduction in externa
gimuli can be accomplished by providing a private room, dimming lights, spacing out nursng
care, and redtricting vigtation. The reason for decreasing environmental stimulation in the TBI
patient isto minimize the arousal and awareness of the comatose patient, and agitation in the
conscious head-injured patient, so that brain injury will not be exacerbated during the critica
dages of theillness.

The roomsin the unit are not very spacious. Critical care units have been set up to dlow



nurses to provide physiologicd care (Titler, 1997). By the time a ventilator, afew intravenous
(1V) fluid poles, and supplies are in the room, there is limited space to move around the bed.
Thus, family members can be considered to get “in theway” and make it difficult to care for the
patient.

Being a trauma center, the clientele of the hospita is of varied races, cultures, and socio-
economic gatus. In particular, some families are very close-knit and become digtraught in
knowing that they cannot be a the patient’sbedside. Other families are fragmented by divorce
or past conflicts, so discretion hasto be given asto who is sgnificant in the patient’slife. Some
families have culturd practices that can be consdered “disruptive’ and inappropriate to the staff.
Therefore, this environment includes awide range of family backgrounds, reationships, and
practices.

Roles and Relationships

The nurang saff of the NSICU are varied in their ages, years of nursing experience, and
backgrounds. About 50% of the 60 staff nurses have a Bachelors of Sciencein Nursing
(BSN); about 25% have less than five years nuraing experience. Some nurses have difficulty
incorporating familiesinto their care routine. Novice nurses may have difficulty juggling their
time to include families, asthey are gaining competence in
assessment and skills (Brinker, 2001). Both experienced and novice nurses dike have
described feding like they are being “ scrutinized” by family members that stay at the bedside,
and prefer redtrictive viditation so they can focus on the needs of the patient (Titler, Bombe, &
Schutte, 1995). Nevertheess, some of the staff nurses are lenient with the unit’ s viditation
policy, depending on the patient’ s status and the family’ s behavior.

The nurang management of the NSICU consists of clinica coordinators, a nurse manager,
and the director of nurang. There are four clinica coordinators, each with at least 10 years of

critica care experience. Two clinica coordinators have a BSN; the other two have an



Associate Degree in Nursing (ADN). The nurse manager has a Masters of Sciencein Nursing
(MSN), and has been the manager of the unit for over 15 years. The director of nursing dso
hasaMSN, but minimal experience as abedsde nurse. The nurang management of the
NSICU isaware of the frudtration felt by their saff and the patients' families concerning the
vigtation policy.

There are three neurosurgeons that attend to the hospital’ s head-injured patients. Two have
been on gtaff for over five years, and have been practicing for at least 15 years. One of the
neurosurgeons has just joined the physician group in the last year, and has been practicing for
over five years.

The NSICU CNSin this environment is a masters-prepared nurse, with five years of
experience asacriticd care nurse. The role encompasses dl classic dimensons of the CNS
role: expert clinician, consultant, change agent, educator, and researcher (Sparacino, 2000).
The NSICU CNS has gained the acceptance by the nuraing staff, management, and the
neurosurgeons by making effective changes to the policies and procedures of the unit on
previous occasions.

An NSICU interdisciplinary team meets once a month to address any current issues. The
team is comprised of one NSICU staff nurse from each shift, the NSICU nurse manager, one of
the NSICU clinica coordinators, one of the neurosurgeons, and the NSICU CNS.

Literature Review
Criteria for Selection of Articles

To explore dternative vistation policies for an NSICU, a search of the Mevyl Medline
database system for articles on the topic in English from the period 1990-2001 was initiated.
Few research citations were found under the medica subject headings (MeSH) of head injury,
comatose, traumatic brain injury, family vigtation, family coping, nursing, and criticd care.

Therefore, the MeSH search was expanded to the period 1980-2001, and more citations were



found. Referenceligts of retrieved articles were dso examined for additiond citations. Nursing
and medicd journas were reviewed, aswell as chapters from textbooks on critical care nursing.

There is extengve nurang literature on how vigtation policies affect the families of criticdly ill
patients. However, there has been limited research on how family vistation affects criticaly ill
patients. For the head-injured patient population, the primary way to monitor the effects of
vigtation on the unconscious TBI patient is through changesin physiologic parameters,
particularly the ICP, cerebra perfusion pressure (CPP), heart rate and blood pressure.
Furthermore, monitoring the effects of vistation on the conscious TBI patient is through the
same physiologic parameters and aso changes in behavior, such as restlessness and agitation.
The use of particular thergpiesin this patient population is based on the assumption that the
therapies can control the refractory eevation of 1CP, and that absolute ICP control improves
the patient’ s ultimate outcome (Littlgohns & Bader, 2001). For these reasons, the patients
|CP was chosen by the author as the dependent variable in this andlysis of whether amore
flexible vigtation policy is effective and not harmful in the head-injured patient population. Thus,
an exhaudtive review of the studies that had |CP as a dependent variable was done.

The five articles selected for the research critique were the only onesthat had | CP as one of
the dependent variables, and some facet of vigtation as the independent varigble. A family
vigt/interaction was defined as presence at the bedside, verbd interaction, and/or physica
touch. The studies selected each look at one of the facets of afamily visit, and present their
findings on how this facet affectsthe patients ICP. Each study was reviewed for its sampling
method, sample size and demographics, procedure, instruments, and results. The author’ s god
isto present the findings of the available research and compile agenera conclusion on the
associaion between afamily vigit on their loved one sICP. This conclusion will then be used to
decide whether aflexible vistation policy in the NSICU should be considered.

Historical Perspective



Redtrictive vigtation policies have their roots in tradition or based on inditutiona need
(Krapohl, 1995). During the 1960s, when intensive care units (ICU) werefirst created, the
U.S. Public Hedlth Service recommended that vigiting in these units be restricted to immediate
family members for short periods of time (Titler, 1997). Thisredriction wasinitidly indtituted to
prevent outside bacteria exposureto criticaly ill patients. Furthermore, redtrictive visitation
policies were indtituted because it was assumed that family vigtation increased patients stress
(Simon, Phillips, Baddamenti, Ohlert, & Krumberger, 1997).

Current Perspective

Current support for such policies center around the belief that redtrictive vigtation is best for
the patient by protecting the patient from adverse physiologica effects, promoting patient’s rest,
and decreasing noise (Krapohl, 1995; Simon et a., 1997). Research to date has shown that
retrictive vigtation policies are more a product of tradition and convenience than research
based. Studies have found that restricted-visting practices may not have the beneficid effects
traditiondly thought. Brown (1976) found that afamily member visting every hour for a period
of ten minutes created a stressful effect on the blood pressure and heart rate of cardiac patients
in a Coronary Care Unit (CCU). Some studies have described no apparent differences
between opent-vigting versus redtricted-visiting practices. Fuller & Foster (1982) found that
vigtsof 15 minutes or longer are no more stressful than are shorter five to ten minutes visits, and
that family interaction with the patient was no more or less stress-provoking than nurse
interaction.

Based on clinicad studies, the AACN recommends that hemodynamic responses of patients
to vigitation should be assessed after the first 10-15 minutes of thevisit. Incressesin heart rete
and blood pressure usudly occur initialy and then decline (Titler, 1997). Theseinitid increases
may be seen in a patient’ s vita Sgns due to the “excitement” a the Sart of the family visit. But,

vitd dgnsreturn to norma, or even decrease, after thisinitid phase. A family vist limited to



only 10 minutes does not take into account the hemodynamic decline. Therefore, it is
congdered that avisit longer than 15 minutes could be beneficid to the patient.

Although research islimited, no sudies to date have shown that family viststo the NSICU
have unfavorable effects on the TBI patient. Hepworth, Hendrickson, & Lopez (1994) and
Stannard (2000) have concluded that various studies have shown no physiologic reason to limit
or exclude family visitation, due to dinicaly significant decreases in the ICP of neurologic
patients during family presence. Furthermore, aclassic sudy by Mitchdl and Mauss (1978)
showed that touch may help to decrease or stahilize ICP, but aso found that conversation about
the patient’ s condition should be minimized at the bedside. Pollack and Goldstein (1981) and
Mitchell, Hagermann-Little, Johnson, Vanlnwegen Scott, & Tyler (1985) aso demondtrated
that gentile tactile and/or auditory stimulation consistently reduced ICP. Furthermore,
Hendrickson (1987) hypothesi zed thet decreased |CP could reflect the increased restfulness a
patient might fed with the presence of family. Nevertheless, the debate continues on whether a
comatose patient with head injury can perceive auditory stimulation (Sisson, 1990).

Nurses Perspective

Data from other studies reved that nurses perceive open vigting hours have a beneficid effect
on both the patient and the patient’ s family (Smon et d., 1997). Nurses have been identified as
being most hdpful to facilitete family coping and are in a unique podition to incorporate the
family into plans of care (Koller, 1991). With the nurse as the patient advocate, the nurse will
determine the needs of each family and what is important to them, and aso the patient if

possible, and through either averba or written contract, will respect the wishes of the family
while preserving the duties of the professonas involved in the patient’s care. Granted, thereisa
heightened professiond responghility that goes aong with unrestricted vistation, especidly

when the patient’ s physica or emotiona needs take precedence over family time (Danidls,

1996). However, with such communication and cooperation, al partiesinvolved will have the
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opportunity to maintain some sense of control.
Theory Base

Two theoretical perspectives provide the basis for this discussion: the Monro-Kdlie
hypothesis and family theory. Crigstheory, and how it reates to family theory, will dso be
discussed.

The Monro-Kéllie hypothesis. The physiologicd theory that explains the process of
increased | CP was proposed by Monro and Kellie nearly 200 years ago. The Monro-Kedlie
hypothesis stated thet the tota intracrania volume must remain congtant within the rigid skull for
|CP to be maintained at a non-pathologica level. Asexplained by Hickman (1998) and Snyder
(1983), intracraniad volume is comprised of three components. 80% brain tissue, 10%
cerebrospina fluid, and 10% blood. Any increase in volume of any one of these three
components without a compensatory reduction in one or both of the other two will result in
increased ICP.

ICP isacongantly fluctuating phenomenon, which has anorma range of 0-15mmHg
(Hickman, 1998; Mauss & Mitchell, 1976). Trangent increasesin ICP are benign, but
sugtained increasesin ICP can be life-threatening. Increased ICP is detrimenta because it
decreases cerebra perfusion, and brain tissue is extremely sengtive to decreasesin oxygen and
glucose. Furthermore, cerebra ischemialeads to desth of brain tissue.

Principles of family theory. When a serious diagnos's necessitates a patient’ s admission to
acritica care unit, not only isthe patient under agreat ded of stress, but aso the patient’s
family. This occurs because areciproca relationship exists between a patient and higher family
(Stannard, 2000; Williams, 1974). Family systems theory explains this reationship (Berngtein,
1990; Koller, 1991). Animportant feature of the family is the emotiona dependence they have
on one another. When one person leaves the family system, each member of the system is

affected. Therefore, when one member of the family is hospitalized, each family member
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experiences stress.

[lIness and hospitdization trigger a potentid crisisfor patients and their families. The fedings
of helplessness and loss of control in the hospital environment can cause a Stuaiond criss
within the family sysem. To asss in dedling with this sress, families have inherent strengthsin
cohesion and flexibility (McClowery, 1992). The resolution of the crisis depends on the
grength of the family relationships before hospitdization, and the support received during the
crigs (Williams, 1974). Furthermore, the resolution of the crisis dso depends on the
accommodation of the perceived needs and cultura responses of families by hedth care
professonds (Berngtein, 1990).

Vidtation dlows families to express this cohesion to theill member, even if the patient is
unaware of their presence. Likewise, families can be flexible in how and when they get their
own needs met, as long as the needs are acknowledged.

Research Critique of Selected Articles

Thereisalack of current literature regarding the effect of family vistation on the ICP of
head-injured patients. The studies presented will range from the late 1980s through the late
1990s. Itis not clear why there is not an extensive research base on the issue.

All the studies to be critiqued used the patient as hisher own control. Thismethod of study
design was useful in this difficult patient population, and accommodated smdler sample Sizes.
Since there are avariety of types of head injury (contusions, diffuse axona injury, subarachnoid
hemorrhage [SAH], subdura hemorrhage [SDH]), this within-subject design alowed different
types of head injuries to be studied smultaneoudy. The results could then be presented
individually and as a group, comparing physiologic parameters before and after the intervention.
Each patient as hisher own control was effective because the results reflect the individua
patient’ s response with and without the intervention.

Another observation was that only one of the studies critiqued report the dates of the data
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collection period. Thelack of thisinformation made it difficult to determineif the smdl sample
szes were due to short time frames alocated to do the study (possibly reflective of funding), or
that not enough patients fit the incluson/excluson criteria and were admitted to each sudy’s
angle location. The lack of dates or samples from single locations were not weaknesses.
However, the smdl sample sizes were what negatively affected the generdizability of each
study’ s results.

In aclassic study conducted by Hendrickson (1987), the association between family visits
and fluctuations in ICP of head-injured patients was investigated. This study used a one-group,
interrupted time series design to collect data on 24 patients that met the inclusion criteria: (a)
patients who needed 1CP monitoring who had family vigiting, (b) 14 years of age or older, and
(c) who were without a shunt or preexisting adult hydrocephaus. No excluson criteriawere
given.

Starting at admission, the patients 1CP readings were recorded every 15 minutes around the
clock. Confounding variables and any procedures known to influence ICP, like suctioning,
medications, and CSF drainage, were recorded. After consent was obtained, additional
readings were taken every five minutes while the family was present at the bedside. Per unit
policy, four 20-minute visits per 24-hour period were allowed. [t would have enhanced a
reader’ s knowledge of the visit for the researcher to note which family member(s) were the
vigtors, and whether the visit consisted of touching or spesking to the patient. Acknowledging
the type of interaction would have strengthened the validity of the data collected.

Length of ICP monitoring varied for each patient, so data collection ranged from two to 19
days. Datawere collected for atime period of 12 months, generating over 10,000 raw data
points. Reliability of measurements was increased by the number of raw data points collected.
However, the rdiability of the instrument and the data collected was threatened by data being
collected by the patients nurses. Interrater reliability was erroneoudy not evauated “ given the
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experience and familiarity of the nurses recording ICP vaues’ (p. 16).

The generdizability of the sudy was threatened by the smal sample sze. Likewise, the
researcher did not report what type of sampling technique was used. Furthermore, the
researcher did not report the patients' type of head injury. It isthus challenging to determine to
what population to generdize the results.

The researcher Sated that the data were andyzed by atime series andysis program. No
mention was made of which specific Satidtica tests were used, so it is difficult to know if the
resultswere vaid. In addition, the study’ s tables were unclear and difficult to understand, so
limited information could be extrgpolated from them.

The p-vaue used to determine atistical Significance was erroneoudy not reported. B,
the researcher reported that in seven cases, families had a Sgnificant postive effect on ICP, with
decreases in ICP ranging from 1.41 mmHg to 4.24 mmHg. In eleven cases, familieshad a
nonggnificant positive effect on ICP, with decreasesin ICP ranging from 1.57 mmHg to .03
mmHg. In sx cases, families had a gatisticaly nonggnificat negative effect on ICP, with
increases in ICP ranging from .03 mmHg to .90 mmHg. It can be questioned whether these
results were areflection of the natura variability of 1CP.

Hendrickson bdlieved that the findings of this study would lay the foundation for the body of
knowledge regarding the effects of family vigtation on the ICP of head-injured patients. The
researcher recognized some of the study’ s weaknesses and limitations, and proposed further
research that would expand and refine the study’ s design and procedures. Considering that this
study was reported in 1987, Hendrickson' s findings provided such a foundation.

In another classic study performed by Prins (1989), two questions were explored: (1) the
first was whether afamily vist in generd affected a patient’s ICP; (2) the second was more
specific in asking whether the quality of the family vist affected ICP. The researcher used a

descriptive, one-group repesated measures design.
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From a single metropalitan facility in the Southwest, a smdl convenience sample of 15
patients was selected. No inclusion or exclusion criteria were provided, but the researcher did
givealig of the patients diagnoses: SAH, tumor, intracerebellar hematoma, intraventricular
hemorrhage with cerebral edema, arteriovenous maformation (AVM), and pseudotumor
cerebri. Generdizability was threstened by these weak sampling techniques.

The data were collected for atotal of 47 patient-family interactions. All patients were in the
supine position with the head of the bed at 30 degrees. No patient received suctioning prior to
the vigt. Within five minutes prior to the family vist, an ICP reading was obtained. During this
time, no one was alowed in the room and no nursing interventions were performed. Then,
during a 10-minute vigting period, |CP readings were recorded every two minutes. An ICP
reading was again obtained within five minutes after the visit, under the same conditions as
before the vigt. The sudy methods in itself were appropriate and well-outlined. 1CP
instruments were recalibrated before each patient observation period, thereby increasing
ingrument vaidity. However, confounding variables, such as medications, were recorded, but
were not controlled. This adversdy affected the internd vdidity of the sudy, since the
adminigration of certain medications (i.e. muscle rlaxantg/paradytics, sedatives, mannitol) can
influence 1CP fluctuations and/or patient response.

To evduate the quditative aspects of the family visit, the Patient Family Interaction Scale
(PFIS) was developed. The PFIS correlated scores for the family behaviors, like touching,
verba tone, volume and content, and bedside proximity. The possible range of scores was 4-
19. A “supportive’ score of 4 would indicate that the family touched the patient gently and
stayed close to the bedside, and that the conversation was softly-spoken and positive in nature.
The content validity of the PFIS was effectively “ensured by literature review and by content
evauation by two neuroscience specidists’ (p. 286). Likewise, it was reassuring that the PFIS

was administered by the same nurse researcher, to ensure the reliability in administration of the
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ingtrument.

Thefindings of the study showed no significant differences among means of previsit ICP,
during-visit ICP, and “postvisit” ICP (F=2.60, p=.086). The study appropriately used repeated
measures ANOVA to test for differences among the means. Furthermore, no significant
correlation was found between PFIS scores and the |CP during the visit (r=-.2191, p=.069).
The PFIS data, scored on anumerica interva scale, was also appropriately related to ICP
measurements by Pearson’s correlation.

This study found that there were no differences between a patient’s | CP with or without
family at the bedsde. Furthermore, the “quality” of family visits were not associated with
increasesin intracrania pressure. The researcher noted that the failure to find significant
differences may have been due to the smal sample size, aTypell error. The study therefore
has limited contribution to the knowledge base. However, the researcher presented two
interesting points. The patientsin the study had relatively norma 1CP readings (0- 19mmHg).
For patients with intracranid hypertension, senstivity to simulation by family visits may be more
pronounced. Furthermore, patients in degper comas (those with lower GCS scores) may not
respond to afamily vigt in the same way as patientsin lighter comas. These two points provide
further questions for future research, but at the same time complicate any association, or lack
thereof, between family vidts and apatient’s ICP.

In another classic article reported by Johnson, Omery, & Nikas (1989), the purpose of the
study was to examine the effects of emotionaly referenced conversationson ICP. This study
did not directly ded with family vists, but employed as one of its two interventions the type of
conversation that most families share. The researchers hypothesized that (1) there would be a
datigticaly sgnificant difference between the |CP measurements a basdine and the ICP
measurements during any conversation; and (2)... between the | CP measurements recorded

during type | conversation and ... type Il conversation” (p.59). The non-directiona hypotheses
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could be attributed to the effects of emotionally referenced conversations on ICP had been
purely anecdotd up to that point in time.

This study used a one-group time series design to collect data on eight patients who were
present in the ICU that met their very specific incluson criteria. No exclusion criteriawere
given, but the inclusion criteriawere a GCS of 10 or less, an ICP monitor in place, no prior
forma health science education, no hearing dysfunction, ability to understand English, and 18
years of age or older. The convenience sample was obtained from two university medica
centers, nevertheless, generdizability was weakened by the study’s smadl sample size.

A 15-minute “preconversation” rest period was provided before starting the data collection.
Then, a 3-minute basdine data collection period began, measuring ICP at 15-second intervals.
The patient was then presented with either type | or type Il conversation by two nurses, who
had no physica contact with the bed, patient, or equipment. Type | conversation smulated a
nursing change of shift report, and type 11 conversation smulated a casud (family) interaction,
discussing topics such as childcare, preschool, or carpooling. |CP continued to be recorded at
15-second intervals. After the 3-minute conversation, three minutes of “postconversation”
basdline data were collected. The patient was then alowed a 15-minute rest period. The exact
protocol was then repeated for the presentation of the second conversation type. The
procedure was systematically controlled, with the conversation types aternated sequentialy
from one patient to the next. Alternating the conversationsin thisway helped ensure the results
were not due to the order of the presentation. However, the researchers should have repeated
the protocol on the patients, Since test-retest cons stency would have strengthened the reliability
of the data..

The researchers identified the diagnods of the sample of patients, but did not specificaly
address confounding variables, such as medications and procedures. The uniformity of patient
positioning with the head of the bed at 30 degrees and head and neck aignment during data



17

collection was vaduable information to have in interpreting the results.

The researchers attempted to assure and maintain the vaidity and reliability of their
ingruments. Regular cdibration of the ICP instrument was addressed, aswell astesting and
retesting of interrater reiability for collecting demographic data (100% rdigbility was achieved) .
A sngleinvestigator recorded the ICP, ensuring internd consistency and reiability of the results.
The two conversation types were reviewed by three neuroscience nurse experts for vaidity and
“sengtivity” of content. However, it was not mentioned if the same two nurses presented the
conversaions to each and every patient, subsequently weakening the reliability of the two
conversation types with alack of consstency.

Repeated measures ANOV A was appropriately used to test for differences in the means of
| CP measurements before, during, and after the two conversation types. T-tests were aso
used; for example, as presented in one of the study’ s charts, at-test was used to compare the
minimum |CP mean scores before and during the type |1 conversation. It isnot clear why the t-
test was used. The only significant result was found when the average minimum mean of ICP
recorded during the baseline time period was compared to | CP recorded during the type 1
(casud) conversation (t= 2.31, p=.05). This meansthat there was a Sgnificant decreasein the
|CP during the conversation that was not related to the patient’s condition. Therefore, the
findings of the sudy did not support either of the hypotheses.

Congdering that there were only eight patientsin this study, there might have not been
enough power to identify differences, even if they existed. Neverthdess, the authors brought up
some interesting points that build on those presented by Prins (1989). Patients with a GCS
greater than 6 had sgnificant eevations and decreasesin ICP. This can be interpreted as
patients who have higher GCS scores may be able to interpret verbal language better, and thus
their ICP could be more easily affected. Thisidea can be interpreted to mean that patient

responses to conversation, or even vistation, should be based on GCS and individua patient
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responses, athough there has not been enough data to support thisidea.

Treolar, Ndli, Guin, & Gary (1991) expanded on the purpose of previous studies and
investigated the effects of familiar and unfamiliar voice stimulation on the ICP of head-injured
patients. The researchers mentioned that they used a quas-experimenta repested measures
design to answer their research question : “Will there be any changein ICP of head-injured
patients during or after verba stimulation by tape recorded messages delivered by afamiliar
voice compared to an unfamiliar voice?” (p. 297). However, it can be argued that thiswasa
descriptive study, with a one-group repeated measures design. Its design was the same as the
studies previoudy presented.

Generdizability was negatively affected by the smdl convenience sanple of 12 patients, from
only one setting in the southeastern United States. The sample was sdlected using the following
specific indusion criteria English gpeaking; an |CP monitor in place; no history of hearing
disorder, hydrocephalus, or shunt placement; 1CP<40 torr; GCS>3; age between 16 and 75
years.

After apatient met the sdlection criteria, the closest relative, whose voice would be easily
recognizable by the patient was contacted to tape the standardized message. The message
consisted of genera statements that were designed to “promote comfort” in the patient and
lasted approximately 75 seconds. One of the researchers aso recorded the same message,
identifying hersdf asanurse. Before playing ether of the messages, the patient was left
undisturbed for a 10-minute baseline observation period. The ICP for the last 60 seconds of
this period was recorded as the basdline ICP. Then, the taped familia message was played, and
| CP was recorded at 5-second intervals for one minute followed by measurements at 90, 120,
180, and 300 seconds. The patient then rested for 30 minutes. The same protocol was then
followed using the tgped unfamiliar voice message. Confounding variables like medications and

ventilator settings were recorded, but were not controlled. However, the researchers were not
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very clear on whether the familiar voice was dways played first, which could affect the internd
vaidity of the results. The researchers should have dternated the sequence on each patient.

| CP and cassette tape recorder ingtruments were specificaly described, with their cdibration
methods explained, ensuring vaidity and religbility of these instruments. Likewise, only one
researcher recorded the | CP measurements, further assuring reliability of the measurement.
However, no mention was made of consultation with experts on the content validity of the taped
message. When an ingrument’ s vaidity is not assessed, the validity of the study’ sfindingsis
subsequently questionable. Likewise, it appears that the protocol was only done once, thereby
threatening the stability of the data by lack of test-retest consistency.

The researchers Sated that they used “ matched sample t-tests” to compare the mean ICP
measurements during the basdline period, familiar voice trestment time period, and the unfamiliar
voice treatment period. The specific test used cannot be known based on this description.
Repeated measures ANOV A would have been appropriate to compare the means between the
time periods. Since the gatistical methods were unclear, it is difficult to interpret the findings.
Nevertheless, the researchers concluded that there were no significant differences (p=.05)
between the means from the different time periods. However, it is possible that the voice
recordings were too short to provoke an |CP response in the patients.

The latest study to examine the effects of familid voice on head-injured patients was by
Walker, Eakes, and Siebelink (1998). This study appeared to build on the design and
procedures of Treolar et a. (1991). The researchers hypothesized the following: “1) the
introduction of ataped familial voice would affect ICP, blood pressure, respiratory rate, mean
arteria pressure, oxygen saturation level, and leve of restlessness in comatose head-injured
patients; 2) the effects of the taped familiad voice would be significantly greater during the playing
of the tape than five minutes after the taped message; 3) the cumulative effects of the taped

familid voice interventions (find time series measure) would be sgnificantly greater than the
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initid effects (initia time series measures)” (p. 42). The researchers used a descriptive, one-
group repeated measures design on their small convenience sample of 10 patients from two
ICUsinarurd Levd | traumacenter. The inclusion criteriawere specific: unresponsveness to
verba stimuli, GCS<10, ICP<20 torr, English-speaking, and no history of hearing disorder.

The procedure for the study started with a period of baseline data collection of dl the
dependent variables (ICP, vitd signs, level of restlessness). The researchers did not state how
often these “ repeated measures’ were recorded, nor for how long this period lasted. Within 30
minutes of obtaining the basdline data, the study protocol was implemented. Five minutes after
collecting baseline data, the nurse played the taped message of the close relative s voice next to
the patient’ s ear. This message was provided by the researchers, and lasted approximately 60
seconds; the message was dectronicaly repested three times, for atotal time of approximately
3 minutes. While the tape played, continuous measures of the dependent variables were
recorded. Five minutes after the tape concluded, the dependent variables were again recorded.
The study protocol was repeated four times per patient, at 6-hour intervas.

The vdidity and reliability of the instruments that measured the dependent variables could not
be determined since the researchers did not include such information. Furthermore, the
patients primary nurse served as the data collector and also introduced the taped message; the
issues of inter- and intraobserver consistency were never addressed. Likewise, it was not
gpparent if the predetermined script provided by the researchers was tested for content vaidity.
However, the researchers did appropriately account for test-retest consistency and data
reliability by repesting the study protocol on each peatient.

Petient diagnosis and GCS scores were not provided by the researchers, so it was unknown
whether comparisons between the patients were considered. Patient medications and the times
of the last family vists were documented, but were not controlled. 1t was noted thet four of the

10 patients had received sedating or pain medications within an hour of the implementation of
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the study protocol, which could thresten the interna validity of the data.

The means of the physologic variables during each of the time periods for each of the
patients were ingppropriately compared using paired t-tests. Repeated measures ANOVA
would have been the correct datistica test. The findings reveded that there were no datiticaly
sgnificant differences (p=.05) between the means of the physiologic variables a any of the data
collection points (i.e., before, during, and after playing the tape). Thus, none of the research
hypotheses were supported. The study demonstrated no adverse effects of taped familia
voices on the physiologic varigbles. However, it was interesting to note that none of the tables
or discussion presented the results of |CP measurements, which wasthefirg varidble listed in
one of the hypotheses.

Consdering the sudy’ s weaknesses with interna and externd vaidity and reliability, and its
lack of attention to detail, its contribution to the knowledge base should be considered
cautioudy. However, it does build on what previous studies have reported about the lack of
difference between a patient’s | CP with or without family a the bedside.

Analysis of the research. In conclusion, one might find it difficult to change practice based
on the week results and conclusions of the reviewed research studies. This wesknessis due
primarily to the equivoca results of the studies and their lack of generdizability. Neverthdess,
no research to date has presented any adverse effects of vigtation on a patient’s ICP.
Therefore, the conclusions of the reviewed studies could be cautioudy considered.

Intervention

Asthe literature indicates that family visitation does not result in increased | CP, the NSICU
CNS decides to recommend more flexible vistation. No articles to date have presented an
updated or specific vigtation policy for head-injured patients. However, there have been
numerous articles that discuss the implementation of less redtrictive vistation policiesin critica

care units. One of the dternatives is an open vistation policy that alows visitors to the bedside
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24 hoursaday. Smpson et d. (1996) successfully implemented amore liberdized vidtation
policy that alowed visitors 24 hours per day, with up to four vistorsat atime. Only family or
sgnificant others were alowed from 8PM to 8AM. Giuliano et d. (2000) aso presented the
success of implementing a vistation policy that had unrestricted visiting 24 hours per day, with
redtrictions only during the two times of the hour-long change of shift report. There were no
retrictions on number of vistors or who could visit. In both sudies, the nurang staff was given
the authority to ask vistorsto leave if the patient needed rest or during unit emergencies.

Ancther dternative is a vigtation policy that dlows unrestricted visiting between specific time
periods. Roland et d. (2001) successfully implemented amore liberdized vistation policy that
permitted open visitation between 10AM tolPM and 5PM to 8PM, with the unit closed from
1PM to 5PM. Likewise, the nursing staff was given the authority to ask vistorsto leave to
promote the patients well-being or for unit emergencies.

The NSICU CNS, having reviewed the literature on the effects of visitation on ICP and on
gpproaches others have used, makes the following recommendations:

(a) if it is determined that family at the bedside does not adversely affect the patient’s ICP,
liberd vigtation should be dlowed and encouraged; (b) the flexible vistation policy would
cons s of dlowing vistors access to patients 24- hours a day, but curtailing visits at specific
times or Stuations suggested by the staff nurses; () sSince these are TBI patients, only immediate
family members or significant others will be alowed;

(d) vistorswill be limited to no more than two a atime.

The new vistation policy will prevent some of the frustration felt by the staff and the patients
families, and will relieve some of the stress of the environment. The desired primary outcomes
will be decreasesin a TBI patient’s ICP, dong with an improvement in family satisfaction. The
secondary outcome will beincreased NSICU staff nurse, neurosurgeon, and NSICU

adminigtration satisfaction.
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In thiseraof cost-containment and an increase in public knowledge, traditiona hedthcare
practices are being challenged. Likewise, the increased competition for hedth care dollarsis
forcing hospitals to focus on the needs of the “customer” (Messner, 1996). One way to
accommodate the patient and their family’ s needs in the vigitation debate is to consder aless-
redrictive visitation policy in the critical care units. Vidtation isnot a privilege, but a necessary
component of patient and family well-being (Brinker, 2001). A blanket visitation policy may not
meet the unique needs and diversity among patient populations (Cleveland, 1994; Kragpohl,
1995). Research has shown that liberdized visting has the most postive effect on families, with
areduction in anxiety and an increase in satisfaction, whereas the effects on patients and nurses
were not different than those of restricted visiting (Simpson et d., 1996).

Implementation

When chalenging the redtrictive vistation policies in the NSICU, the approach will need to
be evidence-based. The NSICU CNS will follow the research utilization approach presented
by Polit & Hungler (1999). After identifying the problem with the redtrictive vistation policy,
the NSICU CNS will begin by reviewing the rlevant research articles and assessng its
scientific merit. Also, asurvey of other facilities that care for head-injured patients will be done
to determine what type of vigtation policies are currently in practice. The NSICU CNSwill
compile the recommendations and present them to the NSICU interdisciplinary team.

The other critica step isto aso gain the gpprova and support of management and the
neurosurgeons. Management support authorizes the proposed change, as well as broadens the
nurses base of power and expertise (Roland et a., 2001) The neurosurgeons' involvement in
the development and implementation of care protocols isimperative to providing ateam
gpproach in the management of head-injured patients (Littlg ohns & Bader, 2001).

If the recommendations are gpproved, the interdisciplinary team will then do an

implementation assessment. The team will discuss the research and identify myths, and then
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collaborate to develop questionnaires for didtribution to the patients families and staff nurses.
The following will be the main points of the questionnaires. (a) level of satisfaction with current
vigtation; (b)preference for vigting hours, lengths of visits, dlowed visitors, and number of
vigtors. Theinvolvement of the staff nurses and recognition of their opinionsis key to gaining
their support. The data from the questionnaires will be compiled, andyzed, and then presented
to theinterdisciplinary team. The results will form the basis for the areas of the grestest
education needs.

In addressing the inconsgstencies in the enforcement of the vigitation policy and designing the
appropriate intervention, the staff nurses will be the ones who are the key players. Since the
chief problem will be changing the unit’s culture and chalenging some of the staff nurses
atitudes and values, daff education will be the main focus of the implementation stage (Giuliano
et a., 2000; Roland et d., 2001). The staff nurses will be provided information and
management support in understanding the importance of effective family coping during criticd
illness and how to effectively change to amore flexible vigtation policy inthe NSICU. Staff
education will occur over atwo month period. During thistime, posterswill be used to contrast
the common misconceptions about vistation with the current facts from the literature,
Furthermore, multiple inservices will be presented to dl shifts summarizing the literature on
vigtation. During these inservices, daff involvement and input will be emphasized, since
involvement decreases some of the stress that occurs with change.

The details of the new policy will be sent to the nuraing staff, nursing management, the
neurosurgeons, and al other gpplicable departments. New signswill be posted on the entrance
to the unit. Theinformation sheet in the admisson packet will be updated.

During the 30-day pilot of the new vigtation policy, continuous |CP monitoring and
evauation of the head-injured patients will be performed. Data on the patients |CP will be

collected on flowsheets. The design of the flowsheets will be smple and objective, and only to
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be used when family is at the bedside. The main categories for the columns will be date and
time of decreasein ICP or sustained |CP devation, who is a the patient’ s bedside and what
family behavior is occurring. Vigitswill not be dependent on pathology or diagnoses, but will be
permitted as long as the patient’s |CP does not increase. If a patient’s |CP reacts negatively to
the family vigt, the family will be asked to leave. Vidtsat alaer time may be permitted if the
patient’s ICP can tolerate it.

Hedth care professionas should adjust their actions to accommodate the perceived needs
and cultural and typica behaviors of families (Berngtein, 1990). Likewise, monitoring of the
patient’ s physiologic parameters and/or behavior during family vistsis of the utmost importance.
Fird, it needs to be determined which family members should be dlowed vistation. Simply
because the visitor is a parent, sibling or a spouse of a TBI patient, does not guarantee
admittance to the bedside. The presence of the particular family member may cause increased
stress and agitation to the patient, and such vigits need to be limited. Furthermore, it needsto
be determined in the cases where patients have no close blood rdatives, which friends have
grong ties to the injured and be alowed vigtation rights. Second, the family should be
reminded that it is believed that an unrespongive patient’ s sense of hearing remains intact, and
therefore should be talked to in a soothing and encouraging manner, while avoiding unnecessary
noise and simulation (Marshdl, Sedler, & Marshdl, 1981). Elevationsin ICP occur when
conversation about the patient’s condition are done at the bedside (Farley, 1990).

The NSICU CNS will round on the patients two hours per day to directly assess the results
and participate in the implementation of the new policy. The NSICU CNSwill need to mode
the behavior in clinical Stuations, and serve as amentor to the st&ff, Snce nursesreceive little
formal education or experience about facilitating interaction between patients and their families
(Titler, 1997). Such mentoring will include communication strategies with families and other

gaff members and modeing ways to include family in the patient’s care. Many nursesfed
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uncomfortable performing procedures in front of families, either because of their ill leve or
comfort level. Furthermore, the staff nurses will need the opportunity to clarify their vaues
regarding the incluson of family in a patient’'s care. Therefore, continuous encouragement and
support towards the staff nurses will be implemented on aregular basis, and the NSICU CNS
will serve as the liaison when disagreements on vigitation result between nurse, neurosurgeon,
and/or family.

Theinterdisciplinary team will meet weekly during the pilot sudy period. The team will
review concerns and receive feedback from al parties involved.

Evauation

Thirty days following the implementation of the pilot visitation policy, the NSICU CNS will
firg review the effects of the new vigitation policy on the patients ICP. These data on the effect
of the family vist on the patients |CP will be compared and anayzed for trends.

Secondly, the NSICU CNS will digtribute questionnaires to families, the nursng saff, the
neurosurgeons, and management. The questionnaires will be developed to measure family
satisfaction and gaff satisfaction with the new vigtation policy.

Family satisfaction will be collected through an adaptation to the family perspective of the
Picker/Commonwedth Hospita Satisfaction Survey (Macigewski, Kawiecki, & Rockwood,
1997; Urden, 1999). The conceptua areas to be addressed will be the family’ s description of
the vigtation policy, satisfaction with the policy, and beliefs and attitudes about the policy.

Nurse, neurosurgeon, and management satisfaction will be collected through awritten survey
developed to measure the attitudes and perceptions about the new viditation policy, Smilar to
the Staff Attitude Survey developed by Clement in 1984 (as cited in Cleveland, 1994). The
conceptua areas to be addressed will be a description of the new vigitation palicy, satisfaction
with the new policy, beliefs about the new policy, and attitudes about the former and new
policy. A brief demographic section on type of shift, yearsin critica care, and highest degree
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will dso be included in the staff nurse questionnaire.

Content of the questionnaires will be derived from the literature about visiting policies.
Revisons of the instruments will be performed with advanced practice nurses with expertise in
family interventions to establish content vaidity. Participation will be voluntary and confidential.

The data from the questionnaires will be andyzed by datistical software. The results will be
presented firgt to the NSICU interdisciplinary team and then to al partiesinvolved, and will
likewise be posted in the break room. The NSICU CNS will use the feedback from the
guestionnaires to address the problem areas with the new vistation policy. The new policy will
be re-evauated for patient intolerance of the increased family presence. Neverthdess, it will be
expected that not al parties involved would be content with the change. However, continuous
communication, feedback, and support between the NSICU CNS, the staff nurses, the
neurosurgeons and management will ensure the continuation of the flexible visitation policy.

Thereis an urgent need for continued research on the relationship between a patient’s ICP
and afamily vigt. Follow-up research on thisissue should primarily address the inability of
previous studies to be able to effectively generdize results to the generd population. Future
research should include random sampling to groups, which would help to prove whether atrue
link of causation exists between family vigtation and ICP. Larger sample sizes would further
increase the generdizahility of thefindings. Larger samples, with subjects from multiple centers,
would a the same time improve the diversity of the samples. Likewise, the precison and
accuracy of data collection and measurement should be addressed with closer attention to detail
and replication of study protocols within each study. Likewise, it would be interesting to see a
study on the comparison of long-term outcomes of TBI patients who were exposed to either
regrictive or liberd familia vigtation.

According to Littlgohns & Bader (2001), evaluating patient responses to interventions,
documenting the findings, and critically planning the introduction of the research are the main



28

points to address in the appropriate care of head-injured patients. To address the problem with
the vigitation policy of the NSICU, the NSICU CNS recognizes the staff nurses and the
families needs, and evaluates the patients responses to these needs. This recognition of the
problem will promote, improve, and restore satisfaction of the families that have aloved one

with ahead injury, and those staff nurses that courageoudly care for such patients.
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