adverse effects between patient populations over 65 and under 65 years of age, elderly
patients have a significantly higher incidence of preventable events (0.28% vs. 0.14%)
respectively (P = 0.001) (Thomas & Brennan, 2000 ). Paradoxically, studies demonstrate
that adequate numbers of staff trained to provide critical care improves clinical outcomes
and decreases costs (Aiken, Smith, & Lake, 1994; Breslow, Rosenfeld, & Doerfler,
2004).

However, at a time when the need for ICU services is expected to increase, the
US health care system faces a shortage of providers, including critical care nurses. This is
primarily attributed to aging of the workforce and decreases in the number of new,
trained providers.(Amaral, 2009; Cohen, 2009; Goran, 2010; Krell, 2008). The Society of
Critical Care Medicine projects that the increase in need for providers of critical care
services will result in 22% and 35% staffing shortfalls by 2020 and 2030, respectively,
while other estimates suggest that the demand for ICU clinicians will be 129% above
supply by 2020 (Angus, 2000; Manthous, 2004; Popely, 2009; SCCM, 2006 and 2004).
The shortages in critical care nurses and physicians are expected to exacerbate the
problem of providing quality, cost-effective care to critically ill patients (Kuehn, 2007,

Popely, 2009; SCCM, 2006 and 2004).

As the US health care system adapted to meet the changing needs of patients and
their family members, traditional health care delivery has undergone a transformation.
Current telecommunication technologies address professional clinical shortages within a
broad geographical scope including both rural and urban areas (Breslow, 2007; Goran,
2010; Hengehold, 2007). The expansion of local and national health care delivery

systems has opened new opportunities for linking patients with specialized medical
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CHAPTER 3

METHODS

3.1 Introduction

This research project used a descriptive, exploratory inquiry. By means of a
holistic approach of interpretive inquiry (bottom-up or inductive reasoning), semi-
structured interviews took place with family members’ of a patient in the tele-ICU. This
study took place in a natural environment, meaning in the hospital, close to the actual
ICU. From the raw data gathered from the spoken word of the participants,
interpretations and inferences were then classified into broader categories or themes.
This directed content analysis, in which coded themes were based on relevant research
findings, such as Molter’s work and her Critical Care Family Needs Inventory (CCFNI)
instrument as described below. The goal was to base the data collection on previous
work, yet also allow emerging data (new information) to surface as a result of the
interview process. All information from the participants were incorporated in the
findings and synthesized to offer multiple perspectives (Creswell 2009).

In addition to the CCFNI, the tele-1CU pilot study was used to build a structure
for the interview question design. This pilot study (as discussed in chapter 2) served as
the initial published research to examine the family needs and viewpoints of patient care
in the tele-ICU (Jahrsdoerfer & Goran, 2013). The findings of this study suggested that
the family’s unique information needs may not have been consistently met, and would
most likely require a change in the way that information is disseminated.

The researcher used several components of the Critical Care Family Needs

Inventory (CCFNI) instrument (Molter, 1979b) to begin to look at the needs of families
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APPENDIX E

POSTER SCRIPT

PARTICIPATE IN A RESEARCH STUDY
(Week of May 18™ -23™)

Seeking family members or significant-other who has a
patient/loved one in the tele-ICU to participate in a research
interview.

My name is Mary Jahrsdoerfer and | am a student studying for
my PhD at the University of Massachusetts Amherst, College of
Nursing. | would like to know more about the family experience here
in the tele-ICU. If you are willing to participate in a study, | would love
to talk to you. Below (on this poster) are pull-off tabs with my contact
information. Please take one and call me if you are interested in
participating and we will meet at an agreed time. The interview should
last approximately 45-50 minutes. With gratitude for your participation,
please accept a $10.% gift card to Dunkin Donuts.

®

| look forward to meeting you. Thank you!

Mary

VERBAL SCRIPT

To initiate the process, the investigator will respectfully approach
people in the tele-ICU waiting area... I will introduce myself by
saying, “Hello, my name is Mary Jahrsdoerfer. I am a student studying
for my PhD at the University of Massachusetts Amherst, College of
Nursing. As part of my school requirements | am conducting research
on the family experience in the tele-ICU”. Next I would ask if they are a
family member of a patient in the tele-ICU, and if so would they care to
voluntarily participate in a research study which would involve some
discussion and interview questions.
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APPENDIX F
MOLTER’S ORIGINAL 45 QUESTION CRITICAL CARE FAMILY NEEDS INVENTORY

Table I. Ranking of needs from most important to least important

Categories of importance’

Not Slightly Very
Needs important (1) important (2] Important (3) important (4)
1. To feel there is hope 40
2. To feel that hospital personnel care about the patient 1 39
3. To have the waiting room near the patient 1 5 34
4. To be called at home about changes in the condition of the 2 1 2 35
patient
5. To know the prognosis 3 2 35
6. To have questions answered honestly 2 4 34
7. To know specific facts concerning the patients progress 2 7 31
8. To receive information about the patient once a day 4 1 35
9. To have explanations given in terms that are understandable 2 2 7 29
10. To see the patient frequently 2 3 7 28
11. To feel accepted by hospital staff 4 3 6 27
12. To have a bathroom near the waiting room 4 3 8 25
13. To be assured that the best care possible is being given to 8 3 29
the patient
14. To know why things were done for the patient 8 4 28
15. To know exactly what is being done for the patient 6 3 4 27
16. To have comfortable furniture in the waiting room 5 3 10 22
17. To know how the patient is being treated medically 6 3 7 24
18. To have friends nearby for support 8 3 5 24
19. To be told about transfer plans while they are being made 5 2 16 17
20. To be assured it is alright to leave the hospital for a while 9 1 7 23
21. To visit at any time 10 3 7 20
22. To have a telephone near the waiting room 10 3 8 19
23. To have explanations of environment before going into ICU 13 1 5 21
for the first time
24. To have good food available in the hospital 11 1 16 12
25. To have the pastor visit 16 4 20
26. To talk to the doctor every day 16 1 5 18
27. To have visiting hours start on time 18 2 5 15
28. To talk about the possibility of the patient’s death 20 1 3 16
29. To help with the patient’s physical care 20 3 3 14
30. To have directions as to what to do at the bedside 20 1 7 12
31. To know which staff members could give what type of infor- 18 2 13 7
mation
32. To talk to the same nurse each day 21 2 6 11
33. To know about the types of staff members taking care of the 23 1 4 12
patient
34. To have a specific person to call at the hospital when unable 21 2 9 8
to visit
35. To be told about chaplain services 22 2 5 1
36. To be told about other pecple who could help with problems 23 2 7 8
37. To have someone be concerned with the relative’'s health 25 2 8 5
38. To have a place to be alone while in the hospital 28 4 8
39. To be alone at any time 28 4 3 5
40. To be told about someone to help with family problems 32 1 3 4
41. To be encouraged to cry 32 2 1 5
42. To have another person with the relative when visiting in 32 2 1 5
ICU
43. To have visiting hours changed for special conditions 34 3 3
44, To have someone to help with financial problems 36 1 3
45, To talk about negative feelings such as guilt or anger 37 2 1

*The category values are 1, 2. 3, and 4, respectively. The numbers in the columns indicate the frequency of responses.
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APPENDIX G

CERTIFICATE OF HUMAN SUBJECTS APPROVAL

University of Massachusetts Amherst Research Compliance

108 Research Administration Bldg. Human Research Protection Office (HRPO)
70 Butterfield Terrace Telephone: (413) 545-3428

Amherst, MA 01003-9242 FAX: (413) 577-1728

Certification of Human Subjects Approval

Date: May 2, 2014

To: Mary Jahrsdoerfer, Nursing

Other Investigator: Cynthia Jacelon, Nursing

From: Lynnette Leidy Sievert, Chair, UMASS IRB

Protocol Title:NEEDS OF THE PATIENTS FAMILY IN THE HOSPITAL TELE-INTENSIVE CARE UNIT
Protocol ID: 2014-2002

Review Type:EXPEDITED - NEW

Paragraph ID: 7

Approval Date: 05/02/2014

Expiration Date:05/01/2015

OGCA #

This study has been reviewed and approved by the University of Massachusetts Amherst IRB, Federal Wide Assurance # 00003909. Approval is
granted with the und ding that investigator(s) are responsible for:

Modifications - All changes to the study (e.g. protocol, recruitment materials, consent form, additional key personnel), must be submitted for
approval in e-protocol before instituting the changes. New personnel must have completed CITI training.

Consent forms - A copy of the approved, validated, consent form (with the IRB stamp) must be used to consent each subject. Investigators must
retain copies of signed consent documents for six (6) years after close of the grant, or three (3) years if unfunded.

Adverse Event Reporting - Adverse events occurring in the course of the protocol must be reported in e-protocol as soon as possible, but no later
than five (5) working days.

Continuing Review - Studies that received Full Board or Expedited approval must be reviewed three weeks prior to expiration, or six weeks for Full
Board. Renewal Reports are submitted through e-protocol.

Completion Reports - Notify the IRB when your study is complete by submitting a Final Report Form in e-protocol.

Consent form (when applicable) will be stamped and sent in a separate e-mail. Use only IRB approved copies of the consent forms, questionnaires,
letters, advertisements etc. in your research.

Please contact the Human Research Protection Office if you have any further questions. Best wishes for a successful project.
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APPENDIX H

~<1m§

’ E-mail Approval

ﬁ:ody, John (Shawn) <John.Cody@umassmemorial.org>

e request for pre-IRB approval is clear. You have permission to proceed with the research
under the following conditions;

v'1. A copy of the Amherst IRB approval prior to starting data collection

2. Approval from the ICU research committee (CCOC), which in turn is requesting Amherst
IRB approval and a copy of your outline questions.

v’ 3. Data collection will be carried out only in specified units as discussed.

v’ 4. Please forward a copy of your recruitment plan.

Thank you,

Shawn Cody, MSN/MBA, RN
Associate Chief Nursing Officer
Critical Care
UMassMemorialMedical Center
Worcester, MA

From: Mary Jahrsdoerfer [ mailto:maryjahrs@gmail.com]
Sent: Tuesday, April 01, 2014 1:01 PM

To: Cody, John (Shawn)

Subject: Re: FW: dissertation work at UMass Worcester

On Mon, May 5, 2014 at 8:34 AM, Cody, John (Shawn)
<John.Cody@umassmemorial.org> wrote:

Mary, The study was approved by CCOC pending your IRB approval. Now that you have that
you are free to begin. Happy to discuss, Thanks Shawn
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APPENDIX I

DATA MANAGEMENT & ANALYSIS PLAN

Step 1

Organization was key to the success of data collection, transcription, and written
analysis of the study. This was done by having all study signage (to be hung in
the units) ready; consent forms, demographic sheets and interview schedule
printed on time. Planned an estimation of time needed for each step in the
process. Spent time after each interview reviewing and editing field notes.

Step 2

A clear file name was chosen on the computer for organization of collected data,
using an Excel Spreadsheet. Each page was clearly labeled according to
participant (using a number system for distinction), demographics, categories,
themes for page headers, and a section for emerging themes

Step 3

The tracking system was simple due to the fact there was no intermediary. The
investigator gathered all of the data, compiled it first- hand, reviewed consent
forms for completeness, uploaded audio files, developed Excel Spreadsheet,
analyzed the data, and made a written report of the data.

Step 5

Transcription of data was conducted by the investigator using a software
program called Dragon, Nuance 2012. The upside to using this was that it
allowed the investigator to have control over the process (instead of
subcontracting a professional). The down side was that there was a learning
curve, plus the current version of the Dragon software only recognizes one voice.
This made for labor-intensive, tedious work. All verbatim data was transcribed,
including mispronunciations, non-verbal sounds, and any unusual extraneous or
background noise that was evident. Lexicons were attempted, but because of
user unfamiliarity and the fact that the sample size was somewhat manageable,
free-hand notations were documented as well.

Step 6

Confidentiality of the family participant was maintained at all times, by
password protection on the investigator computer and locked storage of paper
files.

Step 7

Quality control of data was carried out by frequent comparison of transcription
against the actual recording. This check was done over and over again with each
recorded interview.
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Step 8

Timeline. A realistic timeline was established with room for flexibility if
warranted. Allocation of time was done by not placing constraints on the data
collection (interview) process. The investigator allocated one weeks’ time to
conduct the interviews, and consciously was available any time day or night
during this time (stayed in hotel directly across from hospital). Although all data
was collected within this time frame, the week would have been extended until
saturation was reached. Time management for analysis occurred at a natural pace
without constraints.
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APPENDIX J

AUDIT TRAIL
UMass Worcester IRB 3-19-2014
e Informed that if going through UMass Amherst IRB, then
Worcester would only require approval from their Critical Care
Operating Committee (CCOC)
UMass Worcester CCOC 4-1-2014
e Clinical approval given pending UMass Amherst IRB approval
UMass Amherst IRB submission 4-23-2014
e Letter of Introduction
e Interview schedule
e Participant consent form
e Participant demographic questionnaire
e Verbal script
e Poster script
UMass Amherst IRB approval 5-2-2014
e Consent stamped
UMass Worcester approval 5-8-2014
5-18-2014
Data Collection to
e On-site at UMass campuses for 6 days 5-23-2014
... UMass Worcester: Interviews |
e Sundaynight(L) o ....518
e Monday(4) oS
e Tuesday @) o ]...920
e Wednesday () o ....o2l
e Thursday(2) o |....022
e Friday (1) 5-23
Analyzed data and wrote initial findings
e Transcription using Dragon (v.12) by Nuance June 2014
e Clustered and coded themes manually
e Mulled over findings and best way to report them
e Written analysis and discussion
Multiple edits with advisor July 2014
Final Dissertation Defense 8-4-2014
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