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Abstract

Background

Transitions of care in the acute care system are a process patients encounter frequently, involving
vulnerable populations such as the intensive care unit patients. The transition process in the
intensive care unit aims for minimal disruption, however, patients/families still experience
stress/anxiety. Transitioning from a secure and specialized care area to another unit induces fear
of the “unknown.” A support process during the transfer is essential for a positive patient-
centered transition of care.

Local Problem

The project goal of this quality improvement project was to develop and implement a transition
process in the surgical intensive care unit to reduce patient/family relocation stress/anxiety.
Interventions

The project took place over an 8-week timeframe within a 24-bed adult surgical intensive care
unit. Meleis’ Middle-Range Transition Theory Framework was used to develop the project. The
PDSA model guided the development and implementation. A pre-post design was used with
separate populations, the pre-group providing baseline information. Surgical intensive care unit
nurses were educated on the process during staff meetings prior to implementation. Patients
transitioning to the surgical intermediate care unit participated. The process included an
algorithm checklist for nurses addressing: unit information, decreased patient monitoring, family
visiting, patient safety, transition brochure of expectations, and self-reported post-transition data.
Surgical intensive care unit champions collected data within 48 hours of transfer from
patient/family self-report using the data sheet, composed of the Faces Anxiety Scale, brochure
feedback, and staff compliance data. Post implementation, nurses complete the transition of care-
system usability survey to evaluate process feedback.

Results

Pre-implementation Faces Anxiety Scale data (N=6), 33% displayed a little bit more
stress/anxiety with transitions and 50% a bit more, with 83% from patient completion of data and
17% family. Post-implementation (N=24), 42% displayed no stress/anxiety and 37% just a little,
75% completed by patients and 25% family. Pre demographics displayed majority male gender,
and post-indicated equivalence of gender, however both were patients over family completing
the data. Pre-implementation data found a majority in the 20-39 and 60-79 age groups, and post-
implementation date, majority was in 40-59 and 60-79 age groups. The transition of care- system
usability survey indicated 97% of surgical intensive care unit nurses would like the transition
process continued.

Conclusions

The surgical intensive care unit transition of care process for patients/families is paramount to
impacting goals toward reducing relocation stress/anxiety. Outcomes discussed indicated
success, and positive surgical intensive care unit nurse feedback indicated the need and want for
the transition of care process to all transitioning units for surgical intensive care unit patients, as
well as identifying the clear need for the practice change.
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Introduction

Transition of patient care in the acute care system is a process patient’s encounter,
including the most vulnerable populations such as patients in the intensive care unit (ICU). More
than 5 million patients are admitted to ICU’s in the United States every year and these number of
patient admissions is expected to grow rapidly in the future (Cypress, 2013). It is estimated that
over 75% of patients that survive their ICU stay will be transitioned to acute care wards
(Cullinane & Plowright, 2013). The transition process in the ICU occurs before, during, and after
the transfer while aiming to provide as minimal disruption as possible. However, patients and
families still experience stress and anxiety. It is estimated that up to 64% of patients will
experience some form stress related to the transfer (Van Mol, Nijkamp, Markham, & Ista, 2017).
There is evidence that transferring from an intense, secure, and specialized care area such as the
ICU to another ward induces stress and fear of the “unknown” for patients/families (Van Mol et
al., 2017). A process tailored to emotional support of patients and families during and after the
transfer is essential for a positive patient-centered transition of care.

Patients in the ICU meeting the criteria for transition are transferred to the acute care
ward as efficiently and quickly as possible, although the transition will likely cause patient stress
from the relocation. Relocation stress is identified as a physiological and/or psychological
disturbance, resulting from a transfer from one environment to another (Cypress, 2013). The
challenges that patients and families perceive is that transition is a sense of unimportance, and
loss of the immediate attention in the ICU leading to feelings of abandonment (Uhrenfeldt et al.,
2013). Healthcare professionals recognized feelings of stress experienced by patients and
families, and the need to implement interventions that relieved the burden of stress related to the

transition experience and to prepare a process. The transition process should involve
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patient/family-centered quality information and communication regarding the transfer from the
ICU to prevent and/or relieve relocation stress (Uhrenfeldt et al., 2013).

Evidence within a study by Van Mol et al. (2017) revealed implementation of a
successful process in reducing relocation stress, providing adequate and effective communication
in the form of a semi-structured transition process model. Staff nurses implemented a strategy to
prevent relocation stress that included an informational booklet to introduce the ward
expectations and to answer all questions that were asked (Van Mol et al., 2017). The process
model could contain a visit from the families to the acute care ward prior to transfer, and a
transition conversation between the sending ICU could be initiated. The following would be
addressed during the process: general information such as decreased patient monitoring,
reassurance and patient safety during the discharge, and possible emotional and cognitive
consequences to prevent relocation stress (Van Mol, et al., 2017).

Project Purpose

The purpose of this Doctor of Nursing Practice (DNP) project is to implement a patient
transition process in the surgical intensive care unit (SICU) to reduce patient/family relocation
stress. The process will include following an algorithm with written information of transfer plans
and ward information, staff and patient expectations on the ward, and family resources/support.

Potential Short- and Long-Term Goals

The short-term goal of this DNP project was to implement a transition process that
includes evidence based (EBP) interventions to reduce patient/family stress associated with the
transfer. The long-term goal was to have all transition processes in the SICU include EBP
interventions to improve the patient-centered care needed of the unit and transitioning units.

Theoretical Framework Description with Major Concepts
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Meleis’ Transition Theory (MTT) is used to explain the essential properties of a
transition within the adult patient, including: a) awareness, b) engagement, c) change and
difference, d) time span, and e) critical points and events (Ramsay, Huby, Thomspon, & Walsh,
2013). The MTT includes the conceptualization of transition as much broader than just a
physical change alone. Meleis described transitions as processes that occur over time, involving
change in identity, role, relationships, abilities, and behaviors (Ramsay et al., 2013). The major
concepts of the MTT’s are identified within “types and patterns” of transition, properties of
transition experiences, transition conditions, process indicators, and outcome indicators and
nursing therapeutics/interventions (see Figure 1). Although a variety of other theories may
provide insight into ICU transitions, the research of Meleis and colleagues has direct
applicability to the transitions faced by ICU patients (Ramsay et al., 2013).

Theoretical Framework

The quality improvement project’s implementation was guided through the PDSA
Healthcare Model for Healthcare Improvement. The purpose of the improvement model for the
projected implementation methods is to improve processes and accelerate effective change
within the organization, with favorable positive outcomes for the SICU. The PDSA format is as
follows, Step one: (Plan) plan the test, state objectives, make predictions, and develop the plan,
Step 2: (Do) carry out the plan, test objectives, Step3: (Study) analyze data, complete and
compare results, and summarize, Step 4: (Act) refine the change, determine modifications and
develop or consider the next plan (see Figure 2). The transition process will also be guided
through the major concepts within Meleis’ framework. The MTT conceptualization provides
guidance of interventions for measuring stress, implementation of the process model, along with

the brochure that will be given to patients and families in preparation for the transfer. Using the
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MTT “types and patterns” section, with a focus on health and illness, situation, and organization
based implication, will help lead to the goal of reducing relocation stress (see Figure 1) (Ramsay,
Huby, Thomspon, & Walsh, 2013).

Patients may experience multiple transitions during their hospital stay. The MTT can be
used to guide the nursing therapeutics/interventions for patients in the SICU before and after
ward transfer, while focusing on potential negative clinical consequences of the transfer, such as
relocation stress, and the aim to reducing and/or preventing this occurrence (see Figure 1).

Literature Review

In the healthcare system, transitions should be carried out with safe and efficient
movement of patients from admission to discharge. When patients no longer need the heightened
level of monitoring and care provided in the ICU, they are transitioned to a different level of
care, often in the same facility. This transition frequently causes increased anxiety and stress for
the patients and their families. To reduce the stress with transition of care, a patient-centered
transition process is needed.

This literature review includes an analysis and synthesis, beginning broadly with
evidence about the perceived needs of patients and families with transition of care. This
discussion will be followed by a review of current evidence regarding development of a patient-
centered transfer process. Finally, the review will conclude with current evidence regarding
evaluations of patient and family relocation stress after the ICU/SICU transition.

Psychosocial Perceptions and Relocation Stress

Cullinane and Plowright (2013) performed a literature review of qualitative studies of

relocation stress involving patients, families, and staff. The researchers found that relocation

stress is common among patients and families. This study revealed factors associated with
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developing relocation stress (stressors): lack of information, poor communication, physical
stress, and unrealistic expectations that the care in the lower level unit would be comparable to
that of the ICU. The study also noted that such stressors could be reduced with improved
information and communication around the time of transition. In a similar study by Ramsay et al.
(2013), the authors identified a sense of disconnection among patients and healthcare providers
leading to stress in the transferring ward. The authors identified if psychosocial support was
increased, and then relocation stress would decrease. Although the two studies are similar,
Cullinane and Plowright (2013) sought out evidence of psychosocial distress during the current
hospital stay only. Ramsay et al. (2013) collected data up to six months following hospital
discharge, making the data prone to recall bias. Overall both studies indicate improvement of
psychosocial stress/relocation stress by increased information and communication prior to the
transfer. The transition of patient care from an ICU to an acute care must assure the ongoing
provision of safe and appropriate patient care. The importance of considering psychosocial needs
and perceptions of patients and their families during this transition process is extremely
important, and healthcare providers need to be vigilant that the transitional period does not
impede a successful recovery. Some difficulties associated with the transition are related to
unrealistic expectations of patients and families that are then perceived as the patient being
inadequately prepared for leaving the ICU. In return, the feeling of inadequate preparation, leads
to the development of relocation stress. Suggestions of patient and family psychosocial needs to
prevent relocation stress have been identified.
Developing a Transfer of Care Process

With any transition, a break in communication, rushed transfers and transition planning

can occur and further complicate the health continuum, leading to unnecessary stress. Several
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studies sought to identify the use of individualized materials providing information and
communication, such as brochures for patients and families prior to leaving the ICU/SICU.
Bench et al. (2013) identified that the use of individualized information was associated with
beneficial physical effects for patients and increased knowledge and satisfaction for relatives.
Cypress (2013), determined the effect of interventions that did indeed help reduce anxiety that
was found amongst those transferred. The study by Haggstrom and Backstrom (2014) found an
increase in knowledge and satisfaction by creating a safe environment during the transition with
personal interviews and communication prior to transferring. Meaburn (2012) developed a
transfer rounding team and tool that improved patient/family centered care and reduced
relocation stress, informing patients and families of when they will leave the ICU/SICU and
where they are going, answering questions, and providing written materials, helping to reduce
relocation stress. In addition, the study by Van Mol et al. (2017) identified the importance of
effective discharge informational support using an intervention of mapping a transitional
framework. The difference among the studies was the implementation process of providing the
increased information and communication. Written materials and interviews compared to a
framework process of several interventions including written materials and communication such
as a brochure were among a variety of the strategies. Ultimately, all studies employed strategies
that were successful in decreasing relocation stress and anxiety (see Appendix A).
Evaluation of Relocation Stress After Transition

Relocation stress provoked by transition of patients and a family leaving the ICU/SICU is
prevalent, and interventions have been implemented as previously discussed to alleviate such
burden. To continue said improvements, evaluation and measurement of the process would need

to occur, and a transition of care process with written materials, along with the use of a validated
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survey to determine if relocation stress actually decreased is needed. The studies by Lee et al.
(2016) and Uhrenfeldt et al. (2013) sought to evaluate relocation stress during interviews using a
survey after SICU relocation. Evidence of the continued decrease of stress with a tailored
transition of care process was transparent amongst the studies by Lee et al. (2016) and
Uhrenfeldt et al.’s (2013), however, differences among the studies involved how the evaluations
took place. Lee et al. (2016) interviewed patients and families three times, before intervention,
immediately after transfer, and four to five days after transfer, while Uhrenfeldt et al.’s (2013)
interviews occurred only after the patient was transferred (see Appendix A). The literature
review offers strong evidence suggesting the need for a transition of care process to decrease
relocation stress in the ICU/SICU, and the recommendation of a process algorithm is evident.
Methods

Project Description, Setting and Sample

This quality improvement (QI) DNP project focused on the transfer of patients from the
surgical intensive care unit (SICU) to the surgical intermediate care unit (SIMC). The QI project
took place in a 24-bed SICU, within a large urban academic tertiary facility in Baltimore,
Maryland during an 8-week timeframe, September 2018-November 2018. Adult patients (>18
years old) who spoke English and are awaiting transition to the SIMC were the focus of this
project. Since the project was to assess the feasibility of the transition process algorithm, there
were no additional patient exclusion criteria. SICU nurses were educated on the process during
staff meetings prior to implementation. A pre-post design was used with separate populations,
the pre-group providing baseline statistics. The estimated sample size was between 60 to 80
patients over the 8-week timeframe, although the total sample size after implementation was less

(N=24). The process included an algorithm checklist for nurses addressing: unit information,
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decreased patient monitoring, family visiting, patient safety, transition brochure of expectations,
and self-reported post-transition data. All staff nurses implemented the algorithm/checklist if
their patient had transfer orders for the SIMC (Appendices A-C). SICU unit champions collected
data within 48 hours of transfer from patient/family self-report using a process data sheet.
Procedures and Timeline

The PDSA model was used to plan, develop, implement, and analyze the project. First,
the Plan section included finalizing the proposal, implementation planning, presentation of the
DNP project plan to the nurses in the SICU, and the Institutional Review Board (IRB) process.
Next, the Do section included the implementation of events, starting in September 2018, that
included the education for staff, implementation of the transition process, data collection and
compiling, and monitoring transition process compliance. Then, the Study section followed
implementation, including the analysis and synthesis of the data. Lastly, the Act section included
dissemination of the results of the project projected for March and May 2019. See Appendix for
a detailed timeline.
Instruments

Transition of care process data sheet: Faces Anxiety Scale. The transition of care data
sheet was composed of the Faces Anxiety Scale (FAS) and a question relating to the brochure
given to patients and/or family members prior to the transition out of the SICU. The FAS is a
validated single item tool consisting of drawings on a scale with five faces expressing increasing
levels of fear (Gustad, Chaboyer & Wallis, 2005). The faces express no anxiety at all, up to
extreme anxiety. Fear faces are able to measure anxiety because they have the same physical
manifestations, but different causes per individual patient situation. The FAS is evident of

properties of interval level of measurement scales and is short and easy to use (McKinley, Coote
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& Stein-Parbury, 2003). The FAS indicates the degree of anxiety in relation to relocation stress
and anxiety, and was compared to publish normative data (i.e. benchmark data) (see Figure 3).
The FAS data was analyzed using standard methodology. In addition to the FAS, the questions
“have you referred to your transition of care brochure since transfer, if yes, has it helped with the
transition, or if no, please explain.” The question helped to guide the brochure usefulness for
preparation data of patients and families leaving the unit (see Appendix F).

Transition of care process-System Usability Scale. The Transition of Care Process-
System Usability Scale (TCP-SUS) is a validated tool to evaluate usability perceptions. The 10-
item questionnaire is scored on a standard 5-item Likert scale from Strongly Disagree (=1) to
Strongly Agree (=5). The SUS score uses a standard formula and is interpreted with the ranges of
Not Acceptable (0-64), Acceptable (65-84), and Excellent (85-100) (Bangor, Kortum, & Miller,
2008) (see Appendix H). Both the FAS and TCP-SUS are permitted for non-commercial use and
can be used for academic purposes without prior permission.

Data Collection

Pre-implementation process data (N=6) collection included the data sheet using the FAS
only within 48 hours of the patient transferring out of the unit by a project champion. Data
collection thereafter followed the first week of implementation of the transition process and
continued through the 8-week period using a self-report survey with the data sheet, composed of
the faces anxiety scale (FAS) and brochure feedback within 48 hours of the patient transferring
to the SIMC. Baseline demographic patient information was collected during the survey
including age, gender, and if the patient or family member completed the data sheet. There was a
project lead (n=1), project champions (n=5), and designated staff nurse when needed that

completed the data sheet within 48 hours of the patient transitioning out.
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Compliance data was collected each week, assessing the transition of care process audit
sheet indicating if the algorithm/checklist and the FAS were completed (see Appendix G). The
data sheet and the nurse compliance audit sheet was collected and placed in a de-identified folder
in a locked filing cabinet in the senior clinical nurses office.

At the conclusion of the implementation phase of the project, the SICU nursing staff was
invited to complete the TCP-SUS to evaluate their perceptions and feedback of the process
usability. The project champions and the project lead administered the TCP-SUS, and
participation was voluntary. In addition to completing the TCP-SUS, the SICU nursing staff was
asked to provide qualitative feedback regarding the transition of care process (see Appendix H).
Data Analysis

The project leader and project champions collected data using patient/family self-report
with the data sheet, consisting of the FAS and the brochure feedback, within 48 hours of the
patient transfer to the surgical intermediate care unit (SIMC). The data sheet was analyzed using
the standard methodology incorporating the demographic statistics of age, gender, and if the
patient or family member completed the survey. All descriptive analysis was performed using
Microsoft Excel computer software for Mac.

At the completion of the project, nursing staff was invited to complete a transition of care
process system usability scale (TCP-SUS), and data was analyzed using standard TCP-SUS
methodology as described above. After complete data analysis, the SICU staff was updated
during weekly huddles, weekly updates, and Decembers monthly staff meeting, with data
regarding the transition of care process data collection results. Complete dissemination of the

project will be given with two poster presentations during the University of Maryland Baltimore
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Graduate Research Conference in March 2019 and the University of Maryland Medical Center
Clinical Practice Summit Poster Day in May 2019.
Human Subjects Protection and IRB Process

No protected health information was collected. The completed transition of care process
audit sheet/FAS and TCP-SUS forms were maintained in a locked filing cabinet within the senior
clinical nurse office. The project leader entered data into a Microsoft Excel spreadsheet on one
computer that was not connected to the clinical network. The institutions IRB asked for a Non-
human Subjects Determination for this project prior to implementation (see Figure 3 and
Appendices B-C).
Sustainability Plan

To sustain project success, the inclusion of SICU champions to facilitate and continue
education for new SICU nurses, along with re-education for current nurses through staff
meetings and staff improvement huddles, and staff engagement of feedback and suggestions to
reduce barriers, will guide ease and feasibility. Furthermore, a plan to disseminate education for
all transitioning units will be needed, as well as future outcome data analysis collection assessing
patient/family stress/anxiety.

Results

The transition of care process project for patients and families to reduce relocation
stress/anxiety consisted of a baseline pre-and post-implementation phase. Baseline and Post-
implementation demographic patient/family data has been presented in Table 1, indicating for
both, there were equivalence in gender completion (50% male and female), however, majority
were patients over family in the age group of 40-59 (Pre: m=48.67, SD=17.15; Post: m=58.75,

SD=13.62). Figure 4 shows results before implementation from data that indicated a reduction in
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relocation stress and anxiety was needed. Figure 5 shows the FAS indicated a reduction in
anxiety after implementation of the transition of care process. Post-implementation data (N=24)
during the implementation phase, composed of the FAS and brochure feedback within 48 hours
of the patient transferring to the SIMC, was collected indicating 42% no stress/anxiety and 37%
just a little, 75% patients and 25% family. The brochure feedback indicated majority used the
brochure after transition with reducing stress/anxiety. The project leader tracked transition of
care process compliance with bi-weekly audit sheet assessments including if the transition of
care process had been followed and the data sheet completed within 48 hours of transition. Audit
sheets indicated complete compliance. Overall, results the transition of care process outcome
data showed a reduction of stress/anxiety from baseline to post implementation, indicating
project success.

At the completion of the project, nursing staff was invited to complete a transition of care
process system usability scale (TCP-SUS), and data was analyzed using standard TCP-SUS
methodology as described above. Figure 6 displayed TCP-SUS survey scores of 95% or greater
on majority of the questions asked in relation to feasibility and ease of using the transition
process. Table 2 shows 100% of the SICU nurses would like the transition process continued due
to reductions of relocation stress and anxiety. After complete data analysis, the SICU staff was
updated during weekly huddles, weekly updates, and December’s monthly staff meeting, with
the transition of care process data collection and analysis.

Unintended Consequences: Facilitators and Barriers

Further, to examine the unintended consequences of the project, facilitators and barriers

are discussed. Facilitators encountered in relation to implementation of the project included

SICU champion support, educational sessions with re-education as needed, and leadership
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support. SICU nurses were extremely positive, and advised champions if too busy on a shift to
initiate or follow the process for their patient or family member, then champions, and additional
SICU nurses, were willing to help.

Barriers witnessed during implementation were minimal. First, a patient that was ordered
for transition to SIMC’s wife stating her husband has already been to that unit and did not need
any additional information from the brochure. Next, a champion barrier was witnessed in relation
to unavailability with process education for a new nurse due to her patient care. Lastly, SICU
nurse resistance was witnessed during initiation of implementation, for example, after project
education of the transition of care process during staff meetings (September 2018), a few nurses
stated, like anything new, it would not stick. The project leader and champion addressed
comments post meeting, and staff were asked to try the process due to evidence displaying
beneficial outcomes, and informed that they could request assistance from one of the champions
and/or the project leader.

Additional strategies and tactics that were used in an effort to maximize the facilitators
and overcome the barriers included coaching, mentoring, education and re-education for nursing
staff and project champions. There were no unexpected failures or costs associated with the
process implementation.

Discussion

This quality improvement project provides initial support regarding the feasibility of
implementing a patient transition process algorithm in the surgical intensive care unit (SICU) to
reduce patient/family relocation stress. The importance of implementing the transition process
was well documented through pre-implementation, indicating a need for reduction in relocation

stress and anxiety. In congruence with findings by Bench et al. (2013) and Cypress (2013), the
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use of individualized materials and information associated with beneficial physical effects for
patients and increased knowledge with interventions indeed helped to reduce anxiety that was
found amongst those transferred. The SICU transition process identified the importance of
effective discharge and transfer informational support tailored to reducing relocation stress and
anxiety, similar to Lee et al. (2016) and VVan Mol et al. (2017), using structured transitional
interventions and frameworks. Findings by Uhrenfeldt et al. (2013) of transition processes with
increased communication from written materials prior to transfer from an ICU, indicated
decreased relocation stress and anxiety, similar to findings from the SICU. Additionally, the
study by Haggstrom and Backstrom (2014) found an increase in knowledge and satisfaction by
creating a safe environment during the transition with communication prior to transferring, as in
relation to the SICU process.

At the completion of the project, nursing staff was invited to complete a usability survey
using the TCP-SUS. According to the TCP-SUS, results indicated that the nurses felt the
transition of care process had a high degree of usability and would like the transition process
continued due to improving patient-family centered care in relation to reduction of relocation
stress and anxiety (Bangor et al., 2008). Nursing perception, including perceived ease of use, is a
vital component when implementing a new process.

Strengths

Strengths encountered during the project implementation included champion support with
educational sessions and re-education as needed, and unit leadership support. Effective drivers
for the successful outcome of the transition of care implementation were the project leader and
champions, along with the SICU nursing staff. Additionally, the project leader systemically

identified and met with project stakeholders and champions, as well as educated essential staff
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prior to implementation. The tailoring of interventions to meet specific practice requirements
was reflective of conducted literature review and the obtained pre-implementation data.
Limitations

Despite the overall success of the project, there were limitations. First, SICU staff nurses
were to complete an individual education check-off sheet, however, with the frequent staff
meetings with sign-in sheets, and email education, the individual check-off was a redundancy
and was stopped. A project education folder remained available on the unit throughout the
project implementation. Next, during the beginning of the implementation there was concern that
the sample size might be too small. However, as the timeline continued the amount of patients
transferring out to the SIMC increased and the total number of data sheets collected was twenty-
four at the end of the eight week project timeline. Lastly, the project leader to reassure that the
process is followed correctly and that we are collecting all the data possible from transferring
patients/families addressed the limitation in relation to a lack of knowledge for nursing staff of
the transition process, with re-education of champions and staff during the project process.

Conclusions

This quality improvement project was designed and implemented with a purpose of
utilizing a transition process within a large academic medical center SICU. As a result of this
project, the use of the transition of care process for patients and families has proven to reduce
relocation stress and anxiety, and positive outcomes displayed success. Outcomes of positive
SICU nurse feedback indicated the need for the transition process to continue and spread to other
units within the institution creating an enhanced patient experience.

Sustainability
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To sustain project success, the collaborative interaction and engagement of the project
leader and champions, and the senior SICU leaders, for example, the SICU clinical site
representative/medical director and the SICU manager, was a key component for continuing the
process. The inclusion of SICU champions to facilitate and continue processes for new SICU
nurses, and ongoing with re-education through monthly staff meetings and improvement
huddles, will need to be continued for reiteration of the process.

Recommendations for Practice

Future plans of the project involve ongoing data analysis of the process using the
transition of care data sheet, along with SICU nursing feedback will need to be assessed every
two months twice, then quarterly for a year, with re-evaluation by the SICU leaders and
champions. This analysis will provide a comprehensive overview of process effectiveness and
allow for accurate improvements for ongoing success Furthermore, future transition processes
and data analysis will include all transitioning units from the SICU, not only the SIMC.
Education will be provided to the transitioning unit managers, nurse leaders, and staff prior to
additional implementation, as well as what to expect after the patient and family has transferred.

Overall, the project outcomes indicated success, and positive SICU nurse feedback
indicated the need and want for the transition of care process to all transitioning units for SICU

patients, as well as identifying the clear need for the practice change.
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Table 1

Demographic Patient/Family Data for Baseline/Pre- and Post-Test Implementation of the

Transition of Care Process Project

Tables

22

Pre Post
Age: n % n %
20-39 2 33.33% Range: 40.00 2 8.33% Range: 57.00
40-59 1 16.67% Mean: 48.67 11 45.83% Mean: 58.75
60-79 3 50.00% SD: 17.15 9 37.50% SD: 13.62
80+ 0 0.00% 2 8.33%
Gender:
Male 4 66.67% 12 50.00%
Female 2 33.33% 12 50.00%
Surveyed:
Patient 5 83.33% 18 75.00%
Family 1 16.67% 6 25.00%
Total (n): | 6 24

Note. Majority were male patients in the age group of 40-59 for both pre and post groups.
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Table 2

Additional Qualitative Feedback within the Transition of Care Process-System Usability Scale

Survey for SICU Nurses (n=15)
Question Yes No
Do you feel patient/family
Relocation Stress was reduced 15 0
or would reduce after the (100%) (0%)
Transition of Care Process?
Would you like to implement
the Transition of Care Process 15 0
for continual use in the SICU? (100%) (0%)

Note. The maximum score is 100% for SICU nurse responses (also see Appendix H)
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Figures
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NURSING THERAPEUTICS/INTERVENTION

From Meleis, A.l., Sawyer, L.M., Im, E-O., Hilfinger Messias, D.K., & Schumacher, K. (2000).
Experiencing transitions: An emerging middle-range theory. Advances in Nursing Science, 23,

12-28. (Figure 1)

Figure 1. Meleis’ Middle-Range Nursing Theory of Transition Framework. Adapted from
“Experiencing transitions: An emerging middle-range theory” by Meleis, A.lL., Sawyer,

L.M., Im, E-O., Hilfinger Messias, D.K., & Schumacher, K., 2000, retrieved from
https://journals.lww.com/advancesinnursingscience/Abstract/2000/09000/Experiencing_Tra
nsitions__An_Emerging_Middle_Range.6.aspx
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Institute for Model for Improvement

Healthcare What are we trying to
Improvement accomplish?

How will we know that a
change is an improvement?

What changes can we make that
will result in improvement?

Figure 2. The model method is to improve processes and increase effective change within
an organization, with positive outcomes. Three questions display the relationship within the
organization and grasp an interdisciplinary approach. The model’s next four concepts are
defined and formulated within a four-step cycle diagram to plan and test the change (PDSA;
Institute for Healthcare Improvement, 2016)
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none just a little little bit more a bit more most ever

Figure 3. Faces Anxiety Scale (FAS). The faces express no anxiety at all, up to extreme anxiety
(Gustad, Chaboyer & Wallis, 2005).
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Pre-Implementation FAS Score
n=6

50%

= None = Justa little = Little bit more A bit more = Most ever

Figure 4. Frequency of baseline/pre-implementation FAS scores within 48 hours of transition to
the SIMC.
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Post-Implementation FAS Score
n=24

= None = Justa little = Little bit more A bit more = Most ever

Figure 5. Frequency of post-implementation FAS scores within 48 hours of transition to the
SIMC.

28
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SICU Nurse Survey Results from Transition of Care Process-
System Usabilty Scale (TCP-SUS), n=15

0.00% 10.00% 20.00% 30.00% 40.00% 50.00% 60.00% 70.00% 80.00% 90.00% 100.00%

10

Legend
Vertical Axis: Questions from the TCP-SUS survey.

1. I think that I would like to use this system.

2. | found the system unnecessarily complex.

3. 1thought the system was easy to use.

4. 1think that I would need the support of a technical person to be able to
use this system.

5. 1 found the various functions in the system were well integrated.

6. | thought there was too much inconsistency in this system.

7. 1'would imagine that most people would learn to use this system very
quickly.

8. | found the system very cumbersome to use.

9. 1 felt very confident using the system.

10. I needed to learn a lot of things before | could get going with this

system.

Horizontal Axis: Frequency of SICU nurse TCP-SUS survey results, 0-100%.

Figure 6. Frequency of Transition of Care Process-System Usability Scale (TCP-SUS) SICU
nurse survey results and accompanying legend descriptor (see Appendix H)
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Appendices
Appendix A
Evidence Review Table: Baseline
Author, year Study Design Sample (N) Outcomes studied Results *Level and
objective/interv (how measured) Quality
ention or Rating
exposures
compared
Bench, etal. 2013  To identify and Narrative critical Publications (n=7) Adult critical care The use of individualized 1A
evaluate research  review method, reported data from: patients and the information was associated
conducted on the  with guidance from e  patients (n=121) extent of involvement  with beneficial physical effects
provision of the Centre of e relatives (n=252) of service users in the  for patients and increased
verbal and/or Reviews and e nurses (n=33) design and evaluation  knowledge and satisfaction for
written critical Dissemination during discharge of such information relatives
care discharge
information
Cullinane & To review Systemic review of  Review of descriptive The review compared  Five themes emerged: 5B
Plowright, 2013 current evidence  descriptive studies (n=51) on studies examining e physical responses
around qualitative studies transferring patients experiences of adult e psychological responses
transferring from the ICU to the patients, and their e information and
patients from general ward families, following communication
intensive care their transfer from the safety and security
units (ICU) to ICU to the ward needs of relatives
wards
Cypress, 2013 To review the Systemic review of  The articles (n=27) The presence of pre-  Qualitative studies 1B
effects of multiple study consisted of: transfer anxiety demonstrated the presence of
intensive care designs e (uasi-experimental among patients and pre-transfer anxiety among
unit (ICU) (n=5) their families patients and their families
transfer to e survey studies (n=2)
medical-surgical e meta-analysis (n=1) Quantitative studies aimed to
floors on adult e qualitative studies quantify levels of anxiety,
critically ill (n=11) effects of associated risk
patients and their e literature reviews factors, and to determine the
family members (n=4) impact of interventions to help
o QI reports (n=4) reduce anxiety that was found
on transfer from ICU amongst those transferred
Haggstrom & To describe what ~ Qualitative Staff (n=15) from three Interviews were Categories secure, encourage, 5C
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Backstrom, 2014

strategies could
be used when
organizing
patients care
before, during,
and after transfer

descriptive
approach involving
interviews

intensive care units and
five general words
specializing in surgical
medical, or general fields

conducted, audio-
taped, transcribed
verbatim, and analyze
participants
perceptions using
qualitative content

and collaborate are strategies
used to create a safe transition
process from the intensive care
unit, with the intention to create
a safe environment during the
process

from ICU analysis safe
strategies
Lee, etal. 2016 To develop a Non-synchronized  Family caregivers Relocation stressand  In the experimental group, 4B
relocation stress  pretest-post-test (n=60) of patients with family burden were relocation stress levels
intervention design neurosurgical or general  evaluated at three significantly and continuously
program tailored surgical conditions in the  times, that is before decreased after intervention.
for family surgical intensive care intervention, Family burden levels increased
caregivers of unit immediately after significantly after transfer
patients transfer and four to without intervention, whereas
scheduled for five days after burden levels with the
transfer from a transfer, with intervention increased only
SICU interviews marginally and non-
significantly
Meaburn, et al. To develop a Quasi Transfer surveys The transfer survey Transfer surveys were 5B

2012

transfer rounding
team and tool to
improve
patient/family
centered care and
reduce relocation
stress

experimental,
evaluation and
intervention study

using mixed design

for data collection

(n=233) were completed
and assessed for valuable
patient and family input

consisted of five
validated patient
satisfaction questions
scored on a 1-5
Likert scale
responding to
questions for
opportunities of
improvement

completed with an average of
4.64. The rounding data was
used to update patient
educational materials and to
develop a novel transfer
brochure

Ramsay, et al.
2013

To explore the
psychosocial
needs of patients
discharged from
intensive care,
the extent to
which they are
captured using
existing theory
on transitions in
care -up and

Descriptive
qualitative study
design

Patients discharged from
the ICU on the ward
(n=20)

Participants discussed
their experiences of
ward-based care as
part of a broader
study on recovery
following prolonged
critical illness.
Psychosocial distress
was prominent of
their accounts,
prompting secondary

Participants described a sense 5B
of disconnection in relation to
profound debilitation and
dependency and were often
distressed by a perceived lack
of understanding among ward
staff to their basic care needs.
Negotiating the transition
between dependence and
independence was identified as
a significant source of distress




IMPLEMENTATION OF A TRANSITION OF CARE PROCESS

32

liaison services

data analysis

following ward transfer.

Uhrenfeldt, et al.
2013

To synthesize
findings from
qualitative
studies of
patients'
experiences on
being
transferred/in
transition from
one hospital to
another or from
one ward to
another

Van Mol, et al.
2017

To describe the
development of
an intervention
that prevents
emotional
consequences for
patients and
relatives during
ICU discharge

Meta-synthesis

approach, based on

guidelines

Qualitative (n=14)
studies of data within
meta-summary and
meta-synthesis on
patient/family transfer
experiences

Qualitative study,
exploring
interventions to
prevent poor ICU
outcomes

ICU patients transferring
(n=42)

patients from general
wards (n=19)

ICU nurses (n=42)
general ward nurses
(n=19)

Three main
categories were
identified: transfer as
unpredictable, scary
and stressful; transfer
as recovery and
relief; and transfer as
sliding into
insignificance based
on relevant
guidelines

The meta-synthesis showed
patients' experiences of
transitions as critical events
where nurses need to focus on
patient outcome of transfer as
safe, predictable, and
individual. Evidence existed for
clinical nurses to continue the
development of care quality
and safety for patients in
transfer/transition

Interviews and
analysis designed to
target the knowledge,
attitudes, self-
efficacy, and
perceived social
influence from
patients and nurses to
prevent poor
outcomes

Former ICU patients and
relatives underlined the
importance of the need for
effective discharge information
and support. Intervention
Mapping (IM), was used to
guide intervention
development, an intervention
mapping (IM) framework, to
ensure the intervention were
successful

5B

5B

Note. ICU = intensive care unit; SICU = surgical intensive care unit
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Appendix B
IRB- Project Proposal Summary

Transition of patient care in the acute care system is a process patient’s encounter,
involving vulnerable populations such as intensive care unit (ICU) patients. The transition
process in the ICU aims to provide minimal disruption however, patients and families still
experience stress. A transition process tailored to emotionally support patients and families
during and after the transfer is essential. The purpose of this Doctor of Nursing Practice (DNP)
project is to implement a transition process in the surgical intensive care unit (SICU) to reduce
patient/family relocation stress.

The project will be implemented over an 8-week period, September through November 2018,
within the SICU at the University of Maryland Medical Center. The process will include an
algorithm and checklist addressing: general information such as decreased patient monitoring,
reassurance and patient safety during the discharge, and emotional and cognitive consequences
to reduce relocation stress. Data will be collected by the project leader, unit champions, and
senior clinical nurses, using patient/family self-report with the Faces Anxiety Scale (FAS) within
48 hours of the patient transfer to the surgical intermediate care unit (SIMC). FAS is a validated
single item tool consisting of drawings on a scale with five faces expressing increasing levels of
fear. Fear faces are able to measure anxiety because they have the same physical manifestations,
but different causes per individual patient situation. Baseline demographic patient information
will be collected during the survey including age, gender, and patient or family completion. The
FAS will indicate the degree of anxiety in relation to relocation stress and will be compared to
publish normative data (i.e. benchmark data). The FAS data will be analyzed using standard
methodology. Compliance data will be collected weekly, using a transition of care process audit
sheet indicating whether the algorithm checklist and the transition of care process data sheet
were completed. All descriptive analysis will be performed using Microsoft Excel. At the
completion of the project, the nursing staff will be invited to complete a transition of care
process system usability scale (TCP-SUS), a tool to evaluate usability perceptions. The
administration of the TCP-SUS will be anonymous and voluntary. The results of the TCP-SUS
will be analyzed using the standard SUS methodology.

The project is intended for quality improvement purposes since SICU leaders voiced a need for
an improved process for patients/families leaving the unit. The project will improve the transition
process, along with reducing relocation stress. The findings are not intended to create
generalizable knowledge beyond this setting and group of patients due to the process being
tailored specifically to meet the needs of this SICU. Data related to the project will be collected
and placed in a de-identified folder within a locked filing cabinet in the locked SICU senior
clinical nurses office. The project leader will enter data into a Microsoft Excel spreadsheet on
one computer that is not connected to the clinical network. Once the data is entered into the
spreadsheet, the paper documents will be shredded. Dissemination of data to the SICU staff will
occur during weekly informational huddles and updates, and monthly staff meetings, regarding
the FAS, transition of care process audits, and TCP-SUS results. Final analysis dissemination to
the SICU staff and leadership as well as the potential poster/podium presentation of the project
will occur between February and May 2019.
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Appendix C

Institutional Review Board Approval Letter

= 7N
| UNIVERSITY of MARY LAND L Full 4
4 BALTIMORE \

University of Maryland, Baltimore
Institutional Review Board

Phone: (410) 706-5037

Fax:  (410) 706-4189

Email: hrpo@umaryland.edu

NOT HUMAN RESEARCH DETERMINATION

Date: August 13, 2018

To: Linda Costa
RE: HP-00081622
Name: Implementation of a Transition of Care Process to Reduce Patient/Family Relocation Stress

This letter is to acknowledge that the UMB IRB reviewed the information provided and has determined that
the submission does not require IRB review. This determination has been made with the understanding that
the proposed project does not involve a systematic investigation designed to develop or contribute to
generalizable knowledge OR a human participant (see definitions below).

This determination applies only to the activities described in the IRB submission and does not apply should
any changes be made. If changes are made and there are questions about whether these activities are human
subject research in which the organization is engaged, please submit a new request to the IRB for a
determination.

Definitions —

Human Research: Any activity that either:
» Is“Research” as defined by DHHS and involves “Human Subjects” as defined by DHHS (“DHHS
Human Research”); or
» Is “Research” as defined by FDA and involves “Human Subjects” as defined by FDA (“FDA
Human Research”).

Research as Defined by DHHS: A systematic investigation, including research development, testing and
evaluation, designed to develop or contribute to generalizable knowledge.

Research as Defined by FDA: Any experiment that involves a test article and one or more human
subjects, and that meets any one of the following:

*  Must meet the requirements for prior submission to the Food and Drug Administration under
section 505(i) of the Federal Food, Drug, and Cosmetic Act meaning any use of a drug other
than the use of an approved drug in the course of medical practice;

»  Must meet the requirements for prior submission to the Food and Drug Administration under
section 520(g) of the Federal Food, Drug, and Cosmetic Act meaning any activity that
evaluates the safety or effectiveness of a device; OR

*  Any activity the results of which are intended to be later submitted to, or held for inspection by,
the Food and Drug Administration as part of an application for a research or marketing
permit.

34
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Human Subject as Defined by DHHS: A living individual about whom an investigator (whether
professional or student) conducting research obtains (1) data through Intervention or Interaction with the
individual, or (2) information that is both Private Information and Identifiable Information. For the purpose
of this definition:

» Intervention means physical procedures by which data are gathered (for example, venipuncture)
and manipulations of the subject or the subject’s environment that are performed for research
purposes.

» Interaction means communication or interpersonal contact between investigator and subject.

«  Private Information means information about behavior that occurs in a context in which an
individual can reasonably expect that no observation or recording is taking place, and
information which has been provided for specific purposes by an individual and which the
individual can reasonably expect will not be made public (for example, a medical record).

« Identifiable Information means information that is individually identifiable (i.e., the identity of the
subject is or may readily be ascertained by the investigator or associated with the
information).

Human Subject as Defined by FDA: An individual who is or becomes a subject in research, either as a
recipient of the test article or as a control. A subject may be either a healthy human or a patient. A human
subject includes an individual on whose specimen (identified or unidentified) a medical device is used.

Please keep a copy of this letter for future reference. If you have any questions, please do not hesitate to
contact the Human Research Protections Office (HRPO) at (410) 706-5037 or HRPO@umaryland.edu.
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Appendix D

SICU Patient/Family Transition of Care Process Algorithm and Checklist

36

Transfer Orders
Placed:

-Patient/Family made aware

Family Visits Transfer Floor:

- SICU staff member accompanies
- transfer floor welcomes

\/

Minimize Patient

if possible

Transition of Care

Monitoring, | Brochure Given, | — -

with Discussion

Call to Appointed
Family Member:

- Advising of anticipated
transition

- Answer questions

v

Patient Transferred:

- accepting floor settles
patient

- Patient/Family additional
questions answered

Post Visit from SICU
Staff Member:

- within 48 hours

- complete Faces Anxiety
Scale (FAS)

- Answer additional questions

Relocation Stress

Bl Reduced for

Patient/Family
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Visitation on the
Transferring Unit

* Visiting Hours:

If you are unsure of the visitation
process for the next unit, please
feel free to ask your SICU staff
prior to leaving, or the new unit
staff at anytime and they will be
happy to inform you.

There are different rules and
restrictions for each unit, and we
want to make sure that you and
your family is fully aware so that
your stay is as comfortable, and
as stress free as possible.

* There could be times when the
transitional unit may limit
visitation for unit needs, please
remain patient and visitation will
occur as soon as possible.

Appendix E

Transition of Care Process Brochure

The SICU is Always

Here for Support
There may be periods of your
SICU stay that you cannot
remember or recall, please feel
free to contact the SICU, or ask
you transitional nurse to help
clarify any events that you may
not remember.

SICU Phone #: 410-328-6454
SICU Manager & Phone #:

Resources always available:
Case Management

Chaplain

Interpreter

Patient Advocate

Social Worker

... We are so happy that you are
transitioning with healthy
progress to a recovery!

37

Surgical
Intensive Care
Unit

Patient/Family

Transition of Care
Brochure
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Transitioning Care
from the SICU

Your condition now allows for
transitioning out of the Surgical
Intensive Care Unit (SICU). The
transition should be as stress-free
as possible.

Our goal is to make sure all your
questions are answered, as best
as possible prior to leaving the
SICU.

We understand that this is a
change in your environment that
can be perceived as stressful, as
the SICU team has become
familiar to you.

If family members are not
present on transfer, we can make
them aware per your request, as
some transfers can occur during
late hours.

If at anytime you need to speak
to your medical-surgical team,
please ask your transition nurse
for additional information.

Transition Information

Unit:
Room #:
Unit Phone #:

Unit Manager & Phone #:

A SICU staff member will be
visiting within 48 hours after
your transition; a survey may ask
to be completed at that time.

Transition Expectations
In the SICU, your care required
the staff to have fewer patients at
times, which is perceived as
tending to patient needs quicker.

You have transitioned from
intensive care, and staff may
now have increased patients to
care for however your care is
still very important. Please
remain patient and use your call
bell as needed, as care will still
be prioritized, as in the SICU.

38

Remembering Your
SICU Stay

Admission date:
Diagnosis:

Intubated: YES or NO
Sedated: YES or NO

Specialty Treatments:

** Please feel free to write down
anything you would like to
remember from the SICU:
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Appendix F

Transition of Care Process Data Sheet

Patient identification number: Patient or family:

Age: Gender:

Faces Anxiety Scale (FAS)

Instructions:

“These are faces indicating different amounts of anxiety and stress, from none to most. Please
look at these faces and choose the one that relates to your current feelings of anxiety of stress.’

b

none just a little little bit more a bit more most ever

Answer:

Transition of Care Brochure

Have you referred to your transition of care brochure since transfer?

Yes No

If yes, has the brochure helped with relocation stress and anxiety?

If no, please explain
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Appendix G

Transition of Care Process Audit Sheet

40

Patient

Checklist completed

Data Sheet
completed

Patient Refusal

1.

2.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20. Etc.
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Appendix H

Transition of Care Process-System Usability Scale (TCP-SUS)

The System Usability Scale Strongly  Strongly
Standard Version disagree agree
12345
1 | think that | would like to use this system. 01010{0|0
2 | found the system unnecessarily complex. 0[(0]|0|0|0
| thought the system was easy to use. 01010[0|0
| think that | would need the support of a technical
4 person to be able fo use this system. 01010100
| found the various functions in the system were
5 | wellintegrated. 010101010
| thought there was too much inconsistency in this
6 system. 01010{0|0
| would imagine that most people would learn to
f use this system very quickly. 0j0(010/0
8 | found the system very cumbersome to use. 0l0l0|0|0
9 | felt very confident using the system. 010/0(0|0
| needed to learn a lot of things before | could get
W going with this system. 0]0(0]0|0

Note. Adapted from "An empirical evaluation of the System Usability Scale,” by A. Bangor, P.
T. Kortum, and J. T. Miller, 2008, Bangor, A., Kortum, P. T., & Miller, J. T. (2008). An
empirical evaluation of the System Usability Scale. International Journal of Human-Computer
Interaction, 24(6), 574-594.

1. Do you feel patient/family Relocation Stress was reduced or would reduce after the
Transition of Care Process?

Yes No

If no, please explain.

2. Would you like to implement the Transition of Care Process for continual use in the

SICU?

Yes No

If no, please explain
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Table 2.

Procedure Timeline for Transition of Care Project

Appendix |
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2018

2019

Procedure Timeline with PDSA

May

June

July

September

October

November

December

February

March/April

Plan
(NDNP 810)
Finalize Proposal

(NDNP 811)

Implementation Plan Paper
Selection of DNP project champions

Presentation of DNP Project Proposal to
class and SICU

Project champion education with
education PowerPoint

SIMC introduction to DNP project

IRB Process

Do

(NDNP 812)
Week 1:

Project education will begin during
huddles and the monthly staff meetings
with information will be provided per the
transition education PowerPoint (see
Appendix I)

An email generated and sent for the
SIMC nursing staff for their monthly
meeting will the project initiation details

Week 2:

Project education will be sent out in the
weekly update after the monthly
meetings to all SICU staff for reiteration,
or they missed the education

Project leader, champions or senior
clinical nurses will make sure that all
SICU staff nurses are checked off for
education completion
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Week 3:

e Transition of care process will begin for
patient/families in the SICU

e  Project leader, champions, and/or
designated SICU staff nurse will initiate
data collection with the PSS after the
intervention process for patients
transferring to the SIMC

Week 4:

e  Continue week three plan

e Initiate nurse audit sheets for compliance

Week 5:

e  During monthly staff meeting, address
any questions from SICU staff regarding
the process

e  Continue week four plan

e Follow up with SIMC to address
questions, if any, by SIMC staff nurses

Week 6- 9:

e  Continue week five plan

Week 10:

o Eight week completion of intervention
and data collection

Week 11:

e Compile data collection from the FAS
and the nurse audit from the prior eight
weeks

e  During weekly huddle and weekly
update, ask staff to complete TCP-SUS
to evaluate their perception of the
transition of care process along with any
barriers that need to be addressed for the
previous eight weeks

Week 12:

e Compile the SICU staff nurse
questionnaire survey results

Week 13:
e During weekly huddles, monthly staff
meeting and weekly update, provide staff
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with data from the eight weeks regarding
the FAS, nurse audits, and questionnaire
survey results

Week 14:

e Analyze and consider next steps for
NDNP 813

Study
(NDNP 813)
Analyze and synthesize results

Act
Prepare and complete final paper
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Appendix J

Project Champion and SICU Staff Education Lesson Plan

Learning Content Outline Method of Time Spent | Method of
Objectives Instruction Evaluation
Upon completion | What is Transition of PowerPoint 30 min each | Post Open
of the transition | Care? Discussion session discussion
of care * In the healthcare Questions
education, the system, when patients no | 1:1 education Question taking
learner will be longer need the and answering
able to: heightened level of with -
monitoring and care Teach-back

1. Explain what | provided in the ICU, Huddles

transition of | they are transitioned toa | Emails

care is, the lower acuity level of Staff meetings

purpose of care, termed

the SICU Transition of Care

patient/famil | » The importance of

y transition considering psychosocial

of care needs and

process, and | perceptions of patients

the relation and their families during

to relocation
stress
Explain why
and when to
initiate the
transition of
care process
Identify
where to
locate the
algorithm,
checklist and
brochure that
accompanies
the transition
of care
process
Explain the
multiple
sections of
the brochure
to the
patient/famil
y

Follow the
algorithm in
it’s entirety

this transition is
extremely important, and
healthcare providers need
to be

vigilant that the
transitional period does
not impede a successful
recovery

Why a Transition of Care
Process?

» Transitions should be
carried out with safe and
efficient

movements of patients
between levels of care,
however, this

transition frequently
causes increased stress
for the patients

and their families

» Healthcare
professionals have
recognized the stress
experienced by patients
and families, and the
need to
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and the
accompanyin
g checklist
Explain
when to
follow up
with the
patient/famil
y on the
transition
unit and the
Faces
Anxiety
Scale (FAS)
that will
need to be
completed at
that time,
along with
where to
place when
completed
Identify
project
resources
and
champions

implement interventions
that relieved the burden
of stress

related to the transition
experience

* To reduce the stress
with transitions, a
transition of care
process that addresses
patient and family
concerns is needed

Process Importance and

Relocation Stress

« e« Difficulties
associated with
transitions relate to
unrealistic
expectations of
patients and families,
which is then
perceived as the
patient being
inadequately
prepared for leaving
the ICU. In return,
the feeling of
inadequate
preparation is felt.

* Relocation stress is
identified as a
physiological and/or
psychological
disturbance, resulting
from a transfer from
one environment to
another

*  Studies noted that
such stressors can be
reduced with
improved
information/written
materials, discussion,
and improved
communication
around the time of
transition

Project Purpose
* The purpose of this

project is to implement a
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patient transition

of care process algorithm
in the surgical intensive
care unit

(SICU) to reduce
patient/family relocation
stress

* The process will
include a algorithm of
written information of
transfer plans and unit
information, staff and
patient

expectations on the
following unit, and
family resources/support

Transition of Care

Process Algorithm

e Algorithm
displayed in
PowerPoint

Brochure Sections
*Refer to the printed
Brochure

Initiating the Process
 The Transfer of Care
Process Algorithm will
be initiated when

the order from the
provider is placed in Epic
* The checklist will
accompany the
algorithm, and will be
placed

in the patient’s blue
folder and followed by
the nurse until the
patient is transferred out
to the IMC

* The checklist will then
be placed in the
collection folder outside
of the SCN office when
the patient is transferred
* A champion, or other
appointed staff member,
will follow up with

the patient (see next
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slide)

Patient/Family
Transition Follow-up

* Post Visit from SICU

Champion or Staff

Member:

— within 48 hours

— Complete Faces

Anxiety Scale (FAS)

* FAS: Measures the

degree to which

situations in one’s life

are appraised as stressful

* Will provide

measurement data of

whether the Transition of

Care process has

reduced/prevented

relocation stress

— Answer any
additional
patient/family
question
—  Place completed

PSS in folder on
SCN door box

Project Resources
Identification of the
project leader,
champions, and
additional resources

Questions

See References
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