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Within the next 20 years Europe will change tremendously. In
Middle and Eastern Europe and Scandinavia a new Europe arises.
In other parts Old Europe is developing itself. Both Europe’s offer
interesting new demographic patterns, both offer interesting new
economic opportunities. In both Europe’s the health care industry
is due to major changes, due to modern technology, changes in en-
vironments and financing, gene-technology, ageing populations,
part-time living people in several countries and places at the same
time, which makes hospitals and nursing not necessarily something
to realize in one place at one time. Which changes do we face in
the health care industry in the next few years? Which effects does
this have on nursing and critical care nursing especially? How can
we cope with these revolutionary changes? How will these effect
our branch-culture, our way of working, our work-life-balance and
our attitudes? How will they effect our ethics?

Critical care nursing across the life continuum, how do
we respond to the challenges?

Rosa Thorsteinsdottir RN, CCN, BSc, Head Nurse ICU, FSA Uni-
versity Hospital, Akureyri, Iceland.

E-mail: rosa.th@simnet.is

Critical care nurses work wherever critically ill patients are found
— intensive care units, neonatal ICUs, paediatric ICUs, cardiac
care units and other settings in the hospitals. They also work in
home healthcare, outpatient surgery centres and clinics and other
organisations. Critical care nursing is a complex but also a unique
speciality within the nursing profession. The possibilities to learn
and the challenges are endless. During this presentation | will take
you on a journey starting with the neonatal, the paediatric, the
adult and the elderly critically ill patient. | will be exploring the dif-
ferent problems / challenges for each one of these patient groups
and also discuss how do we respond to the challenges?

Family centred care across the life continuum

Ingegerd Bergbom, PhD, NT, RN, Professor, Institute of Nursing
Faculty of Health and Caring Sciences, the Sahlgrenska Academy
at Goteborg University, Goteborg, Sweden

E-mail: ingegerd.bergbom@fhs.gu.se

When patients are severely ill or injured and cared for in intensive
care units, the patient’s family is also affected and in most cases

suffers from worry, stress and anxiety. The family members of the
patient often represent different age groups and thus nursing care
in an ICU involves adults, elderly, adolescents and children. Pa-
tients are cared for in ICUs for a few hours, others for days and a
few for months, most of them survive and some dies. Due to these
different conditions the care must be seen as complex and must
be individualized. Some of the most important questions that con-
cerns caring are: Is the presence of the patient’s family important
for the patient and what does it mean for the family members to
visit and stay together with the patient in the ICU, also in a long
term perspective. What kind of care can the ICU nurses provide
and what are the goals with that care?

From these questions previous and ongoing research will be
presented in order to illuminate our knowledge and lack thereof.
Some important concepts and phenomenon in the intensive care
and care of patients and their families are participation, fellowship,
privacy and dignity. These will be presented, explained and illumi-
nated. The nursing care is however also affected by the physical
ICU environment, which can either support the nursing care or be
an obstacle. The patients are usually subjected to intensive treat-
ment and nursing care activities which often contributes to experi-
ences of being distanced from the patient. But the patients” condi-
tion also contributes to a distance and feelings of separation and
death. The care of patients in the end of life is often a neglected
issue in intensive care but in these situations the quality of nursing
care will be proved and unveiled.

SESSION: CORONARY CARE NURSING

Screening patients for cardiac resynchronisation therapy
by a nurse practitioner: A new role for the coronary care
nurse?

Ron Bakker, Cor Allaart, Marco Gotte, Carel de Cock, Depart-
ment of Cardiology, Free University Medical Center, Amsterdam,
The Netherlands

E-mail: r.bakker@vumc.nl

Background

Cardiac Resynchronisation Therapy (CRT) can be offered to pa-
tients with advanced heart failure. Criteria for CRT are: ventricular
ejection fraction of 35% or less, NYHA Il or IV functional clas-
sification, QRS duration of 120 msec or more, a stable heart fail-
ure medical regime (including an angiotensin-converting enzyme
(ACE) inhibitor or substitute and B-blocker therapy, unless contra-
indicated or not tolerated). Even though when patients meet these
criteria, about 30% of the patients do not (or not enough) respond
to CRT (“non-responders”). Therefore the VU university medical
center has develloped a temporary biventricular pacing protocol
(TBPP) to select responders before a definite biventricular pace-
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maker is implanted. Figure 1 shows the pathway a patient goes
through from enrollment for possible CRT to definite pacemaker
implantation. Not only patients of our center are accepted for CRT,
but there are also patients who are referred to our center from other
hospitals. Initially the latter patients were accepted at the letter of
the referral physician. Hereby we found during TBPP a substantial
number of patients who did not meet the criteria for CRT. Therefore
the question rose whether a Nurse Practitioner at the Outpatient
Heart Failure Clinic could have a role in screening these patients.
Method

In September 2003 a protocol was developed for patients who
were referred for CRT. The first (letter) selection was made by the
cardiologist. If a patient seems to be suitable for CRT a screen-
ing using a predefined protocol was done by the Nurse Practitio-
ner. The screening consist of taking the patients history, including
NYHA functional classification, physical examination, EKG, blood
tests, Minnesota QOL questionnaire, Six Minute Walk Test and
echocardiography.

Retrospective we investigated the number of patients who were
rejected for TBPP.

Results
In the period October 2003 to April 2005 a total number of 58 pa-
tients were screened by the Nurse Practitioner. Of these 58 patients
29 (50%) were rejected for TBPP. The main reason for rejection
was EF > 35%: n = 10 (34%), followed by the NYHA functional
classification: n = 8 (28%) and other reasons (e.g. physical activa-
tion or excluding pathology different from cardiac pathology) n =
8 (28%), (cardiac) ischaemia detection: n = 6 (21%) and finally
motivation: n =5 (17%). The fact that the sum of the percentages is
more than 100%, is because one patient can have more reasons to
be rejected (e.g. NYHA Il and EF > 35%). (Table 1.)

Although the waiting time and waiting list for TBPP are not mea-
sured at the beginning, it seems that these two are also reduced
since the Nurse Practitioner started the screening.

Conclusion

Intensive screening of patients who are referred for CRT can be
done by a Coronary Care Nurse/Nurse Practitioner. This prevents
a substantial number of patients from undergoing invasive proce-
dures like TBPP and seems to lead to a reduction of the waiting
time and waiting list for temporary biventricular pacing protocol.
Table 1: Reasons for rejection for TBPP in percentages.

(NYHA class. = NYHA functional classification; Isch. Det. = isch-
aemia detection; EF = ventricular ejection fraction.)
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Figure 1: Flowchart of the route a patient goes if he is a possible candidate
for CRT.

(NYHA = New York Heart Association; QOL = Quality Of Life;
6MWT = Six Minute Walk Test; MRI = Magnetic Resonance Imag-
ing.)

Education and clinical decision making among coronary
care nurses: a comparison between Greece and England
Nick Bakalis, Maria Batsolaki, Georgia Theodorakopoulou, Pan-
agiotis Anagnostou MSc, School of Nursing, A.T.E.l. Patras, Patra,
Greece.

E-mail: nb1972@hotmail.com

Introduction

Many researchers have noted clinical decision-making as an in-
tegral component of the role of the professional nurse (Bucknall T
and Thomas S, 1997). The decisions the nurse will face can range
from routine to life-and-death situations. From personal experi-
ence and observation, coronary care nurses from Greece and Eng-
land appeared to make different clinical decisions and this was
due to the variation in educational preparation and in nurse’s clini-
cal autonomy and authority. The linear model was formulated as
follows:

Education = Role = Clinical decision-making

Aims

a) to compare pre-registration nursing education in Greece and
England

b) to explore the autonomous role of coronary care nurses in
Greece and England

c) to measure the quality of clinical decisions in the acute and
recovery phases of M.l in Greece and England

Methods
Pictographs were used to test knowledge of anatomy and physiol-
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ogy of the normal heart. The sample (n=161) was final year stu-
dent nurses of diploma and degree courses in Greece and England.
Clinical decision making cards were employed to explore the au-
tonomous role of coronary care nurses and the quality of nurses’
clinical decision-making. The sample (n=100) was registered nurs-
es who worked in coronary care units in Greece and England.

In both studies, expert panels and pilot studies were employed.

Results

The study found that:

J English final year student nurses had better knowledge
of anatomy and physiology of the normal heart than the
Greek students (p<0.05)

J English coronary care nurses had more autonomy in
the acute (p>0.05) and recovery (p<0.05) phases of
M.I than the Greek nurses

J English coronary care nurses made better quality clinical
decisions in the acute (p>0.05) and recovery (p<0.05)
phases of M. than the Greek nurses

Conclusion

The study reveals that the more educated coronary care nurses are
and the more autonomous role they have, the better quality clini-
cal decisions they make.

References

Bucknall T & Thomas S (1997) Nurses’ reflections on problems as-
sociated with decision making in critical care settings. Journal of
Advanced Nursing, 25: 229 — 237.

Exploring paramedics’ perceptions of initiating thrombo-
lytic therapy for patients with suspected myocardial in-
farction; a pilot qualitative study

Helen Cox, John Albarran, Tom Quinn, Kathy Shears, University of
the West of England, Faculty of Health and Social Care, Glenside
Campus, Blackberry Hill, Bristol, UK.

E-mail: helen3.cox@uwe.ac.uk

Aims

J To describe the ambulance paramedics’ perceptions of
their role and impact with regard to delivering
thrombolytic therapy in the pre hospital setting

J To determine the principal concerns (personal and
professional) of ambulance paramedics regarding
‘autonomous’ paramedic-initiated thrombolysis in the
future.

Background

There is a body of evidence to support the importance of early
thrombolytic therapy (Fibrinolytic Therapy Trialists Collaborative
Group 1994 Boersma 1996) . This has led to national guidelines
being set for the management and treatment of cardiac patients
(Department of Health 2000). Individual Trusts have responded to
the challenge with a variety of developments for example: Nurse
initiated thrombolysis (Qasim 2002) and the move of cardiac care
to the Accident and Emergency Department (White 2000). How-
ever there has continued to be a delay in initiating thrombolysis
within 60 minutes. Historically patients are treated at point of en-
try to hospital (DOH 2000). However it would be advantageous to
treat the patient at point of initial contact normally in the commu-
nity. It has been acknowledged that paramedics can safely and ac-

curately identify patients for thrombolysis (Pitt 2002, Keeling 2003)
and the benefits of prehospital thrombolysis have been confirmed
in a meta analysis ( Morrison et al 2000), However what has not
been established is the paramedics perceptions in the change to
their role with the introduction of pre-hospital thrombolysis.

Methods

A convenience sample of 24 paramedics from one Ambulance Ru-
ral centre was recruited to participate in one of two focus group in-
terviews. A topic guide helped to structure the focus group discus-
sions which lasted for one hour each. The content of the interviews
were tape recorded and transcribed verbatim. Thematic analysis of
the narratives was made using standard qualitative techniques.

Results

Initial interpretation identified five key themes , these being para-
medics perceptions of: A moral duty of care, imposed change, pro-
fessional status, expanding role and preparedness for practice.

Conclusion

The conclusion will analyze the significance of these themes and
explore their contribution in providing an understanding of the
evolving role of ambulance paramedics.

References
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treatment in acute myocardial infarction : reappraisal of the golden
hour. Lancet 348:771-775

2. DEPARTMENT OF HEALTH (2000) National Service Framework
for Coronary Heart Disease. Modern standards and service mod-
els. HMSO . London.

3. Keeling P Hughes D Price L Shaw S Barton A (2003) Safety and
feasibility of prehospital thrombokysy carried out by paramedics.
British Medical Journal, 327: 27-28.
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Monitoring for cardiac arrhythmias in patients with acute
self poisoning

Brvar Marusa, RN, Brucan Marija RN, Slavica Klancar RN, Skok
Zmaga RN

1 Emergency Department of Internal Medicine, University Medical
Center, Ljubljana, Slovenia; 2 Slovenian Association of Emergency
and Critical Care Nursing, Slovenia;

3 Department of Cardiology, University Medical Center, Ljubljana,
Slovenia.

E-mail: marusa.brvar@kclj.si

Slovenia is one of the countries which are heavily burdened with
suicide and occupies high position in Europe and at worldwide
level for many years. It is difficult to discuss the reasons, but this
situation is not new one and is not only result of contemporary
changes in political and economic in system. Drug overdoses and
acute poisonings as suicide attempts are frequent reasons for ad-
mission and treatment at emergency and intensive care units. Aims
are to present review of acute poisonings at the Medical Emergency
Department in University Medical Centre Ljubljana which is main
hospital in Slovenia and to present a clinical pathway for patients
presenting with severe drug overdose. This includes delivering en-
tire, individually oriented nursing at emergency department, inten-
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sive care unit and department for clinical toxicology. Main causes
of acute poisonings are drugs, alcohol, drugs of abuse and carbon
monoxide. In general, at acute poisonings intervention techniques
necessary in treating and stabilising patients are directed toward
management of the airway, maintaining adequate ventilation and
circulation, correction of acidosis, expediting elimination of toxic
substance and preventing further absorption of substance. Life-
threatening condition of patients, impaired consciousness and
strongly diminished ability of self care are often presented.

Benzodiazepines, antidepressants, neuroleptics, analgesics and
antihypertensives are the most frequent reasons for poisoning with
drugs and can induce cardiac arrhythmias. Cardiac effect include
sinus tachycardias, sinus bradycardias and disturbances in conduc-
tion (first degree AV block, bundle branch block, intraventricular
conduction defects, disappearance of P waves, total AV block, ven-
tricular tachycardia, ventricular fibrillation and asystole in severe
toxcity).

Sudden changes in patient’s condition at acute poisonings are
often and unexpected. Nurses should be aware cardiac arrhyth-
mias may occur any time, so continuous observation and cardiac
monitoring for 24 hours post ingestion with accurate and prompt
recognition of any abnormalities are of great importance. Pulse,
blood pressure, ECG, respiration rate should be monitored and it
is important to ensure adequate oxygenation. Patient should be
treated symptomatically and supportively.

Treatment of acute poisoning as suicide attempt is not only respon-
sibility of health services but requires multidisciplinary approach
to patient care. Cooperation of different professions (psychiatrists,
social workers, psychologists and others), relatives and friends is
necessary. Additionally, having positive attitudes towards patients
exhibiting suicidal behaviours, improves and raise the quality of
care. The return of the patient to normal life is result of successful
work of whole team. The role of nurse in treatment of suicidal pa-
tient is important and very demanding and should include deliver-
ing high quality care 24 hours a day, high level of professionalism
and considering moral-ethical aspect.

References:
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SESSION: TRANSPORT AND GUIDELINES

A reconfigurated ambulance trolley as a mobile pediatric
intensive care unit assigned for interhospital transport.
Dirk Danschutter, Dept of Pediatric Intensive Care, AZVU
Brussels

E-mail: dirk.danschutter@az.vub.ac.be

In general pediatric intensive care units (PICU) are centralized
in tertiary hospitals, requiring a transportation system to transfer
young patients from initial management areas towards the PICU.
This transport system should be safe according to the highest safety
standards and include instauration of full PICU therapy from the
moment patient care is delegated to the transport team. This thera-

py should be identical to the therapy that will be continued at the
PICU and maintained prior to, during and after transport. There-
fore all PICU equipment has been integrated on a reconfigurated
ambulance trolley, leading to the design of an out-of-hospital bed
with exactly the same equipment and options as a standard PICU
bed. In a transport team generated by the PICU ward itself, no new
or additional equipment is challenged what might reduce stress
among team members. A standard available Stryker M-1 rugged
trolley has been provided with a second patient level. Most of the
equipment has been integrated in the level between carrier and
patient bed, creating full and 360° access around and above the
patient. All original 10G fixation points are kept integer. Binary
gas supply and a manifold controlled distribution system provide a
Siemens 300 servo respirator with comprimed air and oxygen, ei-
ther from the trolley gas cylinders or the ambulance resources. The
same accounts for oxygen and aerosol therapy. 2 separate batteries
generate 1200 Wh resulting in 2 hours of electronic autonomy in
case of ambulance inverter failure. The trolley is standard equipped
with 4 1V syringe pumps but 3 IV poles add unlimited expansion.
Full monitoring (including ETCO2 and invasive blood pressure
measurement), AED and communication system are incorporated.
The trolley is also equipped with a suction unit and an active heat-
ing and humidification device for inspired gasses. Standard PICU
medication and disposables, resuscitation charts and precalculated
medication charts are available in the transport backpacks.

How Parents Experience the Transfer from her Children
out of the Intensive Care Unit: A Literature review with
evidence based implication for the nursing practice

Gaby Stoffel, Children’s University Hospital, Ziirich, Switzerland.
E-mail: gaby.stoffel @freesurf.ch

Background

The lecture highlights the implication for nursing practice in the
Children’s University Hospital Ziirich and the first experiences with
new guidelines for transfer plans. Nurses observe that the transfer
of children out of the Intensive Care Unit to the ward is perceived
very differently by the parents compared with staff. The goal of
this literature review is to get acquainted with the parent’s point of
view of the transfer of their children from the Intensive Care Unit
to the ward.

Results

The following core-states can be found in the studies:

o The relocation process causes positive and negative
feelings

o Both parents and relatives face the relocation process
more critically or feel more anxiety than the patients
themselves, who either cannot name their feelings or
describe them as indifference or detachment.

o Insufficient preparation and information are experienced
as a significant stress factor by parents, relatives and
patients and influence their perception.

o Furthermore, the loss of the security provided by the
Intensive Care environment (familiarity with the
Nursing personnel, one-to-one care, monitoring,
supervision) and the changes to the ward cause
additional insecurity to parents, relatives and patients.

Implications
ANP is the short form for advanced nursing and can be explained
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with expanded and deepened nursing practice. ANP interventions
are based on the experience of the nurses and integrate the lat-
est results from the literature. The patient, the parents will be inte-
grated and also caring are very important factors to make decisions
for the practice. Based on these results the ANP cardiology group
worked out some guidelines for the practice. The implications and
the first evaluation results will be presented.

Children with severe meningococcal infection: The Dutch
consensus for nursing guidelines

JW. de Valk, RN, CCRN PICU Emma Children Hospital Academi-
cal Center Amsterdam

E-mail: J.W.devalk@amc.uva.nl

Background:
The national PICU working group was formed in 2001 in order to
develop national guidelines for the total nursing care for patients
in the PICU

The severe meningococcal septic shock (SMS) was selected as
initial objective, because of the serious and life threatening charac-
ter of the disease. Also guidelines and additional information were
needed by general hospitals. Adequate therapy and optimal care
according to standard guidelines are important for patients with
rapidly progressive meningococcal septic shock.

Aim:

The general aim was to optimise the overall nursing care for chil-
dren with SMS in the PICU and general hospitals. Therefore the
academic hospitals had to reach consensus in best practise or
evidence based treatment and nursing care for every PICU and
to present national guidelines for the total nursing care for a child
with a SMS.

Methods:

At first the PICU working group defined the structure of the guide-
lines to be made. After that they collected from each PICU of the
participating centres the nursing and medical guidelines. One
member of each PICU worked on a specific part of the medical
and nursing guidelines with the help of the pediatric intensivist.
When the guidelines were made, all the members and the medical
supervisors reviewed the material. After consensus the guidelines
were achieved. The guidelines can be found on the internet http://
www.picu.nl

Results:

National nursing guidelines on total nursing care of the pediatric
patient with SMS, divided in 6 items: treatment in the first 24 hours,
transport to the PICU, clinical course in the PICU, transfer to the
general ward, special care for parents and follow up and rehabili-
tation

Conclusion:
To improve the quality of care for SMS patients evidence based
and best practise guidelines were developed on national level in
the Netherlands.

On behalf of the Dutch PICU Working Group:
Karen Hofmann (chairman), Jan Willem de Valk (vice chairman
and secretary), Digna van Geest (treasurer), Saskia van Boxtel,
Truus Kooiman, Elna Walraven, Resi Moulen, Chantal Tersteeg,
Petronette Jaarsveld and Christiana Horasiccama.

Paediatric Resuscitation Guidelines

Hannah Tonsfeuerborn, Medical University of Hannover, Chil-
dren’s Hospital, PICU; Carl-Neuberg-Str. 1, D-30625 Hannover,
Germany

E-mail: Toensfeuerborn.Hannah@mh-hannover.de

The European Resuscitation Council (ERC) published guidelines
for Paediatric Life Support (PLS) in 1998, based on the ‘Advisory
Statements’ of the International Liaison Committee on Resuscita-
tion (ILCOR). As a consequence, a series of evidence based studies
on paediatric resuscitation was initiated by the AHA in coopera-
tion with members of the ILCOR. Results of these studies led to
the publication of ‘Guidelines 2000 for Cardiopulmonary Resus-
citation and Emergency Cardiovascular Care’ in August 2000. This
document has then become the basis for changes in the previously
published guidelines for PLS, published by the ERC. Resuscitation
in children is a rare event, so medical staff is often unprepared
and emotionally stressed. In contrast to adult acute care medicine
standardized procedures for resuscitation are still in progress. It is
well documented in clinical studies that a uniform education using
algorithms in child resuscitation can reduce mortality to up to 30%
[1, 2, 3]. The European Paediatric Life support course offers a uni-
form training system with proven success for education of medical
staff in child resuscitation for nationwide use.
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SESSION: PRACTICE DEVELOPMENT

Post-operative confusion - clinical advice for the care
of patients with post-operative confusion in the light of
three nursing theories. Collaboration between psychiatry
and intensive care.

Maria B Lundblad, Eva ] Hovstadius, State Registered Nurses
(SRNs):Ward 109 Psychiatric Centre and Ward 50B Thoracic Cen-
tre / Uppsala University Hospital

E-mail: eva.johansson.hovstadius@akademiska.se

Background

Post-operative confusion is a relatively common and well-known
condition in patients who are treated in intensive care units (ICU’s).
Between 20 — 60 % of all patients who are treated in ICU’s exhibit
signs of confusion. They find themselves in a psychosis-like condi-
tion and can have difficulty in co-ordinating thought and speech,
in orientating themselves in time and space and in receiving and
processing information. Some patients can have occasional unreal
experiences. Suspiciousness, fear, anxiety and aggressive behav-
iour can develop. Certain patients become euphoric whereas oth-
ers exhibit passive behaviour. Signs of post-operative confusion
can develop two or three days after the patient’s arrival at the ICU
and can last for several weeks (1). The nurse is often the first person
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who notices the patient’s confusion. At the same time, the nurse,
together with other members of the care staff are viewed as being
quite badly prepared to identify and adequately treat the various
stages of confusion.

Objective

One of the objectives was to produce clinical advice, based on sci-
entific literature, three nursing theories and practical experience,
regarding the care of patients with post-operative confusion. A fur-
ther objective was to produce an information booklet for patients
and relatives affected by the condition.

Method
Literature studies and practical experience.

Results

In the light of the information we obtained from literature studies
and from in-depth studies of various theories as well as from our
own clinical experience we arrived at clinical advice which we
divided into three parts: (a) preventative measures (b) what can be
done once the patient has developed post-operative confusion and
(c) what ought to be considered after an incident of post-operative
confusion (an action plan can be enclosed on request). An informa-
tion booklet,written for patients and their relatives, was produced.

Conclusion

In today’s health service nursing staff often fail to notice that pa-
tients are entering an acute state of confusion and it is first noticed
when the patient is agitated or confused. When the patient be-
comes agitated or paranoid s’/he may need to be sedated, which
can lengthen the time spent in the intensive care unit and thereby
increase the risk for complications. Early detection of post-opera-
tive confusion is important in order to be able to provide adequate
treatment and care. It is therefore important that the nurse learns to
recognize the symptoms in order to start (preventative) treatment/
nursing interventions. A theoretically-based clinical action plan
provides an opportunity to assure the quality both of the preventa-
tive nursing as well as that of nursing and treatment in instances
of post-operative confusion. The nursing period can be shortened
and the patient guaranteed a more secure nursing care. It is our
hope that this work can contribute to the better nursing of patients
suffering from post-operative confusion. An action plan based on
theories forms a stable basis for the suggested measures. A care-
giver who works in accordance with a rational theory has a frame
of reference on which to base his/her opinions.

Reference:

Granberg Axell A., 2001, The Intensive Care Unit syndrome/de-
lirium, patients”

perspective and clinical signs. Lund University

The effectiveness of performance feedback in improving
professional practice.

Lynne Harrison, Critical Care Division, Department of Nursing,
University of Central Lancashire, Preston, England

E-mail: LHarrison2@uclan.ac.uk

Background

The drive for clinically effective practice has resulted in the pro-
duction of large amounts of information with the aim of improving
professional practice and therefore patient outcomes. However,

the simple provision of information alone appears insufficient in
changing practice (Freemantle et al 2001). The use of active imple-
mentation strategies to promote behaviour change such as audit
and feedback can improve performance and therefore patient care.
Feedback provides opportunities for individuals or groups to reflect
on their own practice and to use this information to change future
performance. General findings indicate audit and feedback can
be effective in improving professional practice; effects are gener-
ally small to moderate. The absolute effects are more likely to be
larger when baseline adherence to recommended practice is low
(Jamtvedt et al 2003).

Intensive care practice

A literature search reveals there have been a small number of stud-
ies that have explored the effect of feedback on intensive care
practice. The studies that have been undertaken have focussed on
the frequency and effectiveness of hand washing, general infection
control measures and the frequency of blood gas analysis testing.
In the main, the research adopts an experimental approach and
uses a variety of designs to measure the effect of educational inter-
ventions or audit and feedback on professional behaviour change.
In general the studies report a short-term change in behaviour,
however, they do offer important information about the effects of
performance feedback on improving practice.

Conclusion

Studies are limited in terms of the identification of the long-term
effects of feedback, the effects of feedback within a larger, multi-
disciplinary context and the effects of feedback on a variety of
other professional behaviours. This presentation seeks to review
and analyse the evidence on the effect of feedback on professional
behaviour change in intensive care practice and to formulate ques-
tions for further research.
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Potential for Hb and nHb organ donation: a retrospective
medical record review on 7 critical care units in a 1900
bed hospital

B. Quaghebeur, F. van Gelder*, L. Roels**, W. Daenen*, G. van
den Berghe, Intensive Care Medicine, *Transplantation Council
U.Z. Gasthuisberg, Leuven, Belgium; **Donor Action Foundation,
Belgium.

E-mail: frank.vangelder@uz.kuleuven.ac.be

Introduction

Due to lack of suitable donors and growing waiting list mortality
in organ transplantation, it has become intoler able not identify-
ing the donor potential. The key to guarantee maximal input in
the organ donor pool, is identifying the reasons of losing potential
donors.
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Study aim

Retrospective medical record review (MRR) entering data into the
Donor Action* (DA) System Database and analyzing with DA Da-
tabase reporting features, we wanted to assess the potential heart-
beating (HB) and non-heart-beating (NHB) organ donors and to
estimate the impact within the Donor Hospital Network (currently
100 donors) on the total number of potential organ donors.

Methods
The MRR process of 656 deaths from 7 “critical care” units re-
ported between Sept. 1, 2003 and Aug. 31, 2004 were entered
into the DA database and analyzed on their potential for being HB
or NHB organ donors. Overall as well as unit specific results were
generated.

Results

The algorithm of the HB donor suitability, generated 319 (49%)
records (ventilated/ medically suitable), of which 269 (85%) had
no signs of brain death (BD), 50 (15,6%) records showed symp-
toms of BD; 17/50 (34%) records formally BD diagnosed (3/17
(18%) records not identified as donor), 4/50 (8%) records with BD
without formal diagnosis (3/4 (75%) records not identified), of the
remaining 29 records (58%) 6/29 (20,6%) records were not identi-
fied. After profound analysis of the file, 8/50 records (16%) were
medically unsuitable. The algorithm of the NHB donor suitability,
generated 127 (19%) records medically suitable of NHB donation,
of which 22 (17%) were excluded, identified as class | Maastricht
criteria dead on arrival. Out of the 105 (83%) other records only 3
(2,8%) referrals took place resulting in 1 extraction procedure.

Summary

Analysis showed 42 records with symptoms of BD, of which 15/42
(35%) were referred officially, but of which 12/42 (28,6%) were
never considered nor referred as potential donor. These prelimi-
nary data analysis show a potential growth of at least 28,6% in
the HBD pool. The NHB donor pool is definitely underused pool
with 2.12 more potential compared to the HB donor pool. These
analyses are promising but need further investigation to stratify ap-
proaches and define weaknesses in the donor detection and iden-
tification process.

SESSION: RELATIVES AND PATIENTS IN ICU

Experiences of nurses interacting with foreign-language
patients and their relatives in intensive care units

Frank Luck MNS, RN, Basel, Switzerland.

E-mail: FrankLuck@gmx.ch

Background

Language barriers complicate patients” access to the Swiss health
care system (Spang, 2000) and affect care quality (Cioffi, 2003).
When nurses enter into contact with patients today they can not
take for granted any more that both nurses and patients share the
same language (Weiss & Stuker, 1998). Little is known about how
nurses experiences look like when interacting with foreign-lan-
guage patients and their relatives in an intensive care unit.

Aim

The objective of this investigation is to contribute to a better un-
derstanding of nurses interacting with foreign-language patients
and their relatives in an intensive care unit, and to generate base

line data for making suggestions how the quality of care can be
improved.

Methods

Narrative interviews were undertaken with 15 nurses about the ex-
periences they have made with foreign-language patients and their
relatives in the intensive care units in the University Hospital of
Basel (Switzerland). The data were analyzed using the method of
qualitative content analysis developed by Mayring.

Results

The results show the wide range of experiences that nurses made
when interacting with foreign-language patients and their relatives
in an intensive care unit. One conclusion is that nurses are not suf-
ficiently prepared to identify and ensure quality of care for foreign-
language patients and their relatives.

Conclusion
There is an acute need for training in order to ensure and enhance
quality of care for foreign-language patients and their relatives. The
investigation identifies fields of intervention that enable enhanced
nursing practice and describes specific suggestions for improve-
ment. Fields for interventions include:
o to improve cooperation with professional interpreters,
to support and further develop the nurses’ existing
language competence,

o to offer training and advanced training courses on topics
such as migration & communication,
o to support nursing teams by integrating migration

experts into practical care.

References

1. Cioffi, J. (2003). Communicating with culturally and linguisti-
cally diverse patients in an acute care setting: nurses experiences.
International Journal of Nursing Studies, 40, 299-306.

2. Spang, Th. (2000). In A. Bischoff & L. Loutan, MIT ANDEREN
WORTEN (Zum Geleit). Bern & Genf: Bundesamt fiir Gesundheit
& HUG: Département de médicine communautaire.

3. Weiss, R. & Stuker, R. (1998). Ubersetzung und kulturelle Me-
diation im Gesundheitswesen (Forschungsbericht Nr. 11). Neuen-
burg: Schweizerisches Forum fiir Migrationsstudien.

The quality of life after ICU hospitalization: Our experi-
ence

Niccoli S, RN, Bencivinni A, RN, Chini G, MD, U.O. Rianimazi-
one e Terapia Intensiva, Ospedale Nuovo del Mugello, Viale della
Resistenza, Borgo San Lorenzo (Fl), ASL 10 Firenze, Italy.

E-mail: rtimugello@asf.toscana.it

Introduction

Patients hospitalised in ICU are subject to rough manoeuvring, pro-
longed and heavy sedative treatments, which result in cognitive
alterations for an undefined period. Our staff prepared a Follow-up
service in order to analyse the psychophysical state after three and
six month after discharge.

Aims

o Study of patients health after three/six months after
discharge

o Aid strategies validity.
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J Users” advantages.

Methods

J Perceived quality of life.

] Functional Independence Measure.
J Follow-up schedule

. SF-36v2tm

We have excluded from research cardiopathic or patients hospi-
talised for less than seven days.

Results
Total evaluated patients: fifty-four males, twenty-one women.

Discussion

PQOL: three months after discharge, it was seen that women have

a better life quality perception than males, while this increased af-

ter six months for both sexes. Males have greater difficulty carrying

out the same activities before hospitalisation.

FIM: males have less autonomy for daily activities, loss of mem-

ory.

FOLLOW-UP schedule: we observed a loss of concentration, more

problems in daily activities than before hospitalisation. After, bet-

ter health conditions and social relationships. Falling asleep and

sleeping are compromised.

SF-36: results may be compared with the precedent scales.

Concerning our study we can assert that:

] There was significant communication with the patient.

J More help should be needed from the Physiotherapists
because of remaining painful aftermath.

Conclusion

Various factors produce life quality. This must be considered as a
multi-dimensional entity subject to Sanitary Programmes and rela-
tive to individual health perceptions.
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SESSION: PAIN AND SEDATION IN ICU

Nursing education and organization impact on the eval-
uation and treatment of acute pain in an emergency de-
partment.

E. Lumini RN MSN, S. Bambi RN MSN, G. Becattini RN MSN
Azienda ospedaliero Universitaria Careggi, Florence, Italy.

E-mail: dea@ao-careggi.toscana.it

Aim

Pain evaluation and treatment are indicators of health care qual-
ity particularly in an ED in which it is the pain that pushes the
patients to the presentation. The purpose of the study is to appraise
the impact of the nurses’ education and organization on the out-
comes drawn by the principal guidelines available in the medical
literature.

Methods

A perspective longitudinal cohort study has been realized: on three
groups of 500 patients the prevalence of the pain has been mea-
sured, the initial pain intensity, the number of pain assessments,
the quantity and quality of the analgesic treatment, the waiting
time for the analgesia and number of the patients with pain inten-
sity >3 at the end of the ED stay. The first sample has been observed
as control without any intervention on the nursing staff. The second
sample has been observed nine months later after the realization
of an educational program to all nursing staff. The third sample has
been observed another nine months later in which the pain assess-
ment and the treatment has been emphasized in monthly meetings
and after the realization of pain management protocol.

Results

The first observation has shown poor pain evaluations and long
waiting time for analgesic treatment with a high rate of patients
(36.3%) with pain > 3 at the end of the ED stay. A 20% increase
(p < 0.05) of pain evaluations has been observed after the educa-
tional intervention while other significative improvements are not
recorded in the observed outcomes. After the implementation of
the pain management protocol improvements are observed in the
number of pain evaluations (+42% p < 0.01), in the number of ad-
ministered analgesics (+26% p < 0,05) with an increase in opiate
prescriptions (+ 15% p < 0.05), and a reduction in the waiting time
for analgesia (from 108’ to 46’ p < 0.01) and number of the patients
with pain >3 at the end of the ED stay (-14% p < 0.05).

Conclusions

Education and the continuous implementation of pain manage-
ment protocols inside the nursing staff improve the healthcare
quality and the satisfaction of the patients as well as to influence
physicians’ attitude on pain, increasing the quantity and quality of
the prescribed treatments.
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Introduction of a nurse implemented sedation protocol
reduces sedative prescription.

T. van Galen, RN; E.L. Swart, PhD pharmacist; H.M.T. Christiaans,
MD; K.H. Polderman, MD PhD; A.R.]. Girbes, MD PhD, VU Uni-
versity Medical Center, Amsterdam, The Netherlands.

E-mail: toon.vangalen@vumc.nl

Aim

The prescription of sedatives and analgesia is common practice in
every intensive care unit. It helps patients to tolerate invasive pro-
cedures, medical or nursing treatments and accept the frequently
noisy surroundings by alleviating anxiety and distress [1]. Due to
pharmacokinetics, pharmacodynamics and the patient’s physical
condition, sedative effects can be unpredictable. Thus underseda-
tion and oversedation occur frequently [2]. Change in medical and
nursing staff acknowledged the high dosage of sedatives prescribed
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compared to previous experiences. A multidisciplinary taskforce
was formed. With the reduction of sedative prescription as a prima-
ry target it was decided to develop and install a sedation protocol.

Methods
Design: prospective observational study with historical control.

Patients: all patients, admitted at our ICU, were included in the
study.

Setting: the study was conducted at the 14 bed surgical ICU. This

ICU is intensivist led, fully equipped.
Actions: the Ramsay Sedation Scale (RSS) was chosen as an easily
workable and applicable sedation scoring tool [3]. It was decided
to develop a nurse implemented sedation protocol. The ICU nurse
is 24 hours a day beside the patient and therefore ideal for scoring
with the RSS.

Armamentarium: midazolam, 1mg/ml; propofol, 20mg/ml; fen-
tanyl, 0,05mg/ml. Fentanyl is an analgesic and not a sedative, but
it has synergetic properties to sedatives. All solutions were admin-
istrated with a 50cc syringe and an iv perfusor.

Implementation: The new protocol was introduced throughout
the year 2000 and implemented after training all nursing and ICU
staff members. To improve accessibility a summary of the protocol
was included at the bedside chart.

Result

1998 2001

total patients admitted

1093 (100%)

1030 (100%)

cardiac surgery

605 (55%)

634 (62%)

general surgery

263 (24%)

190 (18%)

neurosurgery 75 (7%) 65 (6%)
miscellaneous 150 (14%) 141 (14%)
number of ICU days 4464 5687

ICU stay median/mean 23 hour 23 hour

Table 1 Legends: characteristics of patients admitted 1998-2001 absolute

numbers and percentages of total admission

1998 2001
midazolam 239,50 mg/ 52,45 mg/
5mg/ml, 10ml patient/day patient/day
fentanyl 2,46 mg/ 0,96 mg/
0,05mg/ml, Oml| patient/day patient/day
propofol 580,96 mg/ 501,85 mg/
20mg/ml, 50ml patient/day patient/day

Table 2 Legends: sedative consumption 1998-2001 in mg per patient per

day.

Conclusion

The introduction of a nurse implemented sedation protocol was
associated with a dramatic reduction of sedative prescription. This
could not be explained by changes in case mix or length of ICU
stay of the ICU patient population. We think that the implementa-
tion of the nurse based sedation protocol contributed significantly
to this fall in sedative prescription.
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SESSION: TECHNOLOGY IN CRITICAL CARE

Application of technology across the life continuum: New
Technologies in the Intensive Care Unit

Karl Oyri, Norway

E-mail: karloy@ulrik.uio.no

The communication age is taking over from the Information age,
and the implications for healthcare are rapidly altering the health-
care industry. There are several areas where important paradigm
shifts are taking place. Information and Communication Technol-
ogy facilitates new possibilities in several areas, like telemedicine
applied at a micro level contributes to re-engineering of the systems
used to deliver care (1). Wireless technology is entering the point
of care, and applications are rapidly becoming commercially avail-
able (2;3) creating new decision support systems. Minimally Inva-
sive and Image Guided Therapy is less traumatic to patients, and
contributes to shorter length of stay at the ICU and at the hospital in
general. Traditional sub-specialist domains are changed, due to ad-
vances in technology leading to new modes of treatment based on
cross disciplinary collaboration.Medical Informatics creates new
fields of knowledge in bioinformatics, genomics (3) and MEMS/
nano-technology. The breakthrough of Evidence Based Medicine
changes the “art of medicine” into production oriented procedure
development (4; 5), guided by Continuous Quality Improvement
strategies inspired from industrial production. This presentation
gives general examples from the topics mentioned above, clinical
practice, and points at some areas where the current development
affects Critical Care (6).
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Designing for the intensive care nursing process
Marijke Melles!, Adinda Freudenthal! and Addie Bouwman?
1 Department of Industrial Design, Delft University of Technology,
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Aim

The aim of this investigation is to envision how, from a contextual
user’s perspective, the nursing process can be enhanced by means
of future technology. The basic assumption is that in order to effec-
tively apply technological innovations in the intensive care unit de-
signers should start from the entire set of work processes involved.
The results of this study are insights into the intensive care nursing
process and a design approach implemented as a design proposal
and a prototype.

Methods

Initial insights into the intensive care nursing process were ac-
quired through observations at a range of intensive care units and
interviews with intensive care personnel. Then, in order to get a
more precise view of the user needs and requirements regarding
intensive care nursing, this research was augmented with meth-
ods aiming to make the tacit knowledge of users more accessible
(Melles and Freudenthal, 2004). For example, during participative
sessions nurses were asked to create collages visualizing several
topics and to then discuss them. In this way insights were revealed
regarding contextual influences affecting nursing routines (e.g. the
composition of the nursing team, questions of trainees) and work-
related emotional values (e.g. the importance of humour as stress
reliever, the attractiveness of the unpredictable character of an in-
tensive care unit). In addition several user needs were identified
and classified.

Results

Based on the insights acquired a computer-based tool has been
designed (Melles et al, 2004). Point of departure of our design was
that it respects the three different roles an intensive care nurse ful-
fils; nurse (relates to providing care and cure), expert (relates to
training) and human being (relates to personal reflection). In each
role, the same situation is approached from an entirely different
point of view, requiring completely different information.

Conclusions

We are currently creating a prototype of our design, which will be
tested with intensive care nurses at several Dutch hospitals. The
various design presumptions and product features will be evalu-
ated as well as their effects on the nursing process. These results
will be generalized in the form of design guidelines for future in-
tensive care products.
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Application of technologies in patient with temporary ex-
ternal ventricular circulation: nursing assessment using a
critical care model

L. Fini, F. Piergentili, S. Sansolino, Heartsurgery Intensive care unit,
Heartsurgery Department of S.Orsola Malpighi Polyclinic, Bologna
Italy; Aniarti: Italian critical care area nursing association

E-mail: merkury79@libero.it

In our department, we applied the nursing model of the critical care
, which is the reorganization in our intensive care of specialised
nurses who provide exclusive activities that only expert specialised
nurses can carry out, entrusting the daily generic activities to sup-
port figures, under their own supervision and responsibility.

Since 1998 right ventricular external circulation by rotary pump
for patients with cardiopulmonary insufficiency post-transplant has
become available. The following data comes from a study covering
the period 1998 to 2002 of 5 patients who have maintained the
device between 4 to 18 days with survival of 80%. The nursing
management with critical care model is oriented to this kind of
patients to prevent the risk of infections, to maintain and support
the vital functions, monitoring homodynamic 24 h a day, promote
early feeding and to guarantee the correct management of IV lines
for the anticoagulation drugs. Optimal surgical technique and me-
ticulous post-op management of wound are most important aspects
to prevent the risk for infection. We asses skin integrity and dress
the insertion site of the cardiac device in an exclusive way, using
alginate and polyurethane film.

Such choices are evidence based and achieved from a constant
post-graduate nursing education in updated biotechnologies.

SESSION: PAEDIATRIC LIVER TRANSPLANT CARE AND
CHRONIC ILLNESS

Liver failure in children: building the bridge to recovery
or liver transplantation

J.F. Goorhuis MD and L. Hagenbeek RN

Beatrix Children’s Hospital, Division of Intensive Care, Department
of Pediatrics, University Medical Center Groningen, Groningen,
The Netherlands

E-mail: l.hagenbeek@bkk.umcg.nl

Objectives

How to recognise liver failure? Why is it important to recognise
liver failure in an early phase of the disease? How to optimalize
supportive care in acute and/or chronic liver failure?

Acute liver failure (ALF) in childhood

Acute liver failure (ALF) in childhood is a rare event with a high
mortality rate. It is a complex multisystem syndrome reflecting a
rapidly progressing, but potentially reversible, deterioration of liver
function. The heterogeneous presentation and aetiology make rec-
ognition of ALF difficult and diagnosis is often in a late phase of the
disease. For children no official international accepted consensus
definition for acute liver failure exists. On the other hand early
referral is necessary for timely admission to liver transplant centres
to enable optimal conservative treatment, screening and proper
preparation of these patients for liver transplantation (if indicated)

Clinical features ALF in childhood
Coagulopathy, jaundice, hepatic encephalopathy and/or hypogly-

caemia.
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Supportive care:

Respiration: Intubation and mechanical ventilation in case of re-
spiratory failure or encephalopathy gr. 3-4. Avoid alkalosis in case
of encephalopathy because of increase of NH3-transport over the
blood-brain barrier. Circulation: Circulatory changes associated
with end-stage liver disease are hyperdynamic state, reduced sys-
temic vascular resistance (SVR) and increased cardiac output, and
low-to-normal blood pressure despite reduced plasma volume.
Maintain adequate central venous pressure (5-10 mmHg). Hy-
potension can be treated with dopamine and/or (nor) adrenaline.
Gastrointestinal: Prophylactic ranitidine/losec to reduce gastric
acidity (pH>4). Lactulose to produce 2-3 stools per day. Protein
intake 0,5-1,5 g/kg/day.

Infectious: Documented bacterial infection in 80% and fungal
infection in 35% of patients with ALF justify prophylactic antibiot-
ics. Most common sites of infection are the respiratory tract and
the urinary tract. Metabolically: Constant dextrose supply to avoid
hypoglycaemia. Avoid hyponatriemia (140 mmol/l) in case of en-
cephalopathy. No good correlation NH4+-degree encephalopa-
thy! Adrenal dysfunction is associated with ALF. Hematological:
Poor correlation prothrombintime and bleeding tendency. Supple-
tion of vitamin K. Correction of coagulopathy with FFP and throm-
bocytes in case of bleeding or prior to invasive procedures. Keep
platelets > 10 x 109 In case of uncorretable bleeding recombinant
factor 7a. Avoid traumatic lesions e.g. temperature probe. Neuro-
logical: Observe for encephalopathy. Quiet environment with little
stimulation and painful intervention to minimise acute increases in
intracranial pressure. Avoid sedatives — benzodiazepines — because
this can aggravate encephalopathy. Avoid hyperthermia. Consider
ICP-monitoring in case of severe encephalopathy. Elevation of
head 30 degrees in midline in case of encephalopathy gr. 3-4. Bio-
artificial and extracorporeal liver support systems — e.g. Molecular
Adsorbent Recirculating System.

Chronic liver failure (CLF) in childhood

Optimalization of the pretransplant status (e.g. nutrition and
growth) translates to better posttransplant outcomes. Chronic liver
failure can progress into acute-on-chronic liver failure (supportive
care as for ALF). Clinical features and treatment options CLF in
childhood: Ascites (portal hypertension) - low sodium diet, diuret-
ics, paracentesis +/- intravenous albumin administration. Bacterial
infections and spontaneous bacterial peritonitis (induces renal fail-
ure) - antibiotic prophylactics.

Variceal bleeding - beta blocker, variceal banding, vasoconstric-
tion (terlipresssin, somatostatin, octreotide), TIPS = transjugular in-
trahepatic portosystemic shunt.

Hepatic encephalopathy (difficult to recognise mild encepha-
lopathy) - removal precipitating factors (infection, haemorrhage,
excessive protein intake etc), reduction nitrogenous load with
lactulose and/or neomycin. Hepatorenal syndrome - development
of renal failure (oliguria) in patients with advanced chronic liver
disease who have portal hypertension and ascites due to renal va-
soconstriction.

Hepatopulmonary syndrome — hypoxemia due to shunting and V/
Q mismatch due to arteriovenous malformations in the lung.

Admitting post-operative paediatric liver transplant pa-
tients to the ICU

Sabrina Egman, Elisabeth Lazzaro, Ismett, Palermo, Italy.

E-mail: segman@ismett.edu

Purpose

Preparation is necessary in order to effectively meet the critical
needs of the post-operative paediatric liver transplant patient upon
their arrival to the ICU following transplantation. The increasing
number of children requiring liver transplantation services has
made it evident that it is important to have guidelines in place for
their initial and often specialized post-operative care.

Methods

The main goal is to provide the child with appropriate post-op-

erative care and to recognize and quickly address complications.

Therefore the ICU nurse will:

o Monitor the patient continually and conduct full
assessments a minimum of 1 time/hour (airway,
breathing, ventilation, perfusion, neurological status,

etc).

o Observe the incision for signs of bleeding, evisceration,
and dehiscence &

o Treat postoperative pain.

o Update family with findings, etc.

o See that appropriate post-operative studies (ultrasound,

laboratory studies, etc) are completed.

Outcomes

Nurses in the ICU monitor the paediatric post-operative liver trans-
plant patients very closely as outlined. This allows for quick recog-
nition of problems and immediate intervention. It is the practice of
these nurses to be fully aware of the patient’s status as well as any
changes that might be problematic.

Conclusions

Nurses are prepared to care for paediatric liver transplant patients
and very carefully follow established guidelines for assessment.
Following guidelines for assessing and caring for paediatric liver
transplant patients upon admission to the ICU has proven to be af-
fective in allowing nurses to quickly recognize complications and
notify the appropriate clinician.

Quality of Care for the chronically ill child in the PICU
D.D. Kwast-Hoekstra, UMCU/Wilhelmina Childrens Hospital, Pe-
diatric Intensive Care Unit, Utrecht, The Netherlands.

E-mail: diana.kwast@hetnet.nl

Background:

Paediatric intensive care units (PICU) have significantly reduced
childhood morbidity and mortality, and have generated a group of
children with special care needs. These patiénts many of whom re-
quire long-term ventilation as a means of life support, accounts for
a disproportionately higher amount of intensive care unit resources
and have a prolonged stay on the PICU.

Aim:

To determine factors related to a prolonged PICU stay (> 4 weeks),
and issues in the care of chronic paediatric intensive care patients
for early quality and cost saving interventions.

Results:

Long-stay paediatric intensive care patiénts are defined as patiénts
having a length of stay more than 4 weeks on a PICU. Overall,
these patiénts were 3,2% of the population but represented 33,6%
of the days of care. The length of stay (LOS) in the paediatric in-
tensive care unit is a reflection of patiént severity of illness and
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health status, as well as PICU quality and performance. The most
common issues in the care of chronic paediatric intensive care
patiénts are the complex growth and development of the children
surrounding indefinite hospitalization and the low priority for fam-
ily-centered care.

Implications:

Focusing on the creation of innovative methods for integrating
the growth and developmental needs of these special children, is
a challenging and often overlooked aspect of paediatric nursing
practice. This also concerns integrating family-centered care on the
PICU.

Qualitative research is necessary to determine the needs and
implications of such innovations for the child, family and the pro-
fessional PICU-nurse. Further it is necessary to explore strategies to
reduce the LOS of the chronic paediatric intensive care patients.
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SESSION: INTERNATIONAL RESEARCH

Research platforms in the Nordic Association for Inten-
sive Care Nursin§ Research (NOFI)

Ingegerd Bergbom! PhD NT RN Professor, Ingrid Egerod? PhD
MSN RN Associate professor, Sissel Lisa Storli3 MScN ICN RN
PhD-student, Anetth Granberg Axé||4, PhD, MScN, RN, Senior
lecturer. Tinstitute of Nursing Faculty of Health and Caring Sci-
ences, The Sahlgrenska Academy at Goteborg University, Gote-
borg, Sweden; 2 The University Hospitals Centre for Nursing and
Care Research, Copenhagen University Hospital Rigshospitalet,
Copenhagen, Denmark; 3 Research Fellow Department of Nursing
and Health Sciences Institute of Clinical Medicine, The Faculty of
Medicine, University of Tromso, Norway; 4 Department of Health
Sciences, Faculty of Medicine, Lund, Sweden.

E-mail: ingegerd.bergbom@fhs.gu.se

Background

In 2002 a group of researchers from Southern and Western Swe-
den took the initiative to start a network for intensive care nursing
research in the Nordic countries. The first meeting took place in
Gothenburg, Sweden, in August 2002 and included researchers
from Denmark, Norway and Sweden. The participants were nurses
with doctoral degrees and doctoral students conducting research
in intensive care nursing. Registered nurses working in intensive
care who were interested in research were also invited. Today the
association has about 100 members.

Aim
The Nordic Association for Intensive Care Nursing Research strives
to stimulate research by collaboration, networking and exchange of

knowledge in the Nordic context. Among the goals of the associa-
tion are to collaborate on research projects in the Nordic countries,
to apply collectively for research funding, and to arrange confer-
ences and meetings for Nordic intensive nursing care researchers.

Current research

The network members’ research has been categorized into three
themes on the network homepage (www.nofi.info): Research re-
lated to (1) the patient perspective, (2) the family perspective, (3)
nursing and education. The studies within these platforms will be
presented in greater detail at the conference in order to give a pic-
ture of the ongoing Nordic research in intensive care nursing.
Since 2002, four meetings have conducted annually. These meet-
ings consist of two parts; reporting research findings and discus-
sions in the different groups that are interested and engaged in the
same platforms.

Implications

Intensive care research may be facilitated and improved by network
collaboration. Shared funding and the common goal of optimising
research quality increases the rational use of available resources.

Comparative Evaluation of QOL in Haemodialysis and
Kidney Transplantation Patients

Fayyazi S, Athari SH, Asadizaker M and Rasekh A. Ahvaz Jondis-
hapour University, Iran

E-mail: sadighe_fa@yahoo.com

Background

As the life expectancy increases and science has shown to able to
prolong life, the incidence of Chronic Renal Disease (CRD) will
continue to increase. Quality of life (QOL) is an important con-
cern in health care and the allocation of health care resources. It
changes following any major changes in people’s living e.g. be-
coming unemployed, having acquired higher education or becom-
ing chronic ill.

Purposes

The purpose of the study was determination and comparison of
QOL in haemodialysis and kidney transplantation (KTP) patients
referred to the educational hospitals of the university, nephrology
and renal clinics of mashad in 2003.

Materials and Methods

This research is a descriptive - analytic study. Study population was
210 persons which consisted of: 100 KTP patients were admitted
to nephrology and renal offices and 110 chronic haemodialysis
patients in haemodialysis centres. The samples age was between
17 to 45 years. The groups were matched for age, sex and level of
education. The tool for collecting data was SF-36 questionnaire for
evaluation of quality of life. It had questions about physical and
social situation and ability for daily activities and sensuous condi-
tion. The second tool was Visual Analogue Scale (VAS) for evalu-
ation of overall QOL and demographic information questionnaire.

Conclusion and results

The results of this research showed KTP patients had better for over-
all healthy thinking and physical condition (P<0.000) and ability
for daily activities (P<0.000) and sensuous condition (P<0.000), in
comparison with haemodialysis patients. But we did not find sig-
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nificant difference between both groups for social status (P>0.05).
The results showed overall quality of life was better for renal
transplantation patients in comparing with haemodialysis patients
(P<0.000).In generally these results approved QOL level KTP pa-
tients to be higher than haemodialysis patients.

Development of a database for Danish Critical Care
Nurses

Ingrid Egerod, PhD, MSN, RN, Associate professor, The University
Hospitals Centre for Nursing and Care Research, Copenhagen Uni-
versity Hospital Rigshospitalet, Copenhagen O, Denmark

E-mail: email: ie@ucsf.dk

Background

Denmark is a small country, with approximately 50 intensive care
units offering mechanical ventilation. Only few nurses in the coun-
try are prepared at the doctoral level, whereas more have obtained
master’s degrees in nursing or affiliated fields. This means that re-
search into critical care nursing has been scarce. In 2003 a network
of critical care nurses was formed in order to promote information
sharing and stimulate clinical research in critical care nursing. The
network served its purpose as nurses have been able to contact
each other on subjects of practice and research. The next logical
step was seen as a database for information sharing and debate.

Aim

The first phase has been to create a database with demographic and
clinical research information on Danish intensive care units. The
second phase will be the development of a clinical database with
clinical practice and patient information for research purposes.

Results

The first phase of the database was opening a home page in Febru-
ary 2005 in collaboration with the Danish Nurses Organization
(DNO). It was possible to link the homepage to the DNO homep-
age for critical care nursing, which has rendered the project ex-
pense neutral. The initial data includes a description of each inten-
sive care unit in Denmark. It provides demographic information
about patient population, staffing and current research. The next
step is to obtain more information about each study which has
been conducted or which is in progress.

Implications

The database will serve as a vehicle for information sharing and
will make it easier to identify venues for multi-center research re-
garding critical care nursing. Hopefully the site will also encourage
interdisciplinary studies and knowledge sharing with other groups
in the health care field.

SESSION: MUSIC THERAPY AND SURVIVAL IN THE ICU

Music therapy - a complementary treatment: For me-
chanically ventilated intensive care patients

Almerud S RN, MSc, PhD-student, School of Health Sciences and
Social Work, Vaxjo University, SE-351 95 Vaxjo, Sweden.

E-mail: sofia.almerud@ivosa.vxu.se

Aim

The aim of this study was to ascertain whether music therapy had
a measurable relaxing effect on patients who were temporarily on
a respirator in an intensive care unit (ICU) and after completion of
respirator treatment investigate those patients’ experiences of the

music therapy.

Methods

In the study both quantitative and qualitative methods were ap-
plied. Twenty patients were included using consecutive selection.
The study group listened to the music whilst the control group rest-
ed under similar circumstances.

The quantitative part of the study was concerned with measure-
ment of objective parameters. Data were recorded at five-minute
intervals during the period of intervention. Quantitative data was
analysed using repeated measurements and paired samples. Quali-
tative data, i.e. the interview material, was analysed by content
analysis. Consent for the study was obtained from the Regional
Committee for Medical Research.

Results

Repeated measurements showed no significant differences be-
tween the two groups, nor were there any differences over time.
Paired t tests, however, showed significant mean differences be-
tween two points of measurement on systolic, diastolic and heart
rate in the study group. No significant differences were found in
the control group.

During interviews, it was shown that the patients remembered
little of their time on the respirator. Patients recounted feelings of
anxiety and discomfort in connection with respirator treatment. It
was apparent also that constant light and noise was a source of dis-
comfort. From the interviews it was apparent that there were also
difficulties in distinguishing night and day. One patient considered
that there was a great sense of security when he had his family
around him.

Conclusions
Intensive care nursing staff can beneficially apply music therapy as
a non-pharmacological intervention.
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Use of music therapy in early brain injured patients?

Rita Megliorin*, Massimo Albertini, Alberto Brutti and Angela
Marinelli

* Emergency Department, Policlinico “A. Gemelli” L.Go A. Ge-
melli 1, Roma, Italy

Correspondence: Rita Megliorin: email: meg_mr@libero.it

Traumatic brain injury is a major public health problem, especial-
ly among male adolescents and young adults ages 15 to 24, and
among elderly people of both sexes 75 years and older. Children
aged 5 and younger are also at high risk for traumatic brain injury.
Traumatic Brain Injury, also called acquired brain injury or simply
head injury, occurs when a sudden trauma causes damage to the
brain. The damage can be focal, confined to one area of the brain,
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or diffuse involving more than one area of the brain. Symptoms of
a traumatic brain injury can be mild, moderate, or severe, depend-
ing on the extent of the damage to the brain. Some symptoms are
evident immediately, while others do not surface until several days
or weeks after the injury. A person with a mild TBI may remain con-
scious or may experience a loss of consciousness for a few seconds
or minutes. The person may also feel dazed or not like himself for
several days or weeks after the initial injury.

This paper discusses:
J What is the EBN for I.C.P. management?
J What is the EBN for early sensorial stimulation?

Finally we would like to present a randomised study, that has
began this year in our emergency department, which aims to com-
pare patients cared with music therapy and patients cared without
this intervention. In the first group we use classic music and/or mu-
sic they prefer (we ask for it to parents or friends) and we monitor
data and signs (vital signs, ICP, GCS, pain scale, ventilation data,
etc); the same we monitor in controll group, without the music.
The result could mean how the music modifies the assessment and
the trauma management.
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SESSION: EDUCATIONAL PROGRAMMES

Problem based learning in critical care
W. Pearce, A Evans, Llandough Hospital, United Kingdom
E-mail: alison.evans2 @cardiffandvale.wales.nhs.uk

Background

Nurses novice to the critical care environment currently undertake
a six-month university based course. The course is directed towards
the learner’s accumulation of propositional knowledge. However,
it is recognised that developing life-long learners also requires the
ability to apply that knowledge to the clinical area (UKCC 1999).
These practice skills are taught and assessed by clinicians.

Aim
To undertake yearlong problem based learning (PBL) to evaluate
the potential PBL has to:

J Encourage the development of problem solving skills
J Facilitate theory to practice application
. Foster effective team working

PBL is a student-centred approach whereby learners are pre-
sented with ‘problems’, which as a group they have to resolve
(Wilkie and Burns 2003). Price (2003) described PBL as a synthesis
of theory and practice and suggested it as an ideal learning strategy
for nurse education.

Results
The effectiveness of the PBL programme was assessed by means
of a pre and post MCQ that had been piloted by senior nurses to

ensure content validity. 18 nurses participated in groups of 3-4. The
results demonstrated an improvement in the application of theo-
retical knowledge to resolve practice-based problems.

Implications

PBL was successful in fostering a supportive learning environment
for nurses new to critical care, resulting in genuine improvement
in knowledge application. Future programmes will include senior
nurses in PBL. An improvement of the evaluation-tool, which will
include both quantitative and qualitative methods of data collec-
tion.
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From knowledge to competence within intensive care
nursing

Marianne Lindblad Fridh PhD, RN, RNT, Jonkoping Univer-
sity, School of Health Science, Department of Nursing Science,
Jonkdping, Sweden.

E-mail: Marianne.Lindblad-Fridh@hhj.hj.se

Aim

The aim of this study was to describe and analyse what knowl-
edge content is learnt in the study program and what competence
is developed in the profession during the first year of working in
intensive care.

Method

Data were collected via questionnaires and interviews on two
different occasions. The sample consists of one annual cohort of
students (n=221) from all the higher education institutions in Swe-
den (n=18) where specialist study programs (60 ECTS) for nurses
in intensive care were offered in 2000. Chi-square was used to
test for any differences between variables and groups, respectively,
and Mc Nemar was used to analyse changes. Content analysis
has been used to analyse questions with open answers. Interviews
(n=7) were carried out for further elaboration of the answers in the
questionnaire.

Results

The research group as whole rate learning highest in the knowl-
edge and competence areas, which are related to monitoring and
medical treatment, both at the end of the study program and after
one year of professional practice. At the end of the study program,
the relation-oriented areas of ethics and communication are con-
sidered to be equally important to the professional function, al-
though they take longer to learn. However, after one year in the
workplace, ethics was no longer considered to be as important. In
the case of academic schooling, the group with a nursing educa-
tion after the 1993 reform rated their competence higher than the
group with an older nursing education. The group with previous
ICU experience considers this competence to be more important
to the professional function than the group without ICU experi-
ence.
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Conclusions

The relative incongruence between the students’ rated competence
and the competence required in the health care sector indicates
that we have an important task to further influence the educational
and health care systems to increase the academisation process.
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Acute care teaching in the undergraduate nursing cur-
riculum.

Jennifer McGaughey The School of Nursing & Midwifery, Queen’s
University Belfast, Medical Biology Centre, Belfast, Northern Ire-
land

E-mail: j.mcgaughey@qub.ac.uk

Care of the acutely ill patient on general hospital wards is sub op-
timal (McQuillan et al, 1998). Several initiatives have been im-
plemented within the hospital setting to improve suboptimal care
at ward level through the introduction of Early Warning Systems
(EWS), Outreach and ALERT training. The underlying principle of
these initiatives is to improve the identification and management of
‘at risk” patients through the education of staff on general hospital
wards. However, these initiatives are aimed at qualified medical
and nursing staff and fail to address the real issue of improving
knowledge and skills in undergraduate medical and nursing cur-
riculum.

At present care of the acutely ill patient and resuscitation are
poorly represented in the both medical and nursing undergradu-
ate curricula. It has been recommended that current medical and
nursing undergraduate education is in need of review (GMC, 2002;
Scholes et al, 2004). Queen’s University Belfast is the main pro-
vider of undergraduate medical and nursing education in Northern
Ireland (NI) and it recognises that future curricula should incorpo-
rate teaching on care of the acutely ill patient to ensure fitness for
practice.

The aim of the proposed curricular changes are to implement
an acute care module into the undergraduate nursing programme
which will provide an opportunity for the development of interpro-
fessional education (IPE) and form a bridge between pre and post
registration teaching. This paper will focus on the development of
the acute care module which incorporates several initiatives cur-
rently available to registered staff (ILS, ALERT) to ensure that all
nurses on the adult branch of the undergraduate programme will
have the necessary knowledge and skills required to care for Level
1 patients as described by the Comprehensive Critical Care docu-
ment (DoH, 2000).
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Technical, Interpersonal and Critical Thinking Compe-
tency Assessment:

A Systematic Approach

Santa Giammona, Nurse Educator at Istituto Mediterraneo per |
Trapianti e Terapie ad Alta specializzazione Via Tricomi, 1 90127
Palermo. Maria Angela Barone, Nurse Educator at Istituto Mediter-
raneo per | Trapianti e Terapie ad Alta specializzazione Via Tricomi,
190127 Palermo. Anna Di Maggio Clinical Research Nurse Educa-
tor at Istituto Mediterraneo per | Trapianti e Terapie ad Alta special-
izzazione Via Tricomi, 1 90127 Palermo

E-mail: sgiammona@ismett.edu

Background Competence is more than possessing the knowledge
or psychomotor skills necessary to perform a specific task. For pro-
fessional nurses, competence means that the caregiver integrates
knowledge, skills and personal attributes consistently in daily prac-
tice to meet established standards of performance. The significant
growth in key clinical hospital services requires educators to ex-
amine nursing competency to evaluate areas that need reinforce-
ment in order to guarantee the high quality of care required by the
JCAHO standards.

Aim: Competencies are needed to measure critical thinking and
clinical decision-making abilities, or are necessary as a result of
findings from quality- improvement data. (b)

Result: To assess nursing competency a methodological plan had
to be established. (a)

Competencies have two major components: the first is a compe-
tency statement describing the general performance standard; the
second is a list of criteria describing the tasks required to ensure
that the general performance standard is met. (c)

Before beginning the competency development process, four im-
portant aspects had to be considered: outcome, category, learning
domain and audience.

Expected outcomes were clearly defined based on pre-estab-
lished goals with the aim of assessing acquisition of a new skill or
of validating existing knowledge and skills.

Competencies were selected as generic for evaluating the skills
and knowledge needed to execute less complex nursing interven-
tions, or advanced in order to evaluate those needed for more
complex interventions. Identifying a particular learning domain
was needed to address competencies. Novice nurses needed a
high percentage of psychomotor competencies, whereas compe-
tent nurses needed validation of higher level competencies. Clear
identification of the target audience promoted understanding of
the intent of the competencies.

Implication: Competency assessment has been proved as a valid
tool for building long-term continuous improvement of high qual-
ity nursing care.
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SESSION: PEADIATRIC CRITICAL CARE

Withdrawal symptoms of sedation and analgesics in
PICU

E. Istal, RN; M. van DijkZ, PhD; C. Gamel3, PhD; M. de Hoog!,
MD, PhD.

Department of Pediatric Intensive Carel, Pediatric Surgery2, Eras-
mus MC, Sophia Children’s Hospital, Rotterdam, The Netherlands;
Department of Nursing Science3, Utrecht University, Utrecht, The
Netherlands

E-mail: w.ista@erasmusmc.nl

Prolonged administration of benzodiazepine and/or opioids to
children in a paediatric intensive care unit (PICU) may induce
physiological dependency and withdrawal symptoms. The litera-
ture describes several withdrawal symptoms in PICU population
(see table 1). Symptoms of benzodiazepine and opiates withdrawal
can be divided in two groups: central nervous system (CNS) ef-
fects and autonomic dysfunction. Symptoms of gastrointestinal
dysfunction have only been described in opioid withdrawal. There
is an overlap between benzodiazepines and opioids withdrawal
symptoms in respect of the groups CNS irritability and autonomic
dysfunction.

CNS irritability Gl dysfunction | Autonomic
dysfunction
Increased muscle tension | Vomiting Fever
Tremor Poor feeding Sweating
Myoclonus Diarrhoea Tachypnea
Motor disturbance / Yawning

Movement disorder

Inconsolable crying Tachycardia

Sleep disturbance Hypertension

Muscle cramps Coughing

Hallucinations

Seizures

Pupil dilation (>4mm)

Irritability

Anxiety

Agitation

Grimacing

Restlessness

High pitched crying

Table 1 Benzodiazepines and opioids withdrawal symptoms in
critically ill children

There are two scoring systems to determine withdrawal symptoms:
Sedation Withdrawal score (SWS) and the Opioid Benzodiazepine
Withdrawal scale (OBWS). Both assessment tools are insufficiently
valid and reliable for use in the PICU.

We therefore aim to prospectively develop an assessment tool for
measuring withdrawal symptoms. The first step is to describe the
frequency of symptoms found in the literature study. Table 2 shows
our symptom list. This study is currently under way. The first results
will be presented.

Heart rate (tachycardia) Increased Sweating
muscle tone

Arterial blood pressure Inconsolable Yawning

(hypertension) crying

Breathing rate High pitched Spots

(tachypnea) crying

Tremors Grimacing Sneezing

Motor disturbance Pupil dilation Vomiting

Agitation Convulsions/ Diarrhea
seizure

Anxiety Hallucinations | Poor feeding

Sleeping pattern Fever Feeding retention

Table 2 withdrawal symptoms list

BIS Monitoring to improve Sedation Strategies in PICU

I. Harth, Johannes Gutenberg University Mainz, Children’s Hos-
pital PICU,

Langenbeckstr. 1, D 55101 Mainz, Germany.

E-mail: iharth@onlinehome.de

Introduction:

The administration of sedative drugs in ventilated paediatric pa-
tients is a fundamental component to provide optimal comfort care
in order to avoid the adverse effects of anxiety and pain. It is com-
mon practice to assess the effectiveness of these interventions with
sedation scores. A disadvantage of these scores is that as with many
subjective tools, the results are prone to inter-rater inconsistencies.
Their usefulness may also be limited in deeply sedated patients and
in those who receive neuromuscular blocking agents. Objective
sedation assessment tools would be helpful, especially in the group
of patients mentioned before to avoid over- or under-sedation.

Method:

In contrast to the scores used in clinical settings the Bispectral In-
dex monitoring provides a non-invasive but direct and continuous
measurement of the brain status. A sensor with four electrodes is
attached to the patient’s forehead. The signals are transferred to a
digital converter and a monitor that displays both — the EEG curve
and the BIS Index. The BIS Index is a number between 0 and 100
and reflects the hypnotic level of the patient. BIS values of 0 indi-
cate an isoelectric EEG; a value of 100 is equal to full conscious-
ness. BIS values in the range of 60 — 80 indicate moderate to light
sedation as values below 60 are chosen for general anaesthesia
and deep sedation.

Conclusion:
BIS Monitoring is more and more common in paediatric intensive
care. Several studies have shown significant correlation between
the BIS Index and the commonly used sedation scales but without
the subjectivity and limitation that accompany these observational
measures of sedation. BIS monitoring as a new and accurate tech-
nology may be able to improve sedation management and comfort
care, especially in patients with deep sedation and neuromuscular
blocking.

Nevertheless, BIS Monitoring is an adjunct to clinical judgement,
not a substitute for it.
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SESSION: ARDS & CRITICAL CARE COMPETENCIES

Blow up the balloon: Can the lung survive ARDS?

Marc van Heerde, MD, PICU, VU University Medical Center, Am-
sterdam, The Netherlands.

E-mail: m.vanheerde@vumc.nl

In the last decade, important advances in understanding the hetero-
geneity of acute respiratory distress syndrome (ARDS) ventilator-in-
duced lung injury, and the potential effects of ventilator-induced
lung injury in contributing to multiple-organ dysfunction syndrome
led to the development of “lung-protective” conventional ventila-
tion strategies emphasizing use of reduced tidal volumes and in-
spiratory plateau pressures. The publication of the ARDSNet study,
demonstrating reduced mortality using a low tidal volume, low in-
spiratory plateau pressure protocol, has set a new standard of care
for patients with ARDS. An important ancillary finding in this study
was that better oxygenation does not always equal a better lung
or better survival. Indeed, survivors in the low tidal volume group
sometimes had worse initial oxygenation responses than non-sur-
vivors in the high tidal volume arm. In addition to lung-protective
mechanical ventilation strategies for patients with ARDS, progress
has been made in the integration of fluid and hemodynamic man-
agement, sedation/analgesia/neuromuscular blocker use, pharma-
cologic adjuncts, and ventilation adjuncts (e.g., prone positioning,
lung recruitment manoeuvres).

Throughout the past decade, basic and clinical research on the
use of alternative methods of mechanical ventilation for severe
ARDS was ongoing. High-frequency oscillatory ventilation (HFOV)
continued to be investigated and used by clinicians, particularly
when patients were thought to be failing conventional ventilation.
Evolution of clinical HFOV use over the last decade has included:
earlier intervention (rather than last resort use), setting endotracheal
tube cuff leaks to facilitate CO2 elimination, use of higher frequen-
cies (Hz) and lower oscillatory pressure amplitudes to facilitate
lung protection, allowance of shallow spontaneous breathing (not
all patients require paralysis), integration of lung recruitment ma-
noeuvres and combination of “rescue” HFOV with other adjuncts
(e.g., prone positioning, inhaled nitric oxide). Advances in under-
standing and therapy of ARDS will be discussed with emphasis on
HFOV as a lung-protective ventilation strategy.

Critical Care competencies: a 360 degree perspective
Julie Scholes, Professor, Centre for Nursing and Midwifery Re-
search, University of Brighton, Brighton, United Kingdom

E-mail: julie.scholes@ukf.net

This paper will examine the generation and use of critical care
competencies from a multiple stakeholder perspective. First,
through the lens of the commissioners of critical care education,
secondly, through the professionals’ lens, thirdly from the perspec-
tive of students and staff and finally from the perspective of patients
and their relatives. The arguments presented in the paper will be
based on recent national research, engagement as a consultant to
competency generating projects and finally from personal experi-
ence.

SESSION: NEONATAL CRITICAL CARE

NICU treatment: when do we start and what are the con-
sequences
Hans van Goudoever,

Professor of Pediatrics, Director of

Neonatology,Sophia Children’s Hospital-ErasmusMC Rotterdam,
The Netherlands

The tremendous advances in perinatal and neonatal care that were
made beginning in the 1970s and through the 1990s have con-
tributed to the survival of infants as immature as 22 to 25 weeks
of gestational age.1-4 According to current guidelines developed
by the American Academy of Pediatrics for the use of neonatolo-
gists when counseling parents,5 it is considered appropriate in the
USA not to initiate resuscitation for infants younger than 23 weeks
of gestational age or those whose birth weight is less than 400 g,
given the dismal prognosis for these infants. The involvement of the
family is considered critical to the decision-making process with
regard to resuscitation. However, these guidelines continue to be
controversial, and the families of infants born at 21 or 22 weeks of
gestational age may pressure clinicians to resuscitate these infants
in the USA. On the other hand, in countries like The Netherlands,
there is genuine concern about the rate of functional neurological
disability and developmental delay in children who are born ex-
tremely preterm. Resuscitation is not initiated for infants younger
than 26 weeks of gestation.

The birth of extremely immature infants is becoming more com-
mon as a result of the increasing rate of premature births,6 ad-
vanced maternal age, the increased use of assisted reproductive
technology. Data on outcomes from large studies are therefore
critically needed to guide decision-making. One of the challenges,
however, in assessing long-term outcomes is that the practices in
antenatal and neonatal care are continually evolving — the out-
comes for infants born in 2005 will reflect practices in neonatal
intensive care units that differ from the standard practices of previ-
ous years.

Recently, Marlow et al. reported outcomes at 6 years of age
among children born at 25 or fewer completed weeks of gestation
born in 1995 who were enrolled at birth in the EPICure study?7.
The report by Marlow et al. included the results of comprehensive
assessments of the status of neuromotor skills, cognitive ability, vi-
sion, and hearing.

Among these extremely preterm infants, neonatal survival to
discharge was low: 1 percent among those born at 22 weeks of
gestation, 11 percent at 23 weeks, 26 percent at 24 weeks, and 44
percent at 25 weeks. The rates of survival with no disability at 6
years of age were even more troubling: none among infants born
at 22 weeks of gestation, 1 percent at 23 weeks, 3 percent at 24
weeks, and 8 percent at 25 weeks. This study shows our limita-
tions not only in saving such infants but also in supporting the
neurologic and cognitive development of those born at the lower
border of viability. However, when one looks closely to the study
results, some good news emerges as well. Whenever a 25 week
old female preterm baby remains alive during the neonatal period,
her chances of having no or only mild abnormalities at 6 years of
age are 64%, while a very severe handicap is present in 17% of
the girls. In comparison, a similar aged boy has a 41% chance of
suffering of a severe handicap.

These data shows our limitations not only in saving such infants
but also in supporting the neurologic and cognitive development
of those born at the lower border of viability. However, large in-
dividual differences occur, making it unjustified to withhold treat-
ment to whole groups of premature infants born at 24 and 25
weeks of gestation.
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Moral dilemma'’s for neonatology nurses.

A qualitative study about ethical dilemma’s in
Neonatology

Jannie E. de Vos, MSc, RN University Medical Center Utrecht,
Wilhelmina Children’s Hospital Department of Neonatology, The
Netherlands

E-mail: J.deVos@umcutrecht.nl

Objective: This study is aimed at answering the question how
nurses are defining an opinion in moral dilemmas. Moral dilem-
mas arise in discussions on whether or not to continue a treatment
for neonates in a neonatal intensive care unit (NICU).
Methods: The qualitative research method developed by Maso
(1994) has been used. Data generation took place by means of
semi-structured interviews with nurses working in the NICU of the
Wilhelmina Kinderziekenhuis (Academic Children’s Hospital in
Utrecht). The theories on the justice and care perspective (Kohl-
berg, 1984; Gilligan, 1985) make up this study’s theoretical frame-
work. The literature review shows that both perspectives can play
a role in moral reasoning, which is confirmed by the results of this
study. In the moral reasoning of the nurses interviewed in this study
the emphasis is on the approach from the care perspective.
Results: In their moral reasoning neonatology nurses especially
focus attention on the child. In their considerations the following
aspects play a role: the present situation, the future situation, and
the child’s environment (parents). The study further explores and
explains the aspects they consider to be important. Especially the
themes ‘the child’s pain and suffering” and ‘looking at the child” are
part of the specific know-how of neonatology nurses and should be
developed further and should be put into practice more.

In this study also:

J the nurses seem to be insufficiently aware of what
(individual) values are and how they could deal with
these, and this weakens their process of moral
reasoning.

o the dependence on the physicians seems to influences
their moral reasoning in such a way that it impedes the
nurses in defining an opinion independently.

In the presentation the implications of this study for the role of the

nurse will be explained and several recommendations for practice
and education will be given.

“For only when nurses begin to hear their own voice, can they be-
gin truly to participate in the broader, clinical ethical decisions that
are such a concern in health care today” (Smith, 1996)

SESSION: PATIENTS’ EXPERIENCES IN ICU

Mechanic ventilator treatment: patient experiences

Vesile Unver RN, Ayla Yava RN, PhD, Sevgi HatipoGlu RN, PhD,
Nalan Akbayrak RN, PhD, Giilhane Military Medical Academy,
School of Nursing, Ankara, Turkey.

E-mail: aycosel@yahoo.com or vesileu2000@yahoo.com

Aim

The purpose of this study is to identify the experiences based on
nursing applications being employed on the patients who were
treated with Mechanic Ventilator (MV) and the difficulties these
patients have suffered from.

Methods

The research has been conducted in the intensive care facilities
of Gilhane Military Medical Academy (GMMA) within the time
frame of Sept.2004 and Feb.2005 via a qualitative design in order
to identify the experiences of the patients who were at least eight
hours awake and exposed to MV treatment. Ten patients have been
icluded in the research. In order to collect data, a semi-structured
interview form has been used. During the preparation of the ques-
tions in the form, previous efforts and the data from a pre-interview
which had been conducted with two patients have been used. The
headers in the interview form were as follows: problems arised
from intensive care setting, communication, stress causing symp-
toms, family difficulties and experiences related to nursing care.
Interviews have been empolyed at a convenient time within a week
according to the patient after he or she was treated with MV Treat-
ment and left the intensive care unit. Experiences expressed by the
patients were noted by the researchers during the interview.

Results

All of the patients expressed that they felt dependent and con-
strained during the MV Treatment; nine patients expressed that
they feared of death and aerial starvation; seven of them suffered
from pain related to intubation. All of the patients declared that
they felt comfortable with nurses along with themselves during the
treatment and their informative attitude. They said it helped them
feel safe.

Conclusions

MV is a stess and fear giving experience for patients. Nurses have a
major role in coping with this experience. Nurses should be more
informed on and experienced in MV and the way they communi-
cate with the patients treated with MV treatment.
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Testing the ability of nurses to identify the needs of the
relatives of ICU patients. An example of working together
achieving more.

Fabrizio Moggia RN Bachelor!, Elio Drigo RN2

1 Department of Critical Care, “St. Martino” Universiy Hospital,
Genoa, ltaly; 2 Aniarti: Italian critical care area nursing associa-
tion

E-mail: fmoggia@aniarti.it

Aim

J to collect data relevant to demonstrate the ability of
critical care nurses to identify the needs of the relatives
of the critical care patients;

J to involve a high number of staff nurses in the project
with short resources;

J to examine an issue that could affect the quality of the
critical care nursing with consequent projects.

Methods

To know the ability of the critical care nurses in identifying the
needs of the relatives of the ICU patients is essential to orient
the educational events and the use of resources and activities of
a nursing association. The problem was identified by the council
of representatives critical care nurses at national level. A selected
group defined a rough project and a nurse expert in research was
contacted for general supervision. The project of the research was
developed, tested and defined. The needed financial and human
resources were granted by the national association.

A wide group of ICU’s with one nurse as reference for the re-
search was identified on a basis of volunteer application. All forms,
questionnaires, letters of authorization, procedures were defined
and distributed to all the ICU’s included in the research.

Results are based on 560 questionnaires, of which 270 of rela-
tives and 290 of nurses, collected in two years time.

Results

The needs most frequently indicated by the relatives were those
for receiving more information and support and by nurses were for
better information as well.

The scales of the needs identified by the relatives and by the nurses
were compared and resulted almost equal, meaning that nurses are
properly identifying the needs.

Conclusions

o an organisation is essential;

J financial resources can be reduced by involving
volunteers of an association;

J the abilities of nurses were appreciated;

J the needs identified suggested changes in the ICU’s;

J need for further inquiry.
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Nursing matters: a patient’s account of emergency
trauma care

Julie Scholes and Dee Commins

E-mail: J.Scholes@brighton.ac.uk

This paper will critically examine the experience of being a trauma
patient and how healthcare interventions impacted upon the tran-
sition to patient. This is an account of a researcher used to standing
beside critical care practitioners observing and interviewing them
about the work they do, to a patient lying on a trolley looking up
at them.

Latterly, there has been a great deal of media attention about the
declining standard of basic or fundamental nursing care. Indeed,
careful scrutiny of the media would lead one to conclude that the
first casualty in an accident and emergency department is nursing.
The factors that have led to this decline are multi factorial but can
not totally excuse the absence of care. Furthermore, it is not only
the absence of care but cast away gestures and comments that can
wound and traumatise the patient further. Juxtaposed to this, are
the moments of nursing excellence, which help to alleviate pain,
fear and confusion.

This paper will attempt to deliberately dissect the minutiae of
these powerful memories with the aim of engaging the audience in
reflection on how they can make a difference to their patients and
work with colleagues to fully restore the art of care in critical care
communities of practice.

What are the experiences of patients waking from anes-
thesia post fast-track cardiac surgery? A phenomenologi-
cal study

Claire L. Perkins MSc, BA Hons, ENB 100, C& G 7307, RN, Uni-
versity Of Central England, Birmingham, UK.

E-mail: clairelouise.perkins@virgin.net

Aim
To explore and describe the lived experiences of patients waking
from anaesthesia post fast track cardiac surgery.

Method

A phenomenological method was used to allow the researcher to
gain a glimpse of the reality experienced by this group of patients.
The lived experiences of the participants arose through the process
of gathering experiential descriptions of their recollections of their
immediate post-operative time in the critical care unit. Using pur-
posive sampling, thirteen participants gave their informed consent
to participate in the study. A Husserlian approach was utilised and
taped unstructured interviews with the aid of an interview sched-
ule was used to collect data. Giorgi’s (1985) framework was used
to guide data analysis.

Results

Thematic analysis was used to uncover the structure of the expe-
rience. Formulated meanings developed from the interview tran-
scriptions were organised into individual constituents and then
clusters of themes. Four main themes emerged from the data. They
were: physical sensations during waking, the emotional/psycho-
logical experience of waking, the presence/ role of others and the
critical care environment itself. The findings of this study revealed
a wide variety of both positive and negative experiences of waking
from this new modality of surgery.
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Conclusion

Whilst the study by its naturalistic, interpretive nature was never
intended to produce data that was generalisable to all fast track pa-
tients, heightened insight has been achieved into the experience of
this particular group of critical care patients. The clinical implica-
tions of the study are that nurses play a vital role during the imme-
diate post-operative period post fast track cardiac surgery that has
greater depth than the more widely recognised technical aspects of
their role. Through their use of communication, nurses can have a
significant impact on facilitating a less stressful recovery for these
patients which may lead to improved physical and psychological
surgical outcomes in the future.
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SESSION: PAIN, COMFORT AND COMPLEX CARE

Neonatal pain management and its implications for the
clinical setting

Eva Cignacco, RM, MNSc, PhDc, Clinical Nurse Specialist, Wom-
en’s and Children’s University Hospital Insel, Bern, Switzerland
E-mail: Eva.Cignacco@insel.ch

Pain in preterm and term neonates is a key issue in the context
of neonate intensive care, especially since many diagnostic and
therapeutic procedures are painful. Most of the painful interven-
tions, involved capillary blood sampling by heel stick, followed by
endotracheal suctioning. Preliminary intermediate results from a
study in Switzerland involving a random sample of the vulnerable
group of intubated preterm neonates during the first 14 days of
life showed a total number of 4’092 interventions among 11 chil-
dren alone, 64,8% of these interventions were related to intubated
preterms with a gestational age under 28 weeks (Cignacco et al.
2005). Therefore greatest attention needs to be paid to systematic
pain management in neonatology. Although the accumulated evi-
dence states, that repetitive pain is harmful in newborns, the clini-
cal experience shows that neonates are subjected to many painful
procedures per day without receiving any pharmacological or non-
pharmacological analgesic support.

A precondition for a sufficient pain treatment procedure is the
adequate appraisal of the pain with valid and reliable pain assess-
ment tools which have been proved to be clinically applicable and
encounter a high degree of acceptance by the nursing staff. For pain
treatment pharmacological interventions are based on a variety of
different medications. However significant side effects are associ-
ated with analgesics. Therefore non pharmacological method of
pain prevention and relief are increasingly being recommended.

The implementation of a systematic pain management requires
specific and repetitive training for all nurses and doctors of a neo-
natal intensive care unit and the appraisal of pain should be a fixed
constituent part of neonatal care. Guidelines for pain management
in NICUs should be developed for the specific clinical setting. In
order to achieve the best possible quality in the pain management
of neonates, the role of the clinical nurse pain specialist is of cru-
cial importance.

Implementation of the COMFORT©Obehavior-scale for as-
sessing pain in infants and children in ICUs.

P.L. van Deventer-Brunner, D. Tibboel, M. van Dijk, Department of
Pediatric Surgery, Erasmus MC — Sophia Children’s Hospital, Rot-

terdam, The Netherlands.
E-mail: p.vandeventer@erasmusmc.nl

Background

Young children are often unable to express feelings of pain. In their
perception, pain, anxiety, discomfort and perplexity often inter-
mingle. Their pain might be reduced using appropriate medica-
tion. The Erasmus MC-Sophia Children’s Hospital has introduced
the COMFORTO behavior-scale for routine assessment of pain.
Daily assessment gives us greater awareness of the children’s pain
and wellbeing. It also enables us to administer pain medication
more systematically and to avoid ad hoc medication as much as
possible.

Aim

Implementation of the COMFORTO behavior-scale - linked with
an algorithm for medical and nursing interventions — in our PICU
and NICU, in order to attain unambiguous pain treatment policy.

Method

A structured implementation plan was developed, including:

(1) Information supply: nurses were informed through clinical lec-
tures and newsletters.

(2) Time schedule: staged implementation in each unit.

(3) Educational program: provided theoretical and practical train-
ing.

(4) Test period: test scores to test interrater reliability were made
and nurses’ and physicians’ opinions about the instrument were
obtained.

(5) Follow up: guidelines tailored for each ward for future use were
laid down.

Results

The COMFORTO behavior-scale has now been implemented in
both, the PICU and the NICU in our hospital, and integrated in
daily care. So far 220 paediatric nurses have been trained. Staff
are generally more alert to children’s signs and discomfort. It ap-
peared that the instrument needed adaptation for use in the NICU.
A revised version, the COMFORT neo-scale, has meanwhile been
validated. We also set up a training course for other hospitals in the
Netherlands. To date 64 PICU and NICU nurses from 11 hospitals
have participated.

Conclusion

Unambiguous use of the COMFORTO behavior-scale or the COM-
FORT neo-scale stimulates validated pain treatment policy in pae-
diatric and neonatal ICUs and thus contributes to effective pain
treatment in hospitalized infants and young children.

ECMO: complex care for respiratory failure in newborns
A.FEJ. van Heijst, pediatrician-neonatologist, ECMO program di-
rector, Radboud University Nijmegen Medical Centre, Nijmegen,
The Netherlands

E-mail: a.vanheijst@cukz.umcn.nl

ExtraCorporeal Membrane Oxygenation (ECMO) is a rescue ther-
apy used in (full-) term newborns with severe but reversible respi-
ratory failure. In ECMO, venous blood is drained from the right
atrium and is pumped by a roller pump to an artificial lung. Here,
the venous blood is enriched with oxygen and then returned to the
circulation of the patient, either in the aorta (veno-arterial ECMO)
or in the right atrium again (venovenous ECMO). Usually ECMO
is applied is newborns suffering from meconium aspiration syn-
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drome, sepsis and congenital diaphragmatic hernia. These patients
have a disturbed gas exchange at alveolar level and also a persis-
tent pulmonary hypertension. Sometimes there is only persistent
pulmonary hypertension of the newborn without one of the un-
derlying diseases, the idiopathic form. Patients qualify for ECMO
treatment when they have a very bad oxygenation state for several
hours as determined by the alveolar-arterial difference in oxygen
tension or by the oxygenation index, despite maximal conserva-
tive therapy. They are likely to die when they are not treated with
ECMO: 50-100%. The survival rates with ECMO treatment are 50-
90% depending on the underlying disease. The main complica-
tions of this treatment modality are neurological: cerebral haemor-
rhages and infarctions, both related to the pré-ECMO disease state
and ECMO treatment. Because of the compromised cardiorespira-
tory functions before the initiation of ECMO and the complications
than can occur during ECMO, patients that are treated with ECMO
have an increased risk for adverse neurodevelopmental outcome.
They are therefore in a special follow up program.

Due to recent new developments in the treatment of newborns
with respiratory failure (nitric oxide, HFV), internationally, the
number of newborns needing ECMO treatment for respiratory fail-
ure is decreasing. On the other hand there is an increasing need for
temporary circulatory support after cardiosurgery. This can also be
done by ECMO, for this indication mostly named ExtraCorporeal
Life Support (ECLS). Survival rates are about 40-50%. ECMO is a
complex technique. Many disciplines are involved and are neces-
sary for its success. In our hospital the organization around ECMO
is a bit different from that in many other centres where special
ECMO teams are functioning. We consider ECMO as one of the
treatment modalities of respiratory failure and therefore every phy-
sician and nurse working in our department must be able to take
care of this patient group.

SESSION STAFF SUPPORT AND DEVELOPING THE
WORKFORCE

A nation-wide project for the revision of the Belgian Nurs-
ing Minimum Dataset: from concept to implementation
O. Thonon+, RN, CCRN, BSc, J. Codognotto+, RN, MSc, P. Gil-
let+, MD, PhD, C. Van Boven+, RN, W. Sermeus*, RN, PhD, K. Van
Den Heede*, RN, MSc, D. Michiels*, RN, MSc, L. Delesie*, PhD
+Département des Soins Infirmiers, Centre Hospitalier Universita-
ire de Liege, Liege, Belgium. *Centrum voor Ziekenhuis- en Ver-
plegingswetenschap, Katholiek Universiteit van Leuven, Leuven,
Belgium.

E-mail: olivier.thonon@chu.ulg.ac.be

Background

The Ministry of Public Health commissioned a research project to
a research team to revise the Belgian Nursing Minimum Dataset
(B-NMDS) for six care programmes. The study started in 2000 and
will end in 2006.

Study objective

The revision should take into account the changes in nursing prac-
tice, the international development of nursing languages and clas-
sifications, the changes in healthcare management and the need
for integration with the hospital discharge dataset.

Methodology and procedure
For the revision of the B-NMDS a very strict plan is followed based

on two main streams: 1) using panels of expert nurses and NMDS-
coordinators to build the acceptability of the tool and 2) making
use of existing and new empirical nursing data for developing a
high-quality valid and reliable tool. The first phase (June — Octo-
ber 2002) implied the development of the conceptual framework
based on literature review and secondary data-analysis. The NIC-
language was selected as framework for the revision. The second
phase focused on the language development (November 2002 —
September 2003) with panels of clinical experts (N=75) for six care
programs. A draft instrument, using NIC, was developed during
this period (1). The third phase (October 2003 — December 2004)
focused on the data collection and validation of the new tool. The
new NMDS was tested on 158 nursing wards in 66 Belgian hospi-
tals from December 2003 until March 2004. (N=100.000 inpatient
days). These records are linked with the hospital discharge dataset
and other mandatory datasets. The interrater-reliability, the crite-
rion-related validity and the discriminative power of the revised B-
NMDS were tested (2,3). This will result in a beta version of revised
NMDS in December 2004. The fourth phase (January — December
2005) focus on information management. The beta version of the
Revised B-NMDS will be piloted in a small number of hospitals
for a wide range of departments to evaluate the external validity of
the revised dataset. Adaptation in legislation, feedback and audit
modules, ICT-support to allow this revised data-collection will be
prepared. In January 2006, nation-wide implementation of the da-
taset is foreseen.

Study outcome
This process will result in a revised B-NMDS that is ready for na-
tionwide implementation in 2005-2006.
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Development and use of mentor/student guiding instru-
ment for the practical education on the PICU

I. Dokter, RN CCRN, PICU, Emma Children’s Hospital, Academi-
cal Center Amsterdam, the Netherlands.

E-mail: l.vanhetHoenderdaal@amc.uva.nl

Background

In the Netherlands there are three different initial nursing training
programs. Once the student becomes a Registered Nurse he/she
can choose from eight post graduate governmental approved nurs-
ing specialties; Dialysis, Neonatal Intensive Care, Adult Intensive
care, Paediatric Intensive Care, Oncology, Obstetrics and Gyn-
aecology, Paediatrics and Emergency care. All Nursing programs
consist of in-school and in-hospital practical training program. The
National Regulation Post graduate Nursing Education (LRVV) only
approves those post graduate educational programs that will meet
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the end point criteria (in-school as well as in- hospital criteria).
However in the Netherlands there was no adequate guiding system
to track the in-hospital progress of the student during the training.

Methods
Reflection forms were created containing the LRVV in-hospital end
point criteria.

1) Methodical Nursing practice

2) Prevention, health-informing and education

3) Coordination and organisation of care

4) Quality care and improvement of professionalism

The end point criteria were further itemized by partial qualifica-
tions. These qualifications must be scored at the end of the shift
by the mentor. The mentor will rate the items as 1: very good to
4 as very poor insight of the student. The ratings were objectively
described on the back of the form. The ratings are explained and
discussed with the student and there is space for written advice as
well. Each period of the training has got a different reflection form
with a description of the mentors role and the in school training
done by the student. Period 1 contains the care of the high care
patient to period 3 containing the complex or instable patient. All
the reflection forms in a certain period form the base of in-between
or final appraisal of the student. The reflection form was also ad-
justed to other nursing specialisations and even the initial nursing
program within the hospital. All the student nurses and mentors
received training in the use of this reflection form. Publication is
pending.

Conclusion

Because the LRVV approved end points are included in the re-
flection form, the progress of the clinical practise of a student can
objectively be monitored. Therefore it will lead to a well balanced
appraisal of the student. This will do justice to the learning curve
of the student, the input of the mentor(s) and last but not least the
quality of nursing care of the specific unit.

Nurse driven development approach to newly-hired criti-
cal care nurses

Hernandez L., Intensive Care Unit, Andre Vesale University Hospi-
tal, Montigny Le Tilleul, Belgium.

E-mail: lerma.hernandez@skynet.be

Background

Most newly-hired nurses are encountering difficulties in “Acquir-
ing theoretical evidence into practice”, especially in critical care
unit. Quality of care is dependent on effective training within the
critical care team while the scope of practice of this qualified yet
inappropriately trained nurse would encompass simple tasks to
more complex tasks. This concern, germinated into the project of
developing guidelines to facilitate early adaptation of new nurses.

Aim

To provide better outcome for critical care patient by improving
services and quality care through implementation of a guided
training of newly-hired nurses on the basis of progressive and indi-
vidualize adaptation.

Methods

. The guided training foresees 3 months with a mentor/
adviser.

. The definite integration of the nurse is done at the end

of the program and after a verbal evaluation.
J The guided training is accomplished at the patient’s
bedside in a critical care setting.

Results

This guided training project enables the nurse to take care of 1 to
2 patients within three months. However, considering all critical
care nursing staff members as potential mentors, the newly-hired
nurse principal adviser seems essential for obtaining better and fa-
vourable results on the application of such training.

Implications

This project which has been implemented from January to March
2005 gave a fruitful and significant result of endeavours for a new-
ly-hired critical care nurse. It enables the acquisition of self- confi-
dence and self- esteem facilitating early adaptation, thus improving
patient outcome and quality of life. Finally, it ensures as well, a
spirit of consistency and continuity of care by allowing them to
acquire and recognise their own specific competence.

Accreditation and its positive impact in the critical care
units of American hospital

Lynda E. Mikalauskas, RN, BScN, MBA, Ayse Piskin, Ozlem Yildirm
V.K.V. American Hospital, Istanbul, Turkey.

E-mail: mikalauskasl@amerikanhastanesi.com.tr

Backround

The Vehbi Koc Foundation American Hospital in Istanbul Turkey,
has, over the last decade worked towards and achieved JCI ac-
creditation, as well as Standardisation certificates for ISO 9001 and
14001. These have had positive impacts and implications in the
care of the patient in terms of quality and safety. The focus of the
implemented processes can be highlighted under the components:
patient, environment, and the employee. The American Hospital,
a 180 bed general not for profit acute care facility, has within its
scope of services, four separate intensive care units. These include:
Coronary Care Unit, Cardiovascular Intensive Care Unit, the Neo-
natal Intensive Care unit and the General Intensive Care unit and
make up 49 of the total 180 beds.

Aim

The descriptions that will be addressed within these areas of care
relate those identified improvement opportunities, risk factors
faced, and revised standards of care dealing with samples of care
standards, utilisation criteria, employee satisfaction , patient satis-
faction.

Results

The projects undertaken produced increased staff awareness for
patient safety and expectations, elevated levels of team work, an
increase in the continuous improvement culture , greater participa-
tion in policy and management issues, and greater accountability,
and an understanding of the need for measurement, and objective
data.

Implications

Nursing and other health care staff members learned how both hu-
man and system factors can be adjusted to or corrected to decrease
patient risks and improve patient outcomes. An increased use and
understanding of measurement tools, assessment skills, monitoring
activities can contribute to safer systems and a safer environment
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for both patient and employee.
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SESSION: CRITICAL CARE OUTREACH

Developing a multi disciplinary critical care outreach
service within a single specialist NHS hospital

Pam Goodall, Hayley Allebone, Royal Orthopaedic Hospital NHS
Trust, Birmingham, UK.

E-mail: pam.goodall@roh.nhs.uk or hayley.allebone@roh.nhs.uk

Background

Critical care outreach (CCO) was implemented at the Royal Ortho-
paedic Hospital (ROH) NHS Trust, Birmingham as advocated by
the Department of Health (2000). Initially the service was nurse
lead with support from the Director of Anaesthesia. During the past
four years the CCO team has continuously evolved and expanded
in order to provide an appropriate service based upon recognised
needs of patients, staff and organisation. ROH provides a regional,
national and international service for patients who require spinal,
orthopaedic or bone tumour surgery. CCO maintain a compre-
hensive database of all their patients and out of hospital transfers.
Data trends illustrate that a number of patients develop medical
problems and require transfer out to a General Hospital. Cardiac
disorders are a primary reason for out of hospital transfers.

Developing practice

The Critical Care Outreach team devised a plan to improve the
care of sick and ‘at risk’ patients within the hospital. This ultimate-
ly resulted in expansion of the CCO team and an adoption of a
multi disciplinary approach to the service. Collaborative working
is a mechanism to minimise risk and monitor quality throughout an
organisation (McSherry & Pearce, 2002).

The following strategies were been implemented by CCO:

. Physician 3 sessions per week

o Utilisation of the critical care network

o Joint transfer audit with neighbouring Trust

J Direct referral to CCO team for patients who are
transferred to neighbouring Trust

. Fostered links with specialist staff at neighbouring
Trusts for advice on patient management at ROH

. Pharmacist 1 session per week

. Link with pre operative assessment to identify ‘at risk’
patients

. Adaptation of MEWS for ROH patients

Outcomes

CCO acknowledge that three physician sessions per week has limi-
tations, however, urgent referrals of patients requiring medical in-
tervention are made to CCO nurses who assess the patient, and if
necessary, contact the physician out of hours for advice and a plan

of care. According to the Department of Health (2001) “Nurses
are often in the front line of assessing patients and alerting other
members of the health care team with regards to the severity of
illness”.
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Implementing a 24/7-MET (Medical Emergency Team) at
the Karolinska University Hospital, Solna, Sweden
Katarina Karlsson R.N“‘, Max Bell M.D1, David Konrad M.D1,
Rolf Soderlund R.N1, Eva-Maria Wallin RN and Claes-Roland
Martling M.D.Ph.D.]

IDepartment of Anaesthesiology and Intensive Care Medicine at
the Karolinska University Hospital, Solna, Sweden.

E-mail: katarina.e.karlsson@karolinska.se

Background

Since several years we have been planning the implementation of
a MET serving the Karolinska University Hospital. Congress visits,
a national conference (Halmstad, 2003) and a lecture in 2002 by
Gillian Bishop, Liverpool Hospital, Sydney, Australia was instru-
mental in deciding how we wanted the MET to work. Several stud-
ies have shown that the presence of a MET system have a positive
effect on reduction in the incidence of unexpected cardiac arrests
(1) and reduced emergency intensive care unit admissions, a de-
crease in hospital death and decrease in duration of hospital stay
(2,3). Before introducing MET at Karolinska we sought to test the
criteria for MET-calls by recording prevalent physiological data on
all adult patients treated in the hospital. We used the help of 50
nursing students from the Red Cross Nursing School in Stockholm.
The study took place at two separate occasions and included 1097
patients. Data from the investigation is being processed but pre-
liminary result show that 3,65 % (2,6-4,9) fulfilled the study cri-
teria. Out of the patients fulfilling the criteria the 30 day mortality
was 25% ( 12,7-41,2) as compared to 3,5% ( 2,4-5) in the group of
patients not fulfilling the criteria.

Aim

In January 2005 we started our MET information process. Our goal
was to inform every single nurse and doctor working at the gen-
eral wards of the hospital. The core team from the ICU consisted
of three nurses and three ICU doctors. We used lectures and the
hospital intranet for the information.

Result

The MET function started as planned on the 7 th March 2005 and
we managed to reach most of the wards with the information. The
work of implementing continues.

Implications
Clinical data from the first six months will be presented at the con-

gress.
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When should we stop monitoring our critically ill
patients?

Catherine Plowright and Lucy Mires, Anaesthetic Department,
Medway NHS Trust, Medway Hospital, Gillingham, Kent, UK.
E-mail: catherine.plowright@nhs.net

Background

As critical care nurses we are regularly taught the “how, why, what,
where and when” of monitoring our critically ill patients. But are
we taught when to stop the monitoring? If we are to deliver individ-
ualised, high quality nursing care then this must be considered.

Aim of the paper

The aim of this paper is to make us think about the monitoring
which we undertake as critical care nurses and to explore the times
when monitoring should be stopped. What monitoring is and is
not will be explored. We will also consider reasons why it is not
stopped and have a general discussion regarding our everyday
practice. Participation by delegates will be encouraged.

Implications
The effects of our practice will be explored and the impacts that it
can have on health care professionals, patients and their families.
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SESSION: EVIDENCE BASED PRACTICE AND RESEARCH

Respiratory waveforms in patients with obstructive pul-
monary disease

Stafilaraki Maria RN MSc., “Sismanoglio” General State Hospital
of Athens, Athens, Greece.

E-mail: MSTELL31@yahoo.com

Background
Patients with chronic obstructive pulmonary disease, (COPD),
constitute 12% of patients receiving mechanical ventilation in an

international survey of mechanical ventilation. Moreover, the pres-
ence of COPD may undermine the outcome of many patients who
receive mechanical ventilation for other disorders. Most of cur-
rent ventilators provide respiratory waveform graphics packages.
Ventilator waveforms display respiratory status and contribute to
optimal assessment of mechanical ventilated patients with COPD.
Still, the interpretation of the waveforms is not applicable to the
clinical decision making because of lack of practice.

Aim

The aim of this paper is to describe the essential information ob-
tained by the respiratory waveforms in mechanical ventilated pa-
tients with COPD, before clinical signs become overt.

Results
Several ventilatory displays were identified to provide accurate in-
formation.

Particularly, in patients with COPD, pressure, flow and volume
waveforms are employed to estimate the presence of dynamic hy-
perinflation and to measure pulmonary mechanics. Moreover, a re-
cording of flow and airway pressure over time enables the clinician
to measure respiratory system resistance and compliance as well
as PEEP-i. Auto triggering and patient-ventilator asynchrony can
be detected by pressure and flow waveforms as well as pressure-
volume loops. Flow-volume loops can indicate the presence of re-
duced expiratory flow and the presence of excessive secretions.

Implications

Respiratory waveforms are routinely available at the bedside. An
understanding of the essential information they provide, would as-
sist in recognizing various forms of patient discomfort and enable
us to provide early intervention and appropriate adjustments in the
mode and the settings of the ventilator. Respiratory monitoring is
another challenge for critical care nurses in order to assure the bet-
ter management of mechanically ventilated patients.

Evidence-based practice among Danish critical care
nurses

Ingrid Egerod, PhD, MSN, RN, Associate Professor, The University
Hospitals Centre for Nursing and Care Research, Copenhagen Uni-
versity Hospital Rigshospitalet, Copenhagen O, Denmark

E-mail: ie@ucsf.dk

Aim

The aim of the study was to describe the extent of evidence-based
practice in critical care nursing at Danish intensive care units
in 2004, and also to explore nurses’ self-reported attitudes and
knowledge of evidence-based practice.

Methods

The study was conducted as an e-mail survey of critical care nurs-
es. A network of experienced critical care nurses from most inten-
sive care units in Denmark was formed in 2003 with the purpose
of information sharing and stimulation of research. Each member
of the network (n=47) received a questionnaire as did one nurse
at each non-participating intensive care unit (n=11). The response
rate for nurses in the net=work was 87%, and 46% for nurses at
non-participating intensive care units, yielding a final response rate
of 79% after two remind-—ers.

Results
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The respondents have an overall positive view of evidence-based
practice although most nurses rarely read scientific journals. Some
units use guidelines for practice, but these are not evidence-based.
Barriers towards implementation of evidence-based practice in-
clude financial restraints, a focus on quality improvement, a lack
of consensus regarding the definition of evidence-based practice,
paucity of nursing evidence, and lack of nursing research. The re-
sponsibility for evidence-based practice lies with management, not
at the level of the individual nurse.

Conclusion

Evidence-based practice is not feasible in all areas of nursing,
which discourages nurses from focusing on the areas where evi-
dence does exist. Evidence-based guidelines and specially desig-
nated nurses such as clinical specialists are the most com—monly
used vehicles for promoting evidence-based practice in Danish
intensive care units.

The complexity of evaluating nurse-directed weaning

B. Blackwood, Nursing & Midwifery Research Unit, School of Nurs-
ing & Midwifery, Queen’s University Belfast, Belfast, N. Ireland.
E-mail: b.blackwood@qub.ac.uk

Background

The implementation of critical care interventions aimed at pro-
ducing change require rigorous evaluation to demonstrate effec-
tiveness. Evaluation poses difficulties, however, because these
interventions are usually complex. Nurse-directed protocolised-
weaning is a complex intervention because it comprises a num-
ber of components which act inter-dependently. For example, the
content component (the guidelines and protocols used); the practi-
cal component (nursing behaviours such as skills in conducting
respiratory assessment, patient monitoring and decision making);
and the organisational component (preparation and delivery of
nurse-directed weaning). Randomised controlled trials generally
provide strong evidence for the validity of interventions. However,
they evaluate the total intervention, but in the case of complex in-
terventions it is difficult to determine the contribution of individual
components to the outcome.

Aim

Across Europe a number of models have been proposed to assist
the development and testing of complex interventions (Bradley et
al. 1999, MRC 2000, van Meijel et al. 2004). This paper describes
the framework proposed by the Medical Research Council (MRC)
and outlines how it was used to design an exploratory trial to eval-
uate nurse-directed protocolised-weaning.

Methods

Procedures and research methods that were used in the study are
outlined; they involved semi-structured interviews, a questionnaire
survey and observational work to define the components of nurse-
directed weaning. The intervention was subsequently evaluated in
an exploratory trial using a quasi-experimental design.

Conclusions

The MRC framework as an approach to developing and evaluating
complex interventions in health care is rational and widely appli-
cable. Used to assist the design of an exploratory trial, it enabled
identification of constant and variable components involved in
nurse-directed weaning. These components are important to define
and measure when determining the overall effectiveness of an in-

tervention. Nurses involved in developing and evaluating complex
critical care interventions should pay particular consideration to
using this framework, or similar models, to guide their research.

References

1. Bradley F., Wiles R., Kinmonth A-L., Mant D. & Gantly M. (1999)
Development and evaluation of complex interventions in health
services research: case study of the Southampton heart integrated
project (SHIP). British Medical Journal 318, 711-714

2. Medical Research Council (2000) A Framework for Develop-
ment and Evaluation of RCTs for Complex Interventions to Im-
prove Health. www.mrc.ac.uk/complex_packages.html (accessed
14/04/04)

3. van MeijelB., Gamel C., van Swieten-Duijfjes B. & Grypdonck
MHEF. (2004) The development of evidence-based nursing interven-
tions: methodological considerations. Journal of Advanced Nurs-
ing 48 (1), 84-92

SESSION: HOW TO IMPROVE NUTRITIONAL PRACTICES
IN THE ICU? FROM A NURSE, NUTRITIONIST AND 1
NTENSIVIST PERSPECTIVE.

A European survey of intensive care nurses’ nutritional
assessment practice

Paul Fulbrook', Anke Bongers, John Albarran?

1Professor of Nursing, School of Nursing, Australian Catholic Uni-
versity, Brisbane, Australia, 2 Faculty of Health and Social Care,
University of the West of England, Glenside Campus, Bristol, UK,
E-mail: P.Fulbrook@mcauley.acu.edu.au

Introduction

Effective nutritional support is dependent on a number of factors,
including the application of standard techniques, the use of pro-
tocols and the contribution of nutritional support teams. In this
respect, the level of consistency of nursing practices in European
intensive care units (ICUs) was previously unknown.

Objectives
The aim of this survey was to gather an overview about specific
nutritional practices and procedures in European adult ICUs.

Methods

A 51-item self-administered questionnaire covering the demo-
graphic characteristics of intensive care units, the nature of nutri-
tional assessments and enteral feeding practices was distributed to
383 ICUs in 20 European countries.

Results

380 (99.2%) questionnaires were returned. Most units (76.7%) had
an enteral nutrition policy but the majority did not use a nutri-
tional risk score to assess their patients and only 35.8% assessed
nutritional status on a daily basis. A large minority of ICUs were
supported by a nutritional support team (NST) (36.1%) although
significantly more university teaching hospitals than non-univer-
sity teaching hospitals provided this service. Few ICUs (n = 21)
undertook nutritional assessments of patients although the major-
ity of units (60.4%) assessed nutritional requirements of patients
on a daily basis. The most common route of feeding was via a
nasogastric tube, and a variety of methods was used to check its
position. The most common methods were auscultation of injected
air (72.6%) and abdominal radiograph (34.9%). Evidence of bile in
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the aspirate and pH measurements were used infrequently. ‘Stan-
dard’ feed (full strength) was used most commonly, and feeding
commenced within 24 hours. Feeding was mostly continuous, al-
though there was a variety of a practice. Most ICUs used drugs to
improve gastric motility (61.0%), the most common of which was
metoclopramide.

Conclusions

Many aspects of European intensive care enteral nutrition practice
reflect current guidelines. The results also demonstrate that com-
pared to previous research there is an increase in the use of clini-
cal protocols and nutritional support teams within European ICU:s.
Involvement of intensive care unit nurses in reviewing patients’ nu-
tritional assessments was minimal as was their application of evi-
dence for checking feeding tube placement. There is much scope
for developing nursing practice in enteral nutrition management.

SESSION: INFECTION PREVENTION AND NIDCAP

Nosocomial infections in the Neonatal Intensive Care
Unit

O.K.1 Helder1, M. op de Weegh2 , M. Woutersonz, R.F. Korne-
lisse

TDepartment of Pediatrics, division of neonatology, Erasmus MC-
Sophia Children’s Hospital Rotterdam, 2Erasmus University Rot-
terdam, The Netherlands

E-mail: o.helder@erasmusmc.nl

Introduction:

Nosocomial infections are a major cause of morbidity and mortal-
ity in Neonatal Intensive Care Units (NICUs). Survival and pro-
longed hospitalisation of premature, immunocompromised infants
render them vulnerable to nosocomial infections. Hand washing
is promoted as the single most effective means of preventing these
infections. Compliance with hand washing regimens is problem-
atic. The Centers for Disease Control (CDC) recommended hand
rubbing with “waterless” alcohol-based solution or hand washing
with antiseptic soap. We studied the compliance of “waterless”
hand rubbing among health care workers in the NICU of the So-
phia Children’s Hospital.

Methods:

Health care workers (nurses, residents/ nurse practitioners, neona-
tologists, laboratory personnel and others were observated by two
medical students during daytime and in the evening for a period of
two weeks in February 2005. The compliance with hand hygiene
according to guidelines were systematically observed. The hidden
observation took place in a 24 bed level 4 NICU. The observations
were focused on three items: (1) the frequency of hand disinfec-
tions prior/ after contact with patients (2) the time used for hand
rubbing (3) the quality of the hand rubbing technique.

Results:

Tree hundred seventy-eight interventions were systematically ob-
served during 110 hours. The distribution of the observed health
care workers was: nurses (71%), residents/ nurse practitioners (7%),
neonatologists (11%), laboratory personnel and others (13%). Sev-
enty percent of the health care workers disinfect there hands before
patient contact and 67% disinfect after patient contact. The median
hand rubbing time (range [p25-75]) was 7 seconds (range 4-12).
The disinfection rate of the hand palm, -back, between the fingers
and the finger tops was respectualy: 70, 66, 34 and 6%.

Conclusion:
The compliance of hand hygiene needs to be improved.

Safety of kangaroo-care in preterm ventilated infants
H.A. van Zanten, J.H. Stigt, Leiden University Medical Center,
Leiden, The Netherlands.

E-mail: h.a.van_zanten@|umc.nl

Due to pharmacological and technical advances in neonatology
we are nowadays able to support preterm newborns with a gesta-
tional age of approximately 25 weeks. However, these infants will
have to face the negative effects of prolonged intensive treatment
and stress through exposure to light, sound and pain, which all
can lead to an abnormal development and problematic bonding
with their parents. Various studies have shown that 45% of these
very preterm infants develop a handicap, 51% show developmen-
tal problems, such as learning disorders, en 23% have behavioural
problems or lack of concentration. Preterm infants differ in many
ways from full-term newborns; when exposed to extra-uterine life,
preterm newborns are challenged to adapt despite underdeveloped
respiratory and nervous systems. The environment for the preterm
newborn, the neonatal intensive care unit, is absolute inadequate
when compared with the intra-uterine environment. Although
mortality has declined in this group in the last 20 years, the per-
centage of children with serious disorders remains more or less the
same. Therefore, premature children need extra guidance, care and
social interaction with their parents.

Because the NICU-environment can hinder and have a negative
effect on the social interaction between child and parents, interac-
tion needs to be facilitated from birth onwards. Kangaroo-care may
be used as an intervention to enhance the psychosocial well-being
of the newborn and his or her parents in the NICU. Kangaroo-
care is a way in which bonding between parents and children is
promoted through skin-to-skin contact. During kangaroo-care the
newborn wears a diaper and is placed in an upright position on
the chest of one of the parents. The parent supports the child on the
chest, which enhances the feeling of self-confidence for the parent.
The Kangaroo-method was first used by Martinez and Rey in 1978
in Bogota, Colombia. A shortage of incubators and an increase in
infections made them explore kangaroo-care. The survival chances
increased enormously with kangaroo-care. Survival in infants be-
low 1500 grams increased from 10 to 50% and in infants between
1500-2000 gram from 70 to 90%. Duration of admission to the
NICU also decreased significantly.

From 1985 onwards, kangaroo-care has been used in Western
countries with the intention to improve bonding between parents
and newborn infant. An article reviewing several important stud-
ies concluded that kangaroo-care can lead to less crying and bet-
ter growth at the age of six months and that these children sleep
for longer periods and much deeper compared to those who did
not receive kangaroo-care. Mother’s self-confidence improved, but
kangaroo-care also increased self-esteem, maternal feelings, and
the feeling of being in control, and reduced stress levels in the
parents. Parents of preterm newborns are often not as well pre-
pared as parents of full-term newborns. They experience stress and
insecurity about the duration of the admission and future prospects
and at the same time have to adjust to a medical and highly techni-
cal environment where is never calm and which does not provide
a daily rhythm or privacy. These kinds of conditions increase the
chance that parents will have problems in the relationship with
their premature infant. The barrier caused by the NICU, as well as
the parental concerns about their child’s condition, increases the
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chance of developing bonding problems. Therefore, parents need
to be encouraged and supported to gain self-confidence and build
a good relationship with their child.

Bonding between mother and child has psychological and biolog-
ical aspects in maternal behaviour. This is based on two important
phases. The first is a hormonal one, which begins during pregnancy
with a prolonged hormonal phase (estrogen, progesterone and pro-
lactine). At the end of pregnancy a so called ‘trigger phase’ starts
with a strong decline in progesterone and an increase in estrogen,
prolactine and oxytocine levels. After giving birth there are a few
days of residual effects of these hormones. The transition to the
second pillar starts once the child stimulates the mother through
smell, sound, behaviour, appearance and physical interaction. This
is a period when hormonal and psychological factors join together.
When mothers are unable to form a good bond with their child
during this period, feelings of depression, disappointment and an-
ger can develop.

The consequences of a separation between mother and child are:
changes in sleeping patterns, increase in oral activities and (in the
long term) growth deficiency because of low hormone levels in
comparison to infants who were not separated from their mother at
birth. Various studies in mammals show comparable reactions, but
also different reactions like: anger, increased motor activity and,
in a next stage, apathy, hormonal imbalances, increased heartbeat
and more oral activity.

Psychological explanations focus on connections in behaviour
between the young and their mother. A complex web of reactions
in different systems is triggered in the young due to the absence of
the mother. Studies with rats have confirmed that these reactions
are being influenced by three kinds of stimulants: tactile stimu-
lants, warmth and smells. These stimulants are also present in hu-
man newborns.

Until now limited research has been done on the safety of kan-
garoo-care in premature infants who are supported on ventilators.
As the advantages of kangaroo-care for infant and parents have
been clearly proven, we did not want to limit application of this
type of care to infants who have been weaned off the ventilator. We
initiated a study on the use of kangaroo-care in preterm infants un-
der 30 weeks of gestation who are still dependent on mechanical
ventilation. A major aim of this study is to establish whether Kan-
garoo-care is a safe intervention for this group of infants. We tested
safety by recording heart rate, oxygen saturation, blood pressure,
temperature and respiratory conditions before, during, and after
Kangaroo-care in a group of very premature infants.

SESSION: VENTILATION STRATEGIES

Developing a research based plan of care for patients who
undergo prolonged ventilation post cardiac surgery

L. Mace! RGN, Bsc (Hons) Nursing, ENB 254, K.M. Gough! RGN,
Bsc (Hons) Critical Care Nursing, ENB 100, E. Darchz, RGN Di-
ploma in Nursing.

1 Cardiac Surgery, Bristol Royal Infirmary, Bristol, UK; 2 Cardiac
Intensive Care, Bristol Royal Infirmary, Bristol, UK.

E-mail: Kathleen.gough@ubht.swest.nhs.uk

Background

Studies have shown that the key to successful weaning from pro-
longed ventilation lies with the use of a co-ordinated plan defined
by a skilled multidisciplinary team.

This paper explores the process of developing a multi disciplinary

approach to caring for patients weaning from ventilatory support
following cardiac surgery in a 12 bedded regional cardiac unit.
Audit revealed that patients who underwent a protracted wean-
ing period constituted 1% of our operative population. This 1%
required 23% of CICU ventilated hours, which has major ramifica-
tions for resources. Most importantly however is the experience of
prolonged ventilation for the patient.

Aims

J A multi disciplinary team approach was adopted to
clarify the needs of the individual patient and create
a defined and negotiated plan of weaning.

J From a process of defining the weaning population we
developed interactions at various time points with the
aim of limiting the duration of ventilation. This included
the pre operative phase where a tool was created to
predict potential weaning candidates in order to
optimise specific care from the peri operative period on
wards.

J The focus was concentrated on the individual patient
through a process of negotiated goals, advanced
methods of communication, establishing daily
routines as close to their home life as possible and
involving family and friends. Patients are followed
up post discharge. This provides continued support
for them and their families and has provided us with
useful information to inform our practice.

o The CICU environment has been ameliorated with
research based art works and ambient music to r
educe the patient’s level of stress.

J An educational programme was developed to increase
knowledge and awareness of the complexity of
weaning from long-term ventilation.

Results and Implications

A database was created to monitor the weaning process and the pa-
tient’s response. Early results have indicated that ventilation times
have been reduced since the introduction of the new approach. By
analysis of further data and through follow up interviews we hope
to refine the process in a positive way for both the patient’s experi-
ence and the duration of weaning.
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Background

Over the past decade, nurse-directed protocolised-weaning has
been evaluated by measuring its impact on patient outcomes
(Kollef et al. 1997, Marelich et al. 2000). However the impact on
nursing practice has been largely ignored.

Aim

To determine the change in ICU nurses’ perceptions, satisfaction,
knowledge and attitudes following the introduction of nurse-di-
rected weaning. Additionally, views were obtained on how useful
protocolised-weaning was to their practice.

Methods

The sample comprised nurses working in general ICUs in 3 uni-
versity-affiliated hospitals. Nurse-directed protocolised-weaning
was implemented in 1 ICU, while 2 ICUs continued with usual
doctor-led practice. Nurses’ perceptions, satisfaction, knowledge
and attitudes were measured at baseline (phase 1, March 2002)
and after the implementation of nurse-directed weaning (phase 2,
November 2003).

Results

Response rates were 79% (n=140) for phase 1 and 62% (n=132)
for phase 2. Using regression-based analyses, changes from base-
line were not significantly different between the 2 groups. During
the study period, 69 nurses responded to phase 1 and 2 question-
naires. In the intervention group, these nurses scored their mean
perceived level of knowledge higher in phase 2 (6.39 v 7.17,
p=0.01); other changes were not significant. In the control group
there were significant changes for these nurses in role perception
(4.41 v 4.22, p=0.01), perceived knowledge (6.03 v 6.63, p=0.04),
awareness of weaning plans (6.09 v 7.06, p=0.01) and satisfaction
with communication (5.28 v 6.19, p=0.01). The intervention group
found protocolised weaning useful in their practice (75%): this was
scored significantly higher by junior and senior nurses than middle
grade nurses (p=0.02).

Conclusion

We conclude that implementing nurse-directed protocolised-
weaning had no effect on nursing practice. A likely reason was the
high level of satisfaction which encouraged nurses’ participation
in weaning throughout. Control group changes are attributed to a
‘reactive effect’ from being study participants. Weaning protocols
provide a uniform method of weaning practice and are particularly
beneficial in providing safe guidance for junior staff.
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The development of guidelines for nursing patients in a
prone position in an Australian intensive care unit.
Jennifer Rochow and Rebecca Vanderheide FRCNA, School of
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E-mail: jennywickham@optusnet.com.au or
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Background

Annually in Australia Adult Respiratory Distress Syndrome (ARDS)
develops in approximately 8 cases per 100,000 people (Breiburg
et al, 2000). Prone positioning is a technique that has been used
to improve respiratory function in the management of patients
with ARDS. Despite the benefits, potential complications such as
peripheral nerve injury, decubitus ulcers and orbital compression
may occur (Harcombe, 2004). Critical care nurses have demon-
strated reluctance to position patients prone due to the potential
risks and issues of increased workload (Leonet et al, 2002). Prone
positioning is used for a small number of patients at the Canberra
Hospital although no guidelines for this practice had previously
been developed.

Aim

The aim of this project is to develop and implement comprehen-
sive clinical nursing guidelines for the prone positioning of patients
in the Canberra Hospital Intensive Care Unit that are underpinned
by current research.

Results

The guidelines have been developed after an extensive literature
review and telephone survey of existing guidelines utilised in eight
major metropolitan hospitals. Only two hospitals in that group
were currently using guidelines. An important component to the
development of clinical guidelines is a thorough education process
including evaluation to ensure adoption of the guidelines by clini-
cians (Ball et al, 2001). Education sessions for clinicians working
in ICU have been implemented and evaluated using pre and post
session surveys.

Implications:

Patients nursed in the prone position may be at risk of complica-
tions. Nursing research has highlighted the need for guidelines to
assist critical care nurses in managing patients undergoing this pro-
cedure (Ball, 2001; Harcombe, 2004). The development and im-
plementation of nursing guidelines has helped to standardise and
enhance the provision of care for the prone patient in the Canberra
ICU. In addition, the guidelines are being utilised in postgraduate
and staff development critical care education.
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SESSION: FAMILY CENTRED AND HOLISTIC CARE

To what extent are holitistic indices realised in intensive
care units?

Edyta Cudak — Banska RN MA1, Joanna Wisniewska RN MAZ2 ,
Danuta Dyk RN PhD'!

1Department of Anaesthesiological and Intensive Care Nursing,
Faculty of Health Sciences, Poznan University of Medical Scienc-
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Introduction

In holistic understanding, the patient is a bio-psychosocial entity.
The assumptions of holistic nursing care may be particularly dif-
ficult for realisation in the intensive therapy unit because of the se-
vere condition of patients and the high advancement of diagnostic
and therapeutic procedures.

Objective
The objective of the work was to evaluate in the what degree are
holistic nursing care indices realised in intensive therapy unit.

Materials and methods

The studied group included patients from three clinical ITUs. A
questionnaire was elaborated by the authors and it was addressed
to the patients. The indices were determined on the basis of avail-
able literature and the instrument was developed on the pattern of
the instrument of nursing care evaluation BOHIPSZO H. Lenarto-
wicz and QA Margo A. Halm Scale. The questionnaire of holistic
care consisted of 11 indices: recognition of bio-psychosocial needs
of patients, feeling of safety and comfort, communication ability,
autonomy and respect for patient’s dignity, empathy, support, self-
care, education and counselling, contact with family, dignified dy-
ing, therapy by environment. The determined indices have been
selected in such a way that in order to be able to say that the nurs-
ing care was a holistic one, all indices have to be met in the highest
degree (100%).

Results

The studied group included 45 patients. Indices which were met
in the highest degree included education and counselling — 100%,
then followed autonomy, respect for patient’s dignity — 99.5%,
support — 87.7% and contact with family — 81%. Empathy index
showed the lowest percentage — 57.9%. Insufficient was the con-
scious involvement in the world of the patient’s experiences, the
effort to imagine oneself in the patient’s situations, the proper in-
terpretation of the patient’s situation and practical implementa-
tion of that knowledge, the recognition of the bio-psychosocial
needs of the patients — 67.3%. Insufficient was also the keeping
records of nursing documentation or its availability, as well as the
recognition of the patient’s needs to communicate - 74.8%. There
were an unsatisfactory use of the consoling and protective hand
touch as an extra verbal form of communication, neglect of self-
care — 77.2%. There was an insufficient effort to try to find together
with the patient what he/she misses in the nursing care, or attempts
were neglected to involve the patient in his/her self-care. Not satis-
factory was the feeling of safety and comfort — 78.4%. Absence of

identification tags, noise and burdensome illumination in the sick
room were negatively estimated.

Conclusions

J The assumed indices of holistic care were not fulfilled
in the highest degree in any of studied unit.

. The developed research instrument requires a

validation process.

The anxiety level of the patients’ family having medical
treatment and mechanical ventilation support by the in-
tensive care unit

Fatma Basyigit Ucar, RN Ms*, Deniz Selimen, RN PhD**
*Marmara University Hospital, Istanbul, Turkey; **Marmara Uni-
versity School of Nursing, Istanbul, Turkey

E-mail: dselimen@marmara.edu.tr

Aim

Mechanical ventilation means to maintain adequate respiratory
support by the help of machines called ventilators. Patients who
will take mechanical ventilation support are orotracheally, naso-
tracheally intubated or having tracheotomy canules. This situation
is sensed as a disaster not only by the patient but also by their
families. The psychological trauma risk of the patient and the fam-
ily increases because of the patients being sedatized, unconscious
and the other negative effects of intensive care unit.

Materials and Methods

This study is planned as descriptive and analytic to find the anxiety
level of the families whose patients are having mechanical ventila-
tion support in the intensive care unit. We studied the families of
300 patients having mechanical ventilation support in “stanbul Uni-
versity Medical Faculty Hospital, stanbul University Cerrahpa a
Medical Faculty Hospital and Marmara University Hospital inten-
sive care units between the years of 2001 to 2003.

While collecting the data; 51 questions were planned by the
researcher according to the literature, Speilberg’s State and Trait
Anxiety Inventory which is proved valid and reliable by Oner and
was analysed by using standard deviation test, mean, t-test, uni-
variant analysis and internal consistency coefficient.

Results

At the end of our study, we concluded that patient families’ anxiety
states are moderate, mechanical ventilation treatment doesn’t cre-
ate a difference over the anxiety state, intensive care unit stress
factors and family needs create a significant difference over the
anxiety states.
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Communication experiences with intubated patients in
ICU

Ayla Yava, Aynur Koyuncu, Giilhane Military Medical Academy
School of Nursing, Ankara, Turkey

E-mail: aycosel@yahoo.com

The objective of Cardiac surgery is to increase lifetime as well
as to improve quality of life. Reaching this goal is only possible
by enabling a good communication between the nurse, patients
and families. Those patients who seem not to react are disposed
to stresses originating from the surgery and intensive care unit in
real. Patients who are implemented mechanical ventilation loose
their communicational skills besides motion and privacy. We use
communication cards and body signs besides touching techniques,
inform patient and families. Ours purpose is to share communica-
tional experiences by giving various examples of our own.

WORKSHOP: EVIDENCE-BASED NURSING

Evidence-Based Nursing in critical care settings

Erik de Laat, RN, MSc, PhD cand., Health Care Staff Office, Rad-
boud University Nijmegen Medical Centre, Nijmegen, The Neth-
erlands

E-mail: e.delaat@zorg.umcn.nl

In spite of the fact that most professional nurses believe that evi-
dence based nursing results in better quality of care, there is still
a gap between the results of research in the literature and the use
of these results in daily practice. This discrepancy can be solved
by using a systematic research utilization process. Research uti-
lization is transferring research findings to nursing practice. The
process can be carried out by individual nurses, groups of nurses
working together to solve problems, by interdisciplinary teams,
and by institutions and organizations seeking to make system-wide
improvements in care outcomes.

After this interactive session participants will be acquainted with

o identifying a practice problem that needs solving and
assessment of research base

o formulating a research question to search electronic
literature databases

o using electronic literature databases (Pubmed /
Medline / CINAHL)

o assessing an article on its scientific merits

o utilizing results of research in practice

SESSION: SEPSIS IN CRITICAL CARE

Managing severe sepsis across the life continuum

Peter Pickkers, Senior Consultant, Radboud University Nijmegen
Medical Centre, Nijmegen, The Netherlands

E-mail: P.Pickkers@ic.umcn.nl

Although aged patients are less likely to develop fever and Leuco-
cytosis, older septic patients have a higher mortality compared to
younger patients. Apart from lifestyle factors and co-morbidities,
ageing is associated with decreased resistance to bacterial infec-
tions and concomitant increased circulating levels of inflammatory
cytokines. The mechanism and clinical consequences of age-de-

pendent changes in immunity will be presented.
SESSION: TRAUMATOLOGY

Surviving the intensive care department after a trauma:
A survey of the perception of trauma patients during the
intensive care period

G.J.A. Bloo, Intensive care department /Trauma Centrum Oost, St.
Radboudziekenhuis, Nijmegen, The Netherlands

E-mail: g.bloo@caiocb.umcn.nl

Introduction

Nursing care to trauma patients on an intensive care department
is usually given based on intuition, on regular basis, and from the
perspective of the health care professional.

Little knowledge is based on research. A literature study showed
that little exploration on this subject is done.

Purpose

The purpose of this study was to describe the perception of trauma
patients during their stay on the intensive care, to generate knowl-
edge about the reality perceived by the trauma patients. Knowl-
edge about this perception gives the opportunity to nurses to sup-
port the patient with his problems, to stimulate his strength, and
offer solutions which proved their efficacy to other patients. The
central question was. What experiences a trauma patient during his
stay on the intensive care

Method
Thirteen man and five women who required intensive nursing care
after serious injury have been interviewed during or very shortly
after their stay on the intensive care. Semi structured interviews
and observations are used as a method to gain data for this qualita-
tive study.

Data-analysis

The interviews are recorded on tape and transcribed literal. The
interviews are read and coded. Detailed coding is done with Win-
max. After five ten and fifteen interviews the structure is remod-
elled. Again the interviews are reviewed with the new structure.
Peer debriefing, method triangulation, keeping up with a journal,
is used as a validation and reliability method. At last the reliability
of the interpretation is reviewed by another researcher.

Results

The perception of a trauma patient on the intensive care is de-
scribed. It shows us, awakening, the meaning of the trauma, the
perceived problems, coping strategies, and feelings and emotions
of trauma patients, function of family, and the perception of the
nursing care.

Conclusions

J The trauma has a huge impact on body and psyche of
the trauma patient.

J Attention of the HCP’s is especially focused on physical

surviving. Patients experience a lack of attention for
the psychological impact

J The trauma patient needs emotional support and rest.
The intensi—ve care environment doesn’t offer this to
trauma patients.

J Nursing care interventions within the problem areas
of pain, sleep, loss of memory, respiratory treatment
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and communication have little or no effect and/ or are
not well effectuated.

J These interventions should be evaluated again and
new ones must be designed.
J Family and friends can offer emotional support to

trauma patients. Nurses cannot, because they do
threatening interventions to patients.

Nursing care for patients with multiple trauma

Antonio Curcuruto, Gerardo Fortino, Critical Area Department
ASL SA 1S.C.O. Nocera Inferiore, Italy

E-mail: carmenemail@libero.it

Aim

The central role of the emergency nurse in managing poly-trau-
matised patients from admission to the ward or operating room
discussed, by evaluating statistical data on hospital admissions.

Method

The study was carried out on 105 patients admitted to the Emer-
gency of Hospital “Umberto I” in Nocera Inferiore (SA) with seri-
ous trauma, red code, from January to December 2004. The type
and duration of diagnostics per patient, and the total permanence
in the Emergency room have been considered. The Injury Sever-
ity Score (ISS) correlation with mortality of patients was evaluated
by means of the ROC curve analysis. Statistics were evaluated by
the T-student test, and survival curve by the Kaplan-Meier method.
Values with p < 0.05 were only considered.

Results

Age: 43.1 + 20.7 years. Basic diagnostics per patient: abdomen
ecography, thorax and pelvis radiograph, cranium-thorax-abdo-
men CAT, with rachis global evaluation. Traumas categories were
found to be: 39% multiple-traumas with cranium trauma, 25%
cranium trauma only, 23% multiple-traumas without cranium or
thorax trauma, 8% simple traumas affecting one body section, 6%
thorax traumas only. Thorax drainage was applied in 6% events.
Duration of permanence in Emergency: 133.78 + 85.30 min. Time
elapsed from admission to: abdomen ecography, 9.98 + 10.09 min;
thorax and pelvis radiograph, 17.59 + 12.16 min. CAT duration
39.61 min. ISS 30.64 + 13.01. Mortality after 28 days: 19% (most
within first 10 days). ROC analysis proved an elevated correlation
between ISS and mortality.

Conclusions

Those presenting with multiple trauma to the Emergency must be
supported in their most critical stage. The ISS far greater than 15
indicates the severity of traumas, hence the Emergency Nurse is
called to the maximum knowledge and skill for the accurate ap-
plication of operating procedures and protocols. 10% of patients
deceased within 24 h from the trauma, to confirm how critical
diagnosis and therapies provided in the first hours are.
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Centralization criteria for major trauma: validity in the
attribution of the triage code and for the activation of the
trauma team in an urban Il Level Emergency Department
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Aim

The American College of Surgeons recommend centralization of
trauma patients on the basis of clinical criteria (CC) and of mecha-
nism of injury(MI). It's been hypothesized that the trauma patients
centralized because of Ml have a poor correlation with the pres-
ence of serious lesions and therefore that the activation of the trau-
ma team is not always necessary as well as the attribution of the
highest level of access priority.

Methods

Centralization criteria has been compared in a retrospective ob-
servational research using the data drawn by medical and nursing
case history of trauma patients admitted to the Il level ED of Care-
ggi Hospital (Florence — Italy) in 2004. The outcomes have been
classified as major (admission to ICU, operating room or death)
and as minor (admission to medical or surgical ward, transfer to the
orthopedic first aid unit, discharge, admission refusal)

Results

The data from 505 trauma patients treated in the emergency room
has been analyzed; 31 have been discarded for lack of data. Of 474
cases, 265 (56%) have been centralized on the basis of the Ml, 205
(43%) because CC. In the group of the MI 53 cases did not report
the mechanism description. 156 (76%) of the cases centralized for
CC had major outcome against only 22 (8%) of the cases central-
ized for MI (Odds Ratio 35,2; 95%Cl 20,4 - 60,4; p<0,001). The
patients’ odds centralized for CC and of MI relatively to the ma-
jor outcome are respectively 3,1837 (95%Cl 2,3127- 4,3826)and
0,0995 (95%ClI 0,0645—0,1538)

Conclusions

Further studies are necessary to demonstrate the actual validity of
the MI criteria for the centralization of trauma patients yet on the
basis of the research findings it can be assumed that the majority
of these patients don't need intensive and immediate care and a
secondary triage can be useful for the patients centralized for Ml in
order to avoid inappropriate activations of the trauma team.
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SESSION: FAMILY WITNESSED RESUSCITATION

A European survey of critical care nurses attitudes and
experiences of having family members present during
cardiopulmonary resuscitation
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Introduction

The issue of whether or not family members should be present
during cardiopulmonary resuscitation (CPR) of a relative is a topic
that is highly controversial. Proponents argue that distressed fam-
ily members should not be denied the opportunity to be with their
loved ones during their last moments; being present provides emo-
tional comfort and bonding, helps to reduce the period of grieving
and provides closure to a life of shared experiences, and research
evidence indicates that family members suffer no adverse psycho-
logical effects from being present during CPR. The contrary view
centres upon the possible traumatic, distressing and haunting con-
sequences that might occur for those who are present during CPR,
and the effect that the presence of relatives might have on profes-
sional conduct.

Objectives

The purpose of this study was to survey the experiences and at-
titudes of European critical care nurses to the presence of family
members during (CPR).

Methods

A convenience sample of critical care nurses who attended the
first conference of the European federation of Critical Care Nursing
associations, held in Paris, France in May 2002 were invited to par-
ticipate in this study. A survey questionnaire, developed from the
literature, was distributed to all delegates attending the conference.
It contained three sections: biographical information; questions
concerning nurses’ actual experiences of family presence; and
thirty questions (sub-divided into three parts: i) decision-making,
ii) process, and iii) outcomes of CPR) concerning nurses’ attitudes
to family presence during resuscitation.

Results

124 questionnaires were entered into the analysis. Generally,
nurses from mainland Europe had less experience and were more
unsure about the consequences of relatives witnessing resuscita-
tion than UK nurses. Most nurses supported the presence of family
members, although UK nurses held significantly more positive atti-
tudes than their non-UK counterparts in the areas of decision-mak-
ing, processes and outcomes of resuscitation.

Conclusions

Experience and attitudes of critical care nurses vary from country
to country and, on the basis of results from this study, it is recom-
mended that further European policy guidance is required.

Family presence during CPR: A study of the experiences
and opinions of Turkish critical care nurses

Aysel Badir, Assistant Professor*, D. Sepit**

*Koc University School of Health Sciences, Istanbul, Turkey

**Koc University School of Health Sciences Semahat Arsel Nursing
Education and Research Center, Istanbul, Turkey.

E-mail: abadir@ku.edu.tr

Aim

The concern over family-witnessed resuscitation, which is a fre-
quent topic of debate in other countries, there is no report or pub-
lished study regarding family member presence during CPR in Tur-
key. The aim of this descriptive study is determine the experiences
and opinions of Turkish critical care nurses about family presence

during resuscitation and is to bring this topic into the critical care
in Turkey.

Methods

Study population consisted of critical care nursing staff at four hos-
pitals affiliated with the Ministry of Health, three hospitals affiliated
with universities and three hospitals affiliated with Social Security
Agency. A total of 409 eligible critical care nurses were surveyed.
Forty-nine refused to participate, 55 were on leave, and 27 failed
to complete the questionnaires correctly. Overall, the response rate
was 68 % of the targeted sample (N=278). Data were gathered us-
ing a questionnaire that consisted of 43 items.

Results

None of the hospitals that participated in this study had a protocol
or policy regarding the family witnessed resuscitation. More than
half of the sample population had no experienced of family pres-
ence during CPR. None of the respondents had ever invited family
members to the resuscitation room. A majority of the nurses did
not agree that it was necessary for family members to be with their
patient and did not want family members in resuscitation room. In
addition, most of the nurses were concerned about the violation of
patient confidentiality, had concerns that untrained family mem-
bers would not understand CPR treatments, would consider them
offensive and thereby argue with the resuscitation team. The nurses
expressed their concern that witnessing resuscitation would cause
long lasting adverse emotional effects on the family members.

Conclusion

On the basis of results from this study, critical care nurses in Turkey
are not familiar with the concept of the presence of family mem-
ber during CPR. In view of increasing evidence from international
studies about the value of family presence during CPR we recom-
mend educational program about this issue and policy changes are
required within the hospitals to enhance critical care in Turkey.
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Aim

There is abundant literature on the positive effects on relatives of
witnessing the attempted resuscitation of a loved-one. However
witnessed resuscitation is still not always applied in practise and
there are no Italian studies on this area of practice. The purpose
of our study was to examine relatives and healthcare staff opinion
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about this practice.

Methods

We conducted a descriptive qualitative study (Relatives Admis-
sion During Cardiopulmonary Resuscitation). A questionnaire was
given to relatives of all patients admitted between June 2002 to
July 2002 to our Emergency and Intensive Care Departments. An-
other questionnaire was given to all medical and nursing staff of
the same departments.

Results

360 questionnaires have been examined (230 from relatives and
145 from healthcare professionals). The majority of healthcare staff,
were not in favour of witnessed resuscitation (80.7%, p<0.05) be-
cause they believed relatives would have a negative influence on
patient management. In contrast the majority of relatives (70.2%,
p<0.05) stated that they would like to be present during resuscita-
tion procedures and they perceive this option as their right.
Conclusions

From this study, despite his limitations three topics emerge: Ital-
ian health care staff and relatives feeling don’t agree on witnessed
resuscitation; Italian health care staff probably need to modify
their attitude toward this topic. Further national and international
studies are necessary; we propose a European study which could
be coordinated by EFCCNA, to provide some insight on different
approach about relatives presence during resuscitation in the Euro-
pean countries and can develop practice guidelines in this area.
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SESSION: MANAGING RISK IN CRITICAL CARE

Critical Incident Reporting - a chance to learn
Irene Harth, RN, FIP Univ.-Children’s Hospital Mainz, Germany
E-mail: iharth@onlinehome.de

Patient safety as an essential sign of care quality has moved into
the focus of interest of all health care providers. Reducing mishaps
from medical management has become a central effort to improve
quality and lower costs in health care. One method in the safety
concept is system analysis. This concept indicates failures in the
whole system to be reponsible for many of the events occuring in
health care.

There are many factors — not only the human risk factor - which
contribute to a medical error and each must be dealt with to pro-
vide patients with the utmost safety.

Critical Incident Reporting as an element of risk management is
a method to reach this goal and it involves the identification of
preventable events, reported by personnel directly involved in the
process. The following case analysis will lead to the proposal of

changes to avoid future similar events.

A principle condition if one wants to learn from incidents is the
change from a culture of blame to an open safety culture, where
mistakes are seen as a chance to improve processes. But although
there are obvious benefits of critical incident reporting most hos-
pital reporting systems fail to capture the majority of errors and
near misses. There are still some long lasting misconceptions and
scepticism against the system.

This lecture shows up the basic conditions for a successfully run-
ning incident reporting system and tries to find an answer to the
question why these systems are still not really accepted among the
health care professionals.

Reporting adverse events in ICU: a collaborative safety
reporting system (RS) in four intensive care units

G. Domenighetti1, A. Arosio, G. Penati RN2, F. Barazzoni, R.
Malacrida, A. Pagnamenta, A. Perren, Y. Willems-Cavalli.

1 Ospedale Regionale Cantone Ticino, Switzerland; 2 Registered
Nurse, Intensiv Care ,Alessandra Arosio, Ente Ospedaliero Canto-
nale, Ticino, Switzerland.

E-mail: guido.domenighetti@eoc.ch

Background and methodology

Data from the USA demonstrate that many deaths are annually
reported from medical errors and that about 17% of ICU patients
suffer serious adverse events. To improve safety, identify threats and
hold hospitals accountable for safe practices, new methods such
as internal reporting systems recognizing and preventing hazards
are needed. However, few institutions or units are currently de-
veloping plans for reporting errors. We therefore developed and
implemented a nonpunitive, spontaneous and patient-confidential
incident RS in our multi-site hospital ICUs (33 beds; 3021 patients
admitted in 2003; 9295 patient days/yr) of the Ente Ospedaliero
Cantonale of Canton Ticino, mainly aiming to analyze factors from
reports that contribute to incidents and use this knowledge to im-
prove patient safety.

Results

During the first 6 months, 584 reports (nurse: 80%; doctor: 19%;
others: 1%) have been irregularly submitted, mostly in very se-
verely (61%) or severely (29%) ill patients.45% of reports have
been recorded by eyewitnesses. The respiratory and cardiovascular
systems accounted for 51% of submitted events and for the most
reported errors during invasive procedures, while among the non-
invasive procedures, medication and communication errors were
the most reported events (34.7%, respectively 30.8%). Concerning
medication errors, a wrong dosage in function of time and a wrong
starting medical prescription (24.6% respectively 22%) were the
most reported errors.9% of the incidents occurred during transport
outside the ICU and 29% during week-end days.

Conclusions

The RS works, with the nurses completing most of the reports in
spite of personal motivation barriers. Common types of errors are
slips and lapses, guidelines not being followed and high incidence
of communication and medication errors. Future directions should
focus on understanding barriers to reporting, developing and im-
plementing data-managing systems and preventive expert analy-
sis combined with evidence-based initiatives to improve patient
safety.
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The development of an inter/intra hospital transfer course
for the critically ill adult patient in south east England.
Tim Collins and Karen Lumsden, Adult Nursing Studies, Canter-
bury Christ Church University College, North Holmes Rd, Canter-
bury, Kent, UK.

E-mail: tjc7@canterbury.ac.uk or kel8@canterbury.ac.uk

Aims of the presentation

J Discuss the reasons why this course was devised and
necessary according to published evidence and the
service need in South East England

J Present the syllabus and content of the course and how
it relates to inter/intra hospital transfer.

J Discuss ho

J w the course was taught, delivered and assessed in
both the classroom and practical environment.

J Present candidates evaluation findings for the course

and discuss how the course aimed to enhance critical
care practice.

Abstract

It is estimated that in excess of 11,000 critically ill patients are
transferred in the UK per year and this figure is increasing (ICS
2002). Hospitals are also transferring critically ill patients internally
on a daily basis between different departments, however staff may
be unaware of the complications that may occur during intra hos-
pital transfer (Martin 2001). The UK Intensive Care Society (ICS)
(2002) state that critically ill patients requiring transfer are often
managed by inexperienced staff who have either received little
or no training in transferring patients. The ICS (2002) states that
courses for transferring critically ill patients should be developed
so that staff have the knowledge and experience to undertake safe
transfers. Currently in the South East of England there is consider-
able reconfiguration of acute services between different hospitals
which means an increase in the number of inter hospital transfers.
Due to reconfiguration of services and the evidence highlighting
practitioners’ deficits in transfer skills and knowledge, it was de-
cided to devise a course to address these issues.

This oral presentation aims to show the development, content,
delivery and evaluation of this new multi-professional transfer
course. The presentation will focus upon the content of the course,
relating to stabilisation strategies, methods of transfer, physiologi-
cal effects of transfer, monitoring and assessment, communication,
equipment failure, ambulance equipment, patient deterioration in
transit, care of ventilated patient, legal and ethical issues in transfer
and specialist transfer for specific conditions e.g. burns. The pre-
sentation will discuss how these sessions were taught using both
classroom teaching and practical simulated scenarios in a clinical
skills laboratory. The course has also been developed in collabo-
ration with Kent Air Ambulance Trust and Kent Ambulance NHS
Trust who participate in the teaching of aeromedical transfer and
land transfer.

The course is assessed by practice learning outcomes related to
transfer and a practical examination. Following successful com-
pletion of the course staff are awarded 15 academic credits which
can be put towards a post-registration degree. The presentation
will portray the evaluation results from practitioner’s who have un-
dertaken the course which demonstrated that skills and knowledge
of hospital transfer significantly improved. The session will also
analyse the difficulties of devising and running the course within
the South East of England.
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Continuing stroke and a nursing intervention to deal
with it

D. Theofanidis, M. Papadopoulou?,

1 TAP-OTE, Thessaloniki, Greece, lerosolimon 21, Klamaria, Thes-
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2 Papanikolaoy Hospital, Thessaloniki, Greece.

E-mail: dimitrisnoni@yahoo.gr

Background

Stroke is the third commonest cause of death in Western societies,
but the first reason for disability with a heavy financial burden on
individuals, families and the health systems. Nearly one third of all
strokes will worsen in the first 72 hours. Progressing stroke is a well
established condition which has been described as continuous de-
terioration of the patient’s neurological condition which is due to
either non reversible reasons (brain herniation, extensive hemor-
rhage, extensive brain oedema) or possibly reversible (hypoxia,
arrhythmia, blood glucose shifts).

Presentation objectives

Stroke patients should be treated in stroke units which have been
shown to be effective in producing better outcomes. However,
stroke units do not exist in most countries due to lack of funding or
expert personnel. Yet, the principles of stroke units can be exported
to medical wards or wherever else strokes are treated. This would
be a good compromise between purpose (better outcomes) and
means (existing wards and personnel).

Presentation content

Progressing stroke could be detected and treated during hospital-
ization by the use of a close Nursing Monitoring System (part of an
Integrated Pathway for stroke) which is based on the Scandinavian
Stroke Scale and the Glasgow Coma Scale plus routine nursing
observations such as blood pressure, temperature, pulse and O2
saturation, in an organized, timely manner with clear instructions
on what to do if any of these is abnormal.

Conclusions

It is now widely accepted that the use of structured paths by spe-
cialized nursing staff is a key factor for securing improved out-
comes for our patients.
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The usefulness and effectivity of a new electrocardiogra-
phy belt in taking electrocardiograghy
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Background

Reliable technological devices reduces the repetitions, gains more
time and provides more reliable measurements with physiological
variable(1,2).

Aim
We aimed to investigate the effectivity of electrocardiography belt
which was used to take electrocardiography (ECG).

Methods

The research was designed prospectively. The patients were re-
ferred to Coronary Care Unit of GMMA (Giilhane Military Medi-
cine Academy). Two electrocardiographies were taken in the same
patient using two different technique. The first ECG was taken by
a classical electrode method with 12-seperate leads, including 6-
separate chest derivate; the other was taken by a new technique,
electrocardiography belt. This belt (Topuz Apron, Israel) includes
only 6 chest derivates in association with extremity leads. The con-
trol group comprised of the results of ECG taken by the classical
technique whereas the study group consists of the results of ECG
taken with the ECG belt. The study was performed from October
1st to December 30th and included totally 50 patients.

Results

Thirty-three patients (%66) included in the study are male; 17 (%34)
of them are female. Of male patients, 28(%85) have chest hair.
There were 7 (%14) mistaken ECG in the control group as a result
of displacement of electrodes. All mistaken ECGs were repeated.
There was no mistaken ECG in the study group. The average time
for ECG taken with conventional electrod method was 3.0+0 min
whereas the average time for the ECG taken with the ECG belt was
1.0£0.3min. There was a meaningful difference between two data
(p<0.05). Thirty-nine patients (%78) were irritated because of gel
while taking ECG with classical method. Forty-nine patients (%98)
revealed that they prefer taking electrocardiography with ECG belt.
According to the patients, reasons of this preference were shorter
time and no usage of gel.

Conclusion

Usage of ECG belt reduces time spent for ECG taking, prevents
mistaken ECG and the irritability of gel. Also, shave of chest hair is
unnecessary while taking ECG with belt.
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Educational needs of nurse managers in Greece

Maria Batsolaki, Nick A. Bakalis, Panagiotis Anagnostou MSc,
School of Nursing, A.T.E.I., Patras, Patra, Greece.

E-mail: batsolaki@teipat.gr

Aims
The aim of the study was to identify the educational needs of

nurse managers, specifically what a nurse executive would need
to know. So that the program in nursing administration might be
reshaped. The curriculum should clearly reflect the competencies
that are necessary for today’s practising nurse executive. This study
also highlights the scope of responsibility and the essential skills of
the nurse executive.

Method

Questionnaire was used as a method of data collection. A scale
from 1 to 5 estimated each question. The sample (n=100) was nurse
managers from 29 large General Hospitals of the National Health
System in Greece (10 hospitals in Athens, 4 in Thessalonica, and
15 in other cities). Nurse managers were classified in seven groups
according to their personal and professional characteristics. Chi
square analysis was employed to analyse the results.

Results

The study found that:

J Nurse administrators were poorly prepared as managers
(for example, their responsibilities are “limited” in the
hospital, and they did not have the ability to plan
nursing budgeting)

J Management preparation was not in balance with
nursing knowledge

J Nurse managers who had undertaken a post-registration
course, were willing to obtain further management
education

J Nurse managers who had not undertaken any

post-registration course, were not interested in
further management education

J Nurse managers need further knowledge in planning,
organising, communicating, financial budgeting
and marketing, in order to work effectively.

Conclusion

Nurse managers in Greece need to obtain further management
knowledge. Consequently, curriculum might be enriched in man-
agement courses.

Administration of solid oral drugs via gastric tube

S. Niccoli RN, A. Bencivinni RN, G. Chini MD, U.O. Rianimazi-
one e Terapia Intensiva, Ospedale Nuovo del Mugello, Viale della
Resistenza, Borgo San Lorenzo (Fl), ASL 10 Firenze, Italy.

E-mail: rtimugello@asf.toscana.it

Introduction

In hospital it is normal practice to crush up solid drugs to be sub-
mitted via gastric tube after their dilution in water. This practice is
not always correct as there are moments when it does not guaran-
tee an effective therapy. Considering and wishing to revise this, we
compiled a Guide together with our Head Pharmacologist

The majority of patients admitted to ICU have a gastric tube for
enteral nutrition, oral drug administration or the draining of gastric
juices. It is not always possible for patients to swallow oral drugs
and nurses are obliged to crush them up before administration.
Due to different pharmaco-tecnical features this is not always cor-
rect practice. We carried out an initial search of the oral drugs
which are most prescribed by doctors, going on to list the drugs
which can or cannot be crushed. When in doubt we consulted
our Head Pharmacologist. We emphasised the recommendations
drawn up from international literature.
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Objectives

1. To guarantee a correct administration of these drugs together
with their rapid efficacy

2. Compile a Guide together with the Hospital Pharmacy of drugs
administered via entero-gastric tube listed in the official Pharmacy
Handbook of Drugs.

Method
Reading of all explanatory sheets of the most commonly employed
drugs in our ICU. When in doubt we consulted our Head Pharma-
cologist.

Results

Elaboration of a Table of Drugs which can or cannot be crushed up.
We found that about 15% of commonly employed drugs cannot be
crushed up.
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The “sandwich” medication: a new method to prevent
central venous catheter infections: A randomized trial

B. Fiorese, M. Benoni, S. Zecchina, C. Premoli, E. Bertocchi, N.
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Aims

80% of central venous catheter (CVC) infections starts from skin
pathogens. Excessive CVC manipulations increase risk to develop
catheter-related bloodstream infections (CRBSIs). We evaluated 2
different medication methods: on one hand, the catheter was kept
apart from skin by including it between 2 transparent sheets, so
that the insertion site remained the only point of contact of CVC
with the skin; the casing remained always closed for all the cathe-
ter’s life (“Sandwich” medication). On the other hand, we adopted
traditional type of medication, in which the CVC remained on the
skin surface and it was covered by a single transparent sheet; the
medication was opened and the insertion site disinfected every 48
hours (“Flat” medication).

Methods and outcomes

Clinical, prospective, randomized trial in adult ICU patients, who
received bilumen 7 Fr. central venous catheters in subclavian or
jugular internal vein, from March 2001 to June 2004. Primary out-
come was infected catheters number/1000 days of catheterization;
secondary outcomes were: CRBSIs/1000 days of catheterization,
skin colonization around the insertion site, catheters’ number, med-
ications’ number, length of CVC in site, length of antibiotic therapy,
length of ICU hospitalization, mortality at 14 and 28 days.

Results

The 152 patients randomized (81 in the “Sandwich” group, 71 in
the “Flat” group) received respectively 100 and 87 catheters. There
were no differences in all considered outcomes between the two
groups, except for the number of medications made: 1,65 medica-
tions/catheter the “Sandwich” group versus 4,38 the “Flat” group.

Conclusion

“Sandwich” medication is a safe and efficient method of CVC’ s
management; it consents a reduction in nursing time, contributing
to the cutting of critical patients for health expenses.

Welcoming and supporting student nurses to ICU: An ini-
tiative of one French hospital

Marie-Odile Houde, Cadre de santé Réanimation Polyvalente,
Centre Hospitalier, Soissons Cedex, France

E-mail: houdemarie@aol.com

Proposed presentation

In this discussion, the introduction and supervisory support for stu-
dent nurses in a multi-purpose intensive-care unit (ICU) was de-
veloped. A team of nurses of the adult ICU of Soissons (France)
reviewed the welcoming and supervisory resources of nursing stu-
dents on placement. For that we used quality tools (brainstorming,
diagram of Ishikawa), created a booklet and evaluated its contribu-
tion for student learning.

Discussion

The evaluation describes the introduction of students to the unit,
supervision, the assessment of a training course, the benefits, the
proposals for an improvement, and the contributions of the book-
let.

Outreach: A programme for early recognition and treat-
ment of critically ill patients in a university, secondary
and tertiary hospital

Gerrit J.A. Bloo, Hans van der Hoeven. CAIO, UMC St Radboud,
Nijmegen, The Netherlands

E-mail: g.bloo@caioch.umcn.nl

Background

The early identification of patients with potential early organ failure
is the key in preventing admission or readmission to a critical care
facility. The primary goal of the Outreach project is to ensure that
all patients with threatening organ failure receive appropriate and
timely treatment in a suitable area.

Aims:

The aims of the study are to determine whether the introduction of
an intensive care unit based medical emergency team, respond-
ing to hospital wide preset criteria of physiologic instability, will
decrease the number of predefined Serious Adverse Events (SAE’s)
and to study the effects on quality of life and costs in general sur-
gery patients.

Method

A multi centre longitudinal intervention trial with a before and after
design in a university hospital, and a secondary and a tertiary hos-
pital. The intervention consisted of three parts: 1. The introduction
of a hospital wide intensive care unit based medical emergency
team to evaluate and treat patients deemed at risk for developing
an adverse outcome. 2. Education and re-skilling of ward staff in
the recognition and basic management of patients developing a
critical illness. 3.The development of an intensive care (nurse and
physician staffed) consultancy service for general wards.
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Study population
The population for this study consists of patients undergoing major
general surgery with an admission stay more than 48 hours. It in-
cludes patients undergoing central or peripheral vascular surgery,
major oncological surgery, lung surgery major abdominal surgery
and trauma surgery.

Measurements and Outcome

In total 1500 patients will be included. (750 Patients in the before
period and 750 patients in the intervention period) In this period
the incidence of Serious Adverse Events, HRQoL Quality of life
EQ-5D and Patient-Centred Diaries, cost of care and cost of the
Outreach intervention will be measured.

Time schedule

Data collection starts 1 January 2006 and stops no later then three
months after the inclusion of 1500 patients or 1 march 2008. Final
report of the study will be in December 2008.

The role of the preceptor in developing strong critical
thinking and interpersonal skills

Elaine L Patalski MSN CRNP, Maria Rosaria Tarantino, Istituto
Mediterraneo per i Trapianti e Terapie ad Alta Specializzazione,
Palermo, Italy

E-mail: epatalski@ismett.edu

Background

MeTT is a multi-organ transplant and specialized therapies centre,
is a joint venture with two public hospitals of the Sicilian region
and the University of Pittsburgh Medical Centre (UPMC).  This
state-of-the art centre in Palermo has transferred medical technol-
ogy and training to the nursing workforce since the start of clinical
activity in 1999. As the clinical activity of the institution expanded
and with the opening of a new facility, the need increased for pre-
pared, experienced nurses trained in the UPMC nursing model of
transplant and specialized therapies.

Aim

In order to transfer technical knowledge to newly hired nursing
staff, a preceptor program patterned after the UPMC nursing model
was established. Experienced IsMeTT nursing personnel were se-
lected and trained to precept staff in developing critical thinking
and interpersonal skills.

Results

Classes for the development of preceptors were held for senior
nursing staff. After formal preparation, the preceptors were as-
signed to the new staff. The preceptor paired with the new hire,
spent from four to six weeks together on the clinical units, depend-
ing on the progress as evaluated by the preceptor. The preceptors
supported the development of the new staff by applying theory to
practice in the clinical area. The presentation will provide concrete
examples of precepting strategies to develop critical thinking and
interpersonal skills.

The preceptors reported satisfaction in this new role. The new
staff also reported satisfaction with the orientation process.
Implications

We learned that both the orientee and preceptor need ongoing
support from the management and Nursing Education Department.
Development of critical thinking is continuous learning and ap-
plication. After completion of the orientation period, the new staff
must receive continued support and reinforcement. In an environ-
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ment that promotes personal and professional growth of nurses, an
improvement in the quality of care is a realistic expectation.
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Intensive care unit protocol for the care of patients with
a hepatic transplant: Handling immediate post-operative
stage

Cabrejas A. University of Nursing, Service of Intensive Medicine,
University Hospital of Bellvitge, L'Hospitalet de Llobregat, Barce-
lona, Spain.

E-mail: alicia@lamalla.net

Introduction

The attention of nursing in the immediate postoperative stage of the
hepatic transplant is of complex magnitude due to physiological
alterations.

Aims
To anticipate, to identify and prevent additional complications,
including: haemorrhage, hypo-volaemia, thrombo-embolism, as-
piration, acute renal failure, electrolyte disorders and rejection of
transplanted organ.

To promote the well-being of the patient and to realize the con-
tribution of the family in detecting changes in the patient’s condi-
tion.

Methodology
Sequential description of the activities on the arrival of the patient
to the intensive care unit in relation to the patient with a live trans-

plant:

J Connection to mechanical ventilation, adjustment of
parameters and alarms.

J Monitoring of arterial pressure, cardiac frequency,
temperature, pulmonary arterial pressure, pulmonary
capillary pressure and alarms.

J Valuation of the level of conscience, psychomotor
responses, pupil reactions to light and response to
pain stimuli.

J To monitor gastric and fluid losses and replace as
necessary.

J Monitor venous central and peripheral accesses and
restore the pharmacological treatment and the
immunosuppressant.

J To place the patient in position semi-Fowler position.

J Support the family.

J Evaluate complementary tests.

Guidelines of performance

Description of the physiological alterations caused by the magni-
tude of the intervention and the later managing:

J cardiovascular system: high cardiac expense and

low peripheral resistance, arterial hypotension,

arterial hypertension. Respiratory system: unplanned
extubation.

renal system: acute/moderated renal failure post

J in postoperative evaluation hemofiltration/dialisys:
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- haematology: leucopoenia, thrombocytopenic, level.

The nursing education on the management of health care
waste

Yumiko Matsushita, Niigata College of Nursing, Japan.

E-mail: matsushi@niigata-cn.ac.jp

Background

Japan has many kinds of problems by health care wastes which are
not only individual matter such as infection accident by needle,
but also international problem such as illegal export for discard.
Although every year accidents related to health care waste occur,
nursing education concerning to health care waste has just get-
ting started. However, this study challenges the idea that nurses are
able to take on a new role for their adequate treatment.

Aim

The purpose was to identify educational content concerning health
care waste in Japanese nursing schools, and analyzing the results
could suggest the sense and importance to learn them in nursing
education.

Method

Questionnaires, each consisting of 27 items which related to the
treatment and problems of health care wastes, were sent to 303
nursing schools in all areas of Japan and 93 of them (30.7%) re-
turned completed questionnaires in June-September 2002. The
data were subjected to factor analyses (initial factor method, vari-
max rotation), and five factors with 20 items were identified.

Results and implications

Each factor was named with educational meaning, as follows: (1)
machinery and cooperation of the safety treatment, (2) outline of
health care wastes, (3) control of infectious wastes, (4) notice of
concern for the environment, (5) role as a person who disposes
of health care wastes. At present it is limited to treat these wastes
only by mechanical engineering, but there is not right stuff yet in
medical area. This study results show that it has already started to
learn about health care wastes systematically in nursing education
area. If we can promote the education, including both motivation
and training, we can establish a new waste management role in
the medical area.

Analysis of a case of cancer pain (total pain) according
with variable care complexity

Sandra Scalorbi, Brandoli Mara, Italian Red Cross School of Nurs-
ing “Princess of Piemonte” Bologna, Italy.

E-mail: marsegliam@aniarti.it

Background

The model for care complexity analysis considers the patient ac-
cording with three dimensions influencing one another; it lets,
through the definition of the needs, the determination of nursing
care necessities within the multiprofessional team.

Those dimensions are: health/illness condition; understanding
of the own necessities in relation to health/illness condition and
aware choice of the suitable behaviours; possibility to carry out
independently the actions and the behaviours to be undertaken.

Aim
To analyse the three dimensions, the patient’s needs, the contribu-
tion of nurses within the team, the characteristics of such contribu-

tion and the competences necessary in order to realize it.

This study refers to the current Italian nursing low: 739/94 (Pro-
fessional Profile), Ethical Code 12/5/99 and basic and post-basic
Nurse Education System.

Results

Pain is a critical element that interferes with the above dimensions.
The management of “physical” pain needs an elevated integration
of nurses with doctors. Specific/exclusive nursing activities are: to
warrant a correct application of diagnostic-therapeutic prescrip-
tions, monitoring of symptoms and side effects, pain and quality of
life evaluation. Comprehension/choice dimension: it is necessary
an elevated and exclusive relational and educational nursing com-
petence, for patient and family (“not physical” pain). Autonomy/
dependence dimension: the exclusive nursing activities are care
planning, formation/training and supervision of people that con-
tribute to satisfy patient’s needs. All these competences result from
basic and post-basic Nursing Education with a specific reference
to the palliative care.

Implications

The patient with pain has an elevated care complexity; multiprofes-
sional team work with health, social, psychological competences.
In this multiprofessional team nurses play a specific and important
role. Key elements are integration, care continuity and relation.
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Quality of life and burnout in critical and non-critical
care unit nurses

M. Kalafati1, T. Bellali, N. Kontodimopoulosz, D. Niakas?2
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Aim

Job-induced stress affects, according to the literature, the physi-
cal and mental well-being of hospital nursing staff and negatively
influences health-related quality of life (Bourbonnais et al 1998,
Olofsson et al 2003). The purpose of this study was to investigate
and compare these issues with respect to the workplace, more spe-
cifically Critical and non Critical Care Units.

Methods

The sample comprised of 347 Greek nurses of whom 198 worked
in Critical Care Units and 149 in non-Critical Care Units. Their
average age was 35.38 and 36.01 years respectively. Data collec-
tion was performed with two validated psychometric instruments,
namely the SF-36 Health Survey and the Maslach Burnout Inven-
tory (MBI). Correlation coefficients were computed to indicate the
strength and direction of existing relationships between variables
and parametric tests (t-test, ANOVA) were performed to ascertain
the statistical significance of the observed score differences.
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Results

For the whole sample, strong positive correlations (P<0.01) were
observed between MBI factors (emotional burnout, depersonaliza-
tion and lack of achievements) and SF-36 mental health scales,
i.e. mental health, role emotional, social functioning and vitality.
The physical health scales, i.e. physical functioning, role physical,
bodily pain and general health, demonstrated significant associa-
tions (P<0.01) only with emotional burnout. As expected, the nurs-
ing unit was not found to have a significant effect on either health
status or professional burnout since critical and non-critical care
nurses scored similarly on all scales.

Conclusion

The results confirm that physical and mental health of nurses is
affected by job-induced stress, but not by the specific units where
they work. Taking also into consideration the observed effects of
demographic and other factors on health-related quality of life, we
formulate proposals to prevent professional burnout at the indi-
vidual nurse level and also to cope with the issue in terms of policy
making.
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Model of intensive care nursing

AK Pyykko!, M HentinenZ, TI Ala-Kokko3, JJ Laurila3, M Finn-
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Aim

The aim of the study was to develop the model of intensive care
nursing (MICN), which describes patient’s and significant other’s
nursing and manpower resources.

Methods

MICN was developed in Oulu University Hospital’s intensive care
units (ICUs) for emergency and postoperative care and internal
medicine during 1997-2004. MICN was made compatible with the
ICU data system Centricity Critical Care Clinisoft, Deio Corp. (Hel-
sinki, Finland). The validity of the model was evaluated by analys-
ing patients (N=1464) data. The nursing manpower resources were
compared between the model and the Therapeutic Intervention
Scoring System (TISS) based on the patients data (N = 832).

Results

MICN includes nursing diagnoses of the changes in the patient’s vi-
tal functions (N = 16), the restrictions (N = 3) and experiences (N =
3) caused by the disease and its treatment and the family members’
distress, the nursing interventions and nursing outcomes as well as
the nursing workload and needed nursing staff resources. Based on
the validity study, MICN differentiated between the nursing inter-
ventions needed by the patients in different admission types and

with different severity scores (p < 0.001). MICN provided a good
prediction of the patients’ risk of death (ROC 0.86 - 0.91). Contrary
to TISS, MICN gave higher nursing workload scores and a greater
need for staff for the patients who were more ill on admission, and
whose ICU stay was longer and mortality higher.

Conclusion

MICN describes holistic care for patient’s and significant other’s
and gives additional information about nursing outcomes and
manpower resources.
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A poster presentation as an assessment tool

Louise Green, Lynne Harrison, Critical Care Division, Dept. of
Nursing, University of Central Lancashire, Preston, England.
E-mail: Lgreen@uclan.ac.uk

Background

The impact of educational activity on practice is currently under
scrutiny. There is a need for Higher Education institutions to de-
velop and design courses that meet the needs of practitioners and
service in terms of the creation of a practitioner that can practice
effectively within the clinical environment and also actively par-
ticipate in practice/service development. The intensive care and
high dependency courses offered by the University of Central Lan-
cashire provide learning opportunities that enable students to con-
tribute to the development of local practice.

Strategy

An assessment strategy has been devised which requires students
to develop a poster related to a specific practice issue, which is
displayed within their own clinical area. In developing the poster
students are required to review the evidence base, identify ‘best
practice” and make recommendations for change in local practice.
Students produce a 1500 word summary of the contents of the
poster identifying the key points and providing a rationale for ac-
tions suggested. This provides an additional resource to support
the poster presentation. The topic is discussed and agreed with
the student’s mentor and/or manger, which serves to ensures its
appropriateness and usefulness to the clinical area. This strategy
ensures that key staff in the clinical area are able to guide students
to address areas of need, which contributes to meeting clinical
governance agendas.
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Evaluation and Outcome

Feedback received from both the clinical areas and students is
very positive. This strategy provides students with the opportuni-
ties to develop a number of research and study skills; they study a
specific issue in depth; develop and use IT skills; identify, obtain
and retrieve information; enhance their communication skills; and
broaden their professional networks. This presentation will share
our experiences and those of students in using and participating in
this assessment strategy.

Increasing political awareness: a challenge for nurses
Lynne Harrison, Critical Care Division, Dept. of Nursing, Univer-
sity of Central Lancashire, Preston, England

E-mail: Lharrison2@uclan.ac.uk

Introduction

Nursing and the provision of health care are increasingly influ-
enced by political agendas. Many nurses are uncomfortable with
the idea of politics, seeing it as an undesirable distraction from the
delivery of care but politics impacts on every aspect of nursing.
Knowledge of political systems is vital if nurses are to contribute
fully to debates on the allocation of scarce resources and the future
directions of the profession. This presentation seeks to discuss a
strategy for raising awareness of health policy and its impact in
care provision in nurses undertaking critical care courses.

Strategy

Students attend a lecture that introduces political concepts and
outlines the process of policy development. In small groups they
consider a specific health care policy in terms of its influence and
implications for nurses, patients and the hospital. To feedback this
information a poster is developed to convey the key points, the
poster is supported by a short 10-minute oral presentation.

Outcome

The evaluations indicate students find this activity informative and
enlightening. They identify an increased awareness of how politics
affects them and their patients. They find the production of the
poster challenging and the oral presentation daunting, however,
they are able to articulate the benefits. Following the seminar ac-
tivity students have taken their posters back to display in clinical
areas. As a result the seminar has had wider impact.

Conclusion

The International Council for Nurses has declared that one of its
key objectives is to improve nurses’ political expertise. This strat-
egy creates a starting point for nurses to begin to develop their
political awareness. The next challenge is to begin to develop
nurses’ ability to recognise and actively contribute to the processes
involved in political decision-making.

Is postoperative pain still an actual problem in nursing?

Mariola Zadroga, Danuta Dyk, Department of Anaesthesiology
and Intensive Care, University of Medical Science, Poznan, Po-
land.

E-mail: marzadr@op.pl

Background

The problem of postoperative pain is common for many disciplines
of nursing. The nurses in anaesthesiology and intensive care also
encounter it taking care of patients in postoperative period. Al-

though there are many various methods of relieve of postoperative
pain researches show that patients still suffer moderate to severe
pain.

Aim
The aim of the study was to analyse the results of researches con-
cerning the level of patients’ pain following various operations.

Results

The researches were conducted among 285 patients treated in
three university hospitals in Pozna'' and Wroctaw. The level of
patients” pain (n=100), who underwent surgery (surgical, ortho-
paedic, gynaecological, ophthalmic, transplant) was studied. The
patients were in a postoperative room. The operations were done
under general (87%) and spinal anaesthetic (13%). In pain assess-
ment the VAS was used. 38% of patients were in mild pain, 30
%- in moderate and 18% in severe pain.

The second study assessed the level of patients’ pain after throat
diseases operations (n=85) on the day of surgery and on the first,
third and fifth day after it. General (80%) and NLA (20%) anaes-
thetic was done. Both, on the day and on the fifth day following
surgery patients suffered moderate to severe pain. In the next study
the level of patients’ pain (orthopaedic surgery) according to the
VAS was tested (n=100) and also how effective an continuous spi-
nal analgesia in reduction of postoperative pain was. The patients
were in mild pain when continuous spinal analgesia was applied,
however in moderate to severe pain when analgesic drugs were
administered intravenous or intramuscularly.

Implications

The researches show that postoperative pain is still an actual prob-
lem. Treatment of postoperative pain is often administered accord-
ing to physicians’ or nurses’ ideas about how much patients are
in pain which mostly doesn't fit their own feelings. It is necessary
to use proper standards and regular pain assessment by means of
available scales.

Pharmacology in the paediatric patient during
emergency

S.Egman; N.L. Stitt; E.Lazzaro, IsMett, Ospedale Civico, Palermo,
Italy.

E-mail: segman@ismett.edu

Purpose

Understanding the difference in treating paediatric patients is es-
sential to provide medication in safe doses and in appropriate
ways. This is especially true in emergent situations when medica-
tions have to be provided quickly. Therefore it is the practice in the
ICU and the step-down units that the secretary prepares a sheet for
each child that is admitted that displays the child’s weight with ap-
propriate doses of emergency medications.

Methods

The main goal is to provide the nurses and physicians with a refer-
ence that lists safe doses of emergency medications for the child’s
weight. The sheet contains all emergency medications as well as
the proper doses of intubation medications. The sheet is placed in
the patient’s room in a visible location and if the child is transferred
from the ICU the sheet goes with them to the step-down unit.

Outcomes
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Nurses and physicians in the ICU and step-down are familiar with
the emergency medication sheets. The sheets have been referenced
in emergency situations as a double check for ordered medica-
tions.

Conclusions

The nurses and physicians are familiar with the resource of the
medication sheets and have found them useful in situations that
require quick reaction. The hope is that the nurses will become
familiar enough with using them that they will immediately refer-
ence them in critical situations and diminish the response time.

Pain management in paediatric critical care: dealing with
cancer pain?

R. Megliorin, M. Fanfarillo, Policlinico “A. Gemelli” L.go A. Ge-
melli 1, Roma, Italy.

E-mail: meg_mr@libero.it

Children pain related to cancer is a complex, multidimensional
phenomenon composed of physical, sensory, cognitive, social and
behavioural components.

So pain assessment is a vital preliminary step towards the satisfac-
tory control of cancer pain (WHO 1996). Inadequate pain assess-
ment is one of the most important factors that determine under
treatment (Stjernsward and Theoh 1990; Gonzales et al. 1991); al-
though aetiology and pathophysiology of pain have been described
comprehensively, epidemiological data are rare. In fact cancer is
a complex disease, characterized by both acute and chronic epi-
sodes and children remember and live these situations every day.
So the primary goal for both patients and care providers is the pain
management in every his form, together with a return to normal
life, or a health-related quality of life assessment, as far as possible.
Health-related quality of life is characterized by multidimensional
and subjectivity, but nurses have to know the most important cri-
teria to make the difference between practice and best practice.
The Evidence based nursing is proving the cognitive therapy rule
in the pain management and the children can improve their health
related quality of life without drug, or on a small scale. The paper
treats the use of relaxation techniques, music therapy and distrac-
tion protocols.
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A training project for emergencies

S. Scelsi, Dr. F. Cirella, V. Cangiano, G. Marcianesi Casadei, Hos-
pital “A. Gemelli” L.go A. Gemelli 1, Roma, Italy.

E-mail: meg_mr@libero.it

In Italy, the emergency Medical System was established in 1992,

and responds to the telephone number 118. Since 1992 doctors
and nurses have officially entered the system, which was previ-
ously run mostly by volunteers. In the Lazio Region the emergency
medical system began in 1995 and the 118 of Rome and its prov-
ince became the largest in ltaly. It is also rather unique because
it is the only one in Italy using personnel trained especially for
emergencies in its territory, with 461 nurses, about 50 doctors, 355
drivers and 285 auxiliaries, covering 120 communities including
the city of Rome. Every day at Rome’s operational centre around
2000 calls are received, of which 800 are real health emergencies
for which ambulances are used.
The varied cultural backgrounds and experience of the personnel
has caused an imbalance due to scarce preparation on specific ac-
tions to be taken on pre-hospital assistance. The analysis emerged
during training on Lazio’s Emergency System 118, which took
place in 2001 and from which emerged the following objectives:
J Standardize training on knowledge and competence
regarding basis CPR (cardio-pulmonary resuscitation)
for adults and children

J Train and set up, according to the law, non medical
operators in the use of DAE (semi-automatic
defibrillator)

. Standardize competence, according to levels of
responsibility, of the personnel involved in assisting
the injured

J Acquire basic knowledge on security and management
of scenario of major accidents (including NBCR security
risk)

J Provide uniform and shared training for a System
for Health Emergencies

J Reinforce the values of the team work

From November 2001 to December 2004 courses were carried

out for a total of 4455 persons. During the planning, programming

and organizational stages the nurse has played a fundamental role,

which is also the case during training activities.

This paper presents the results of three years’ work dedicated to
the emergency project in the territory.

The role of the master’s prepared Senior Nurse in the
improvement of in hospital cardiac arrest registry in a
county hospital of Tuscany, Italy

G. Becattini RN MSN, M. Santiccioli RN, S. Tellini RN MSN
Ospedali Riuniti Valdichiana Senese Nottola, Montepulciano (Si-
ena), ltaly.

E-mail: dea@ao-careggi.toscana.it

Aim

The affirmation of Utstein style, which is a hospital cardiac arrest
registry is the international standard. The standard is less well es-
tablished in Italy. We have analysed data reported by MSN, for
outcomes and follow up, relative to the in-hospital cardiac arrest
can promote the local registry, “Registro Arresto Cardiaco Osped-
ale di Nottola” designed along the Utstein guidelines.

Methods

Data was collected from January 2001 to December 2004. The set-
ting was a small country hospital of Tuscany comprising of 184
beds. All patients with in-hospital cardiac arrest and treated by re-
suscitation-physician were included in the study. For data reports,
we used the standard intra hospital RCP sheet. The Glasgow Out-
come Score (GOS) was used for Outcome assessment.
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Results

Resuscitation was attempted in 67 cardiac arrests: Return of spon-
taneous circulation occurred in 45% of victims. Of the survivors,
18 (26.8%) were discharged home from hospital. Follow-up data
indicated that 47% of patients died within 3 months after dis-
charge, the rest experienced a survival period ranging from 17 to
40 months. Of the six survivors, 3 has a GOS of 5, two had a score
of 4 and one had a GOS 3. We found, in the same period, a very
large number of in-hospital death rate of 1204. These patients are
not treated by the emergency team.

Conclusions

The resuscitation result in our hospital is similar to the interna-
tional data. But, we need to improve number of ALS attempted by
emergency staff and improve the Registry ACON. The role of the
senior nurse, like the RACON coordinator, gave us the opportunity
to improve a new organization of in hospital emergency response
trough the implementation of training for emergency personnel:
- qualified instructors and faculty to train emergency response
personnel to ALS; - training personnel about use of RACON sheet
report.

References:

1. Richard O. Cummins, MD; Cochair et al.
Reccomended guidelines for reviewing, reporting,
and conducting research on in-hospital resuscitation:
the in-hospital “Utstein Style”. Resuscitation 34
(1997) 151 - 183

2. Sean O. Henderson and Douglas Ballesteros
Evaluation of a hospital-wide resuscitation team: does
it increase survival for in-hospital cardiopulmonary
arrest? Resuscitation, Vol. 48 (2) (2001) pp. 117 = 123

3. Fran O’Higgins, Michael Ward and Jerry Nolan -
Advanced life support skills undertaken by nurses:
UK survey Resuscitation, Vol. 49 (3) (2001) pp.

265 -272

4, Oggioni R, Bandini F, Fradella G, Padelletti MB,
Pedulla A, Tonelli MV, Tulli G “A bedside clinical
severity score to assess patients at risk to prevent
in-hospital cardiac arrest” January 2005, in press
Critical Care Medicine

Nursing care of adult patients receiving HFOV

Ivana Trnkovd, Olga Peknd, Pavel Konupek, Department of An-
aesthesiology/CCM, Fakulty hospital Kralovské Vinohrady, Prague,
Czech Republic

E-mail: pachl@fnkv.cz or karsce@fnkv.cz

In a period of 6 yrs (2000-2005) the HFOV was used in the group
of 50 critically ill patients for treatment of ARDS. We found the dif-
ference in nursing care compare patients on conventional ventila-
tion in several points:

o hygiene daily procedures, diagnostic examination and
therapeutical procedures (x-ray,CT, echocardiography,
central venous cannulation)

o titration of deep sedation or/ end neuromuscular
blockade to prevent the spontaneous ventilation and
spontaneous movements

o exact care after the endotracheal tube based on the stiff
direct connection of the patients airways to HFOV
circuit

J prevention of circuit disconnection with mandatory
use of closed suctioning system

o 5. control of high water input/output by vaporizer
on high CDP level

o patient temperature/ circuit temperature control

o continuous control of HFOV parameters (CDP, delta P)
frequent acid base and blood gases

i evaluation - interpretation

o continuous control of SpO2 a arterial pressure
changes — interpretation

J communication to family members, explanation of

the HFOV approaches
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A comparison of nurses’ shift reports using paper versus
an electronic system

D. Myny, C. Verdonck, C. Danneels, G. Verwaeren, ]. Decruyen-
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Introduction

The introduction of an Intensive Care Information System (ICIS) im-
plies several modifications in nursing processes. One of them is the
way the nurses’ shift report is noted. In the ICIS there have been
configured a number of fixed items in advance. Beside that, there
can always be written some free text the way it is done in a shift
report on paper. The aim of this study was to examine the impact
of the introduction of an electronic patient file on both the quantity
and the quality of the nurses’ shift report. Approximately 1 year
after setting-up, we also wanted to know if a free text field is still
necessary beside the fixed items in the ICIS.

Methods

A retrospective comparative study, with 100 adult patients who
were incorporated in 2003, or 2004, on a 26-bed surgical ICU of
the university hospital of Ghent. Fifty ad random selected paper
reports were compared to fifty electronic files. Only patients with a
minimum length of stay of 48h were included (because the second
day was examined). Hundred days were therefore checked, where
for the quantitative part of the study the number of shift reports was
examined per day. In the ICIS we also checked how much the fixed
variables in the shift report were filled in. We thereby recorded
which variables were mostly indicated. For the qualitative part, 26
variables which are important within a qualitative good shift report
were selected. The investigator analysed how often the variables
occurred in the shift reports on paper and in the electronic reports.
For that analysis, only those days with at least 1 shift report per 24h
were examined.

Results

The quantitative comparison revealed that shift reports are sig-
nificantly more written in the ICIS than on paper (p<0.001). This
result is even reinforced when the fixed variables in the ICIS are
taken into account. The fixed variables are completed in the early,
late and night shift respectively in 95.5%, 90.2% and 95.5% of
the cases. Variables that were indicated in more than 80% of the
cases gives among others information concerning: the cardiac and
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hemodynamic situation of the patient, the type of ventilation (if
relevant), preventive measures for infection control. The univariate
analysis of the qualitative approach showed that using the ICIS, 7
variables were more significantly scored (e.g. description or defini-
tion of the symptoms of the patient, treatment, interventions during
the shift, behaviour of the patient, modifications in therapy and
cross-functional contacts).

Conclusion

J This research reveals that introducing an ICIS had a
clearly positive impact on quantity and quality on
writing nurses’ shift reports. Follow-up actions will be
organised to further improve the quality (of the
content) of the shift report and to obtain more
standardisation.

J Beside the fixed variables there is apparently further
need to a free text field within the shift report in
our ICIS.

Quantitative assessment of nurses’ work in intensive care
units: comparison of the tiss-28 scoring system with the
classification system used in Slovenia

Asja Jaklic RN, Veronika Jagodic RN, University Medical Centre
Ljubljana, Department of Infectious Diseases and Febrile IlInesses,
Intensive Care Unit, Ljubljana, Slovenia.

E-mail: asja.jaklic@gmail.com

The treatment and nursing care of patients in intensive care units
calls for a highly qualified health care team. From the perspec-
tive of present-day nursing, the work of nursing staff is recorded,
planned and evaluated with regard to the patient’s needs. The first
classification systems for nursing care were designed to provide
an objective record of nursing workloads, which would serve as
a basis for calculating staff requirements. With further develop-
ment, new goals were added, including formulation of staffing
policies, economic calculations, planning of financial resources,
assessment and analysis of costs, and evaluation of performance
and efficiency. The classification system used in Slovenia is based
on the San Joaquin system of nursing care classification, which
divides patients into four categories. The least demanding patients
are placed in category 1, while those with the greatest require-
ments are placed in category 4. The Slovene version is adapted to
our environment, taking into account our cultural background
and organization of health services in Slovenia. The system uses
11 criteria, related to the patient’s independence in specific daily
activities (e.g. personal hygiene, ambulation, feeding and safety)
and the required diagnostic and therapeutic procedures.

The majority of patients admitted to our ICU require category 4
nursing care. Serious infections, such as sepsis, meningitis, endo-
carditis and pneumonia with respiratory failure, are life-threaten-
ing conditions, which call for meticulous care provided by highly
qualified and experienced staff. Nurses perform a variety of tasks,
which are carried out either independently as part of the nursing
process, at the physician’s request or as assistance during various
diagnostic and therapeutic procedures. The TISS-28 system clearly
defines specific therapeutic measures and is widely used for evalu-
ating the patient’s condition, estimating the costs of intensive care
and planning staff requirements in intensive care units all over Eu-
rope.

A prospective study comparing the TISS-28 system will the Slo-
vene classification system for nursing care is currently in progress
in our ICU. Its aim is to demonstrate that the TISS-28 system pro-

vides more objective estimation of nursing workloads in intensive
care units and should therefore be used as an adjunct to our sys-
tem.
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Experience of being involved in the TracMan trail - nurs-
ing perspective from a DGH viewpoint

Catherine Plowright, Anaesthetic Department, Medway NHS Trust,
Medway Hospital, Gillingham, Kent, UK.

E-mail: catherine.plowright@nhs.net

Background

Tracheostomies within the critical care setting are not new and
have a well established role in the care of many of our critically
ill patients. The TracMan trial funded through the Intensive Care
Society will be evaluating the timing of tracheostomy undertaken
within the critical care unit. The hypothesis in this trial is that in
those patients who clinicians expect to require ventilatory support
for more than 7 days that the insertion of a tracheostomy on Day 1
to 4 following the patients’ admission reduces the mortality at 30
days compared with a tracheostomy inserted on or after Day 10.
There will be a discussion around how we came to be apart of this
trial and the role that nurses can have in such trials.

Aim
To share the experience of the Medway NHS Trust Critical Care

Unit in being one of the first participants in this multicentred, un-
blinded randomised controlled trial: from a nurse’s viewpoint.

The intended learning

. To raise awareness of the TracMan trial

. To present the issues that are most pertinent when there
is nursing involvement in such a trial.

. To raise awareness of the Research Governance
Framework
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Recent developments in the area of intensive care nurs-
ing in Turkey

Nalan Ozhan Elbas PhD', Ayise Karadag PhD?2

1 Professor, Surgical Nursing, Gazi University, School of Nursing,
Ankara, Turkey;

2 Assistant Professor, Fundamentals of Nursing, Gazi University,
School of Nursing, Ankara, Turkey.

E-mail: nelbas@gazi.edu.tr

Intensive care: is a combination of methods that are used for the
temporary placement of partly or completely dysfunctioned organ
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or systems and is the treatment of main causes of illness. Inten-
sive care units equipped with the latest technology where nurses
apply their professional knowledge and skills in these specialized
units. Patients are in need of intensive medical support and nursing
care in the intensive care units so that nurses who work in these
units should display special characteristics in terms of authority,
accountability and adequacy.

Intensive care nursing is a specialty that the Turkish nurses want
to become a specialist in this area. Turkey does not have certificate
programs that are settled on a legal base. Many interventions have
been attempted in order to develop intensive care nursing in Tur-
key. One of the interventions is the establishment of the Intensive
Care Nursing Association. This specialized association has been
very active for the followings: supporting and carrying out stud-
ies related to improve intensive care nursing, organizing scientific
meetings and education programs, being a part of determination of
task, responsibility and authority activities, and publishing in the
related area. One of the notable intervention is the beginning of the
Intensive Care Nursing Course by the Ministry of Health, Nursing
Department. The course program of the Ministry of Health’s Nurs-
ing Department is organized by the nurses who work in the inten-
sive care units and nurse educators and conducted for a two month
period. The intensive care nursing course program is run by five
different centers that have a strong structure and the certificates is-
sued to nurses are approved by the Ministry of Health. In addition,
various foundations, universities and private hospitals administer
similar course programs in Turkey.
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Patients’ experience in intensive care unit

Ayla Yava, Sevgi Hatipoglu, Giilhane Military Medical Academy
School of Nursing, Ankara, Turkey

E-mail: aycosel@yahoo.com

Purpose

The purpose of the study is to determine the experiences of cardiac
surgery (CS) intensive care unit (ICU) patients on pain, communi-
cation, sleep-rest, security-privacy, nutrition and nursing care

Materials and Method

This study was employed with patients who had CS and were taken
care for at least a day in ICU between the dates 01 January and 30
April 2005. The seventy four participants were older than eighteen
years, literate, comprehend and speak Turkish and all participated
voluntary. The patients’ age, sex, educational and marital status,
surgery properties were collected by a patients identifying form.
We used a semi-structured interview form to determine patient’s
experiences in ICU on pain, communication, sleep-rest, security-
privacy, nutrition and nursing care. We interviewed with patients
face to face after their discharge from ICU while they were in clin-
ic. Wherever the patients’ got tired, they were given time to rest.
The evaluation of data was made by grouping open-ended answers
and using ratios.

Findings

The mean of participating patients’ age was 61,24+19,21. The
mean of patients’ duration in ICU was 3,47+2,17 days. While %72
pain, % 61 communication, % 66 sleep-rest, %78 security-privacy
related problems were reported by patients’, %67 of patients’ re-
ported that, they have no problems related with nursing care or
nurses. The patients were to explain the problems they faced. The
patients” answers were grouped and compared with other studies
on the subject.

Current status of the patients hospitalized at Marmara
university hospital surgical intensive care unit

Meftun Akgun RN MSc!, Zeynep Tiirkeri RNZ, Fatma Vural RN
MSC1, Deniz Selimen RN PhD'!

1 Marmara University School of Nursing, Istanbul, Turkey;

2 Marmara University Hospital, Istanbul, Turkey.

E-mail: dselimen@marmara.edu.tr

Aim

The aim of this abstract is to investigate retrospectively the patients
numbers and situations who were admitted in a University hospital
in Istanbul. And to determine demographic situation, patients dis-
sociations, reason of admittance, number of intubations, pressure
ulcers and discharge situation.

Method

Between January — December 2004, 415 patients were hospital-
ized at Marmara University Hospital Surgical Intensive Care Unit
(SICU); 201 (%48.43) of the patients were women, 214 (%51.54)
were men.

Results

Patient dissociation examinations determined that; orthopaedic
patients are 54 (%13.01), otorhino-laryngology patients are 7
(%1.68), plastic surgery patients are 22 (%5.30), urology patients
are 22 (%5.30), thoracic surgery patients are 42 (%10.12), general
surgery patients are 87 (%20.97), obstetric and gynaecology pa-
tients are 4 (%0.96), and neurosurgery patients are 177 (%42.66).
Out of the 415 patients admitted to the SICU; 376 (%90.61) were
accepted for postoperative monitoring from the operating room.
Of these, 19 (%4.58) were accepted because of the worsening of
the general status during the clinical care in same hospital and 20
(%4.81) from outside.

Conclusions

The results indicate that 74 (%17.83) patients were intubated, 15
(%3.61) patients had a tracheostomy, 73 (%17.90) patients were on
mechanical ventilation and 10 (%2.40) patients were on T- tube.
The retrospective data findings determined that 27 (%6.50) patients
developed pressure ulcers (2 were 3rd degree, 4 were 2nd degree,
21 were 1st degree ulcers) during one year in the SICU. Discharge
observations of the patients reveal that, 363 (%87.47) patients were
transferred to another clinic of the hospital because of they didn't
need either ICU hospitalisation, 1 (%0.24) patient was transferred
to another hospital and 51 (%12.29) were exitus.

What nursing positions are available at intensive care
units in academic hospitals in the Netherlands.

Anja Feringa, PICU, UMC-Utrecht, Utrecht, The Netherlands
E-mail: b.oudega@wanadoo.nl

Aim
What nursing positions are available at intensive care units in aca-
demic hospitals in the Netherlands?
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Method

Qualitative descriptive and quantitative research. Furthermore it
has been investigated if the variety in structure and technology fea-
tures between the units, as mentioned in van Linge’s contingency
model, can be explained by differentiated nursing practice.

Results

The Essence of differentiated nursing practice is that the 4 basic
responsibilities of policy making, team management, task man-
agement and patient care are performed by different people. The
statistical test of Kruskal Wallis showed, significant differences in
communication, variation or diversity, workflow and formalisation
by department and by hospital. Finally it has been investigated/
studied if there are any internal correlations between technological
features and -structural features in the Van Linge’s questionnaire, as
used in this research project.

Conclusion

When the structure contingency approach is applied to the inter-
vention differentiated nursing practice, it is advisable to regard dif-
ferentiated nursing practice as development of the organisation or
part of developing the organisation. It is not to be recommended
to increase or decrease positions only because the ‘fit’ seems to
be good

Quality of Care for the chronically ill child in the PICU
D.D. Kwast-Hoekstra, UMCU Wilhelmina Childrens Hospital, Pe-
diatric Intensive Care Unit, Utrecht, The Netherlands.

E-mail: diana.kwast@hetnet.nl

Background:

Paediatric intensive care units (PICU) have significantly reduced
childhood morbidity and mortality, and have generated a group of
children with special care needs. These patiénts many of whom re-
quire long-term ventilation as a means of life support, accounts for
a disproportionately higher amount of intensive care unit resources
and have a prolonged stay on the PICU.

Aim:

To determine factors related to a prolonged PICU stay (> 4 weeks),
and issues in the care of chronic paediatric intensive care patients
for early quality and cost saving interventions.

Results:

Long-stay paediatric intensive care patiénts are defined as patiénts
having a length of stay more than 4 weeks on a PICU. Overall,
these patiénts were 3,2% of the population but represented 33,6%
of the days of care. The length of stay (LOS) in the paediatric in-
tensive care unit is a reflection of patiént severity of illness and
health status, as well as PICU quality and performance. The most
common issues in the care of chronic paediatric intensive care
patiénts are the complex growth and development of the children
surrounding indefinite hospitalization and the low priority for fam-
ily-centered care.

Implications:

Focusing on the creation of innovative methods for integrating
the growth and developmental needs of these special children, is
a challenging and often overlooked aspect of paediatric nursing
practice. This also concerns integrating family-centered care on the
PICU. Qualitative research is necessary to determine the needs and
implications of such innovations for the child, family and the pro-

fessional PICU-nurse. Further it is necessary to explore strategies to
reduce the LOS of the chronic paediatric intensive care patients.
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Severe meningococcal disease acute nursing care, the
Dutch academic consensus

JW. de Valk. RN.CCRN PICU Emma Children Hospital Academi-
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Background:

The national PICU working group was formed in 2001 in order to
develop national guidelines for the total nursing care for patients
in the PICU. The severe meningococcal septic shock (SMS) was
selected as initial objective, because of the serious and life threat-
ening character of the disease. Also guidelines and additional in-
formation were needed by general hospitals. Adequate therapy and
optimal care according to standard guidelines are important for
patients with rapidly progressive meningococcal septic shock.

Aim:

The general aim was to optimise the overall nursing care for chil-
dren with SMS in the PICU and general hospitals. Therefore the
academic hospitals had to reach consensus in best practise or
evidence based treatment and nursing care for every PICU and
to present national guidelines for the total nursing care for a child
with a SMS.

Methods:

At first the PICU working group defined the structure of the guide-
lines to be made. After that they collected from each PICU of the
participating centres the nursing and medical guidelines. One
member of each PICU worked on a specific part of the medical
and nursing guidelines with the help of the pediatric intensivist.
When the guidelines were made, all the members and the medical
supervisors reviewed the material. After consensus the guidelines
were achieved. The guidelines can be found on the internet: http://
www.picu.nl

Results:

National nursing guidelines on total nursing care of the pediatric
patient with SMS, divided in 6 items: treatment in the first 24 hours,
transport to the PICU, clinical course in the PICU, transfer to the
general ward, special care for parents and follow up and rehabili-
tation

Conclusion:
To improve the quality of care for SMS patients evidence based
and best practise guidelines were developed on national level in
the Netherlands.

On behalf of the Dutch PICU Working Group: Karen Hofmann
(chairman), Jan Willem de Valk (vice chairman and secretary),
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Post-Operative Confusion - Clinical Advice For The Care
Of Patients With Post-Operative Confusion In The Light
Of Three Nursing Theories. A Collaboration Between
Psychiatry And Intensive Care.

Maria B Lundblad, Eva ] Hovstadius, State Registered Nurses
(SRNs):Ward 109 Psychiatric Centre and Ward 50B Thoracic Cen-
tre / Uppsala University Hospital

E-mail: eva.johansson.hovstadius@akademiska.se

Background

Post-operative confusion is a relatively common and well-known
condition in patients who are treated in intensive care units (ICU’s).
Between 20 — 60 % of all patients who are treated in ICU’s exhibit
signs of confusion. They find themselves in a psychosis-like condi-
tion and can have difficulty in co-ordinating thought and speech,
in orientating themselves in time and space and in receiving and
processing information. Some patients can have occasional unreal
experiences. Suspiciousness, fear, anxiety and aggressive behav-
iour can develop. Certain patients become euphoric whereas oth-
ers exhibit passive behaviour. Signs of post-operative confusion
can develop two or three days after the patient’s arrival at the ICU
and can last for several weeks (1). The nurse is often the first person
who notices the patient’s confusion. At the same time, the nurse,
together with other members of the care staff are viewed as being
quite badly prepared to identify and adequately treat the various
stages of confusion.

Objective

One of the objectives was to produce clinical advice, based on sci-
entific literature, three nursing theories and practical experience,
regarding the care of patients with post-operative confusion. A fur-
ther objective was to produce an information booklet for patients
and relatives affected by the condition.

Method
Literature studies and practical experience.

Results

In the light of the information we obtained from literature studies
and from in-depth studies of various theories as well as from our
own clinical experience we arrived at clinical advice which we
divided into three parts: (a) preventative measures (b) what can be
done once the patient has developed post-operative confusion and
(c) what ought to be considered after an incident of post-operative
confusion (an action plan can be enclosed on request). An informa-
tion booklet,written for patients and their relatives, was produced.

Conclusion

In today’s health service nursing staff often fail to notice that pa-
tients are entering an acute state of confusion and it is first noticed
when the patient is agitated or confused. When the patient be-
comes agitated or paranoid s/he may need to be sedated, which
can lengthen the time spent in the intensive care unit and thereby
increase the risk for complications. Early detection of post-opera-
tive confusion is important in order to be able to provide adequate
treatment and care. It is therefore important that the nurse learns to
recognize the symptoms in order to start (preventative) treatment/
nursing interventions. A theoretically-based clinical action plan
provides an opportunity to assure the quality both of the preventa-
tive nursing as well as that of nursing and treatment in instances
of post-operative confusion. The nursing period can be shortened
and the patient guaranteed a more secure nursing care. It is our
hope that this work can contribute to the better nursing of patients
suffering from post-operative confusion. An action plan based on
theories forms a stable basis for the suggested measures. A care-
giver who works in accordance with a rational theory has a frame
of reference on which to base his/her opinions.

Reference:
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