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ABSTRACT 

 

Intensive Care Units (ICUs) are isolated areas of hospitals meant for providing 

focused care to patients critically ill or convalescing from surgery.  Patients here need 

close monitoring and intervention. Such isolation, while necessary to protect the 

patients from infection and complications may create distress and trauma. This can be 

minimized with biopsychosocial approach in ICU treatment. The present study 

investigates the impact of Psychosocial Care on ICU Trauma and Wellbeing of 

patients convalescing in ICU after Coronary Artery Bypass Graft.  

The study involved a combination of a correlation design and a between 

subject design with unrelated samples. A multistage sampling method was used. The 

sample consisted of hospitals and 250 post-operative CABG patients. The study 

measured the ICU Quality, Psychosocial Care received by the patients, their Trauma 

and Hospital Wellbeing.  

The results indicated that Psychosocial Care was a major predictor of ICU 

Trauma and Hospital Wellbeing. The results revealed significant differences among 

hospitals in Quality of ICU and Psychosocial Care.  The findings indicated that 

patients treated in High ICU Quality, received higher Psychosocial Care experienced 

lower levels of ICU Trauma and higher Wellbeing, than patients treated in a Low ICU 

Quality. The study suggests a biopsychosocial approach in treatment and care of ICU 

patients. The implications and limitations of the study are disc 
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CHAPTER I 

INTRODUCTION 

 

“A patient comes unbidden to a large organization which awes and irritates him even 

as it also nurtures and cares. As he strips of his clothing, he strips off too, his famous 

costume of social roles, his favoured style, and his customary identity in the world. He 

becomes subject to time schedule and a pattern of activity not of his own making.” 

(R.Wilson 1963 p-70) 

 

Combating a major illness, disease or a surgery is a challenge for the patients. 

Illness not only cripples an individual physically but also impedes the psychological 

and social functioning. The situation necessitates not only comprehending the nature 

and symptoms of the illness but also adapting to the life-changes that come along with 

it. The visible external indicators of illness, which are obvious and treatable, are often 

handled by the medical professionals but the invisible indicators which are more on 

the psychological or social level often go untreated. These include anxiety, 

depression, emotional problems, social and interpersonal issues, lack of resources and 

a disruption in work and family life. Handling these complex issues require that the 

medical professionals extend care and support to patients and family members, 

understand their mental anguish and restore the physical, psychological and social 

functioning. This is possible only if there is a paradigm shift from the disease centered 

approach of health professionals, to a holistic patient centered approach. The debate 

on providing holistic care in health care field began in the early nineteenth century. 

The proposal of the biopsychosocial care model by Engel, (1977) pioneered the shift 

from a bio-medical care to biopsychosocial care. According to Engel, the medical 

model solely looked into biological indices of the disease and failed to address the 
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psychological and social issues attached to it. He proposed the biopsychosocial model 

of health which not only took into account the patients’ psychological state, and social 

context but also stressed the role of the physician and the health care system in 

augmenting the patients’ health. The model recommended individualized treatment 

with emphasis on care.  Engel stated that any illness or disease should be viewed as a 

result of interacting mechanism at the cellular, organismic, interpersonal and 

environmental levels (Fava & Snino, 2008). The biopsychosocial model also proposed 

the role of psychosocial factors in facilitating and modifying the course of illness. 

Engel’s biopsychosocial model not only brought in a revolution in the medical care 

system but also lead to the emergence of other approaches like the Patient-Centered-

Care (Mead & Bower, 2000) and the Integrative Medicine. The patient centered care 

which got a boom in the late nineties was based on the work of Gerteis, Edgman-

Levitan, Daley & Del Banco (1993). Since then this approach was embraced by health 

care organisations and policy makers.  The Institute of Medicine (IOM, 2001) defined 

patient-centered care as care ‘that respects and responds to the individual patient’s 

preferences, needs and values and ensures that clinical decision incorporates 

patient’s values.’ The IOM then proposed that health or a disease is a function of 

psychological and social variables, and health is a condition that is determined by the 

dynamic interaction among the biological, psychological and social factors (IOM, 

2001). McWhinney (1989) defined patient-centered care as a comprehensive approach 

where the physician tries to see the illness through the patient’s perspective and 

responds to the needs and preferences of the patient. Mead and Bower (2000) and 

Hobb (2009) proposed that improved communication, appropriate intervention, 

enhanced satisfaction and good patient outcomes are some of the benefits of patient-
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centered care. This paved a way for the institutes and organisations governing the 

health care sector to integrate the patient centered approach into the treatment regime.  

The alarming rise of diseases like HIV-AIDS, cancer, and terminal illness 

necessitated not only the provision of patient centered care but also the management 

of psychosocial distress and challenges faced by the patients and families of the 

patients who go through the disease. The need for managing the psychosocial distress 

in Cancer, disaster, HIV-AIDS and terminal ill patients pressed the need for 

implementing psychosocial interventions in the diagnosis, treatment and care of these 

diseases. The IOM critiqued that health care sector provided highly specialized 

biomedical treatment which included both pharmacological and surgical treatment, 

but failed to address the psychosocial adversities related with illness. According to 

IOM, Psychosocial Care and intervention facilitates the handling of individuals going 

through the ordeal of the dreadful diseases and helps to re-establish the normal 

functioning.  

Despite the fact that Psychosocial Care has been practiced in medical sectors, 

literature shows that such interventions are primarily limited to dealing with mental 

health disorders, HIV-AIDS, disaster management, cancer interventions, terminal 

illness or palliative care. Patients who encounter such diseases face physical, 

psychological, social and spiritual issues. There is pain, agony, difficulty in 

performing everyday activity, anger, denial, uncertainty, issues of body image, 

interpersonal issues, sense of isolation, and fear of death that questions the very 

purpose of life. In such conditions Psychosocial Care interventions help the patient 

and the family not only in the management of the disease as such, but also in dealing 

with the psychosocial issues that emerge while going through the ordeal of these 

diseases. However it is important to note that psychosocial issues emerge not only in 
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diseases like cancer, HIV-AIDS or a terminal illness, but also in chronic or acute 

illness or when a patient is hospitalized for a surgery. With the changing life style and 

environmental stressors there is an alarming rise in diseases like Coronary Heart 

Disease, Hypertension, Diabetes, Arthritis and many other chronic diseases. These 

conditions come along with physical, psychological and social ordeals which have an 

effect on the patient outcome. It is essential that the health care sector broadens its 

horizon to incorporate Psychosocial Care interventions in the treatment of these 

diseases.  

Coronary Artery Disease (CAD) is a disease condition whose prevalence is 

found to be several folds higher in India than in industrialized nations. The Global 

Burden of Diseases (GBD) study reported that the mortality rate estimated from CAD 

in India was at 1.6 million in the year 2000, (Gupta, 2005). Currently India has a 

burden of more than 47 million patients (Neo CarDiabCare, 2012). Coronary Artery 

Bypass Graft surgery (CABG) is an intervention for CADs. Statistical estimates show 

that 10,000 (Coronary Artery Bypass Graft) CABG surgeries were being performed 

annually in India in 1990s. Presently the annual number is about 60,000 (Koduganti, 

et al, 2005; Indian Cardiac Surgery, 2011) The data on CABG surgeries in India 

shows that there has been a steady annual rise 25-30 % in the number of interventions 

over the last ten years.  

 Koduganti et al., (2005) estimated that the number of CABG surgeries in 

patients less than 40 years will increase from 7.7% in 2004 to 10.4% in 2007 and in 

patients above 70 years the number of surgeries will increase from 7.8% in 2004 to 

10.3% in 2007.  

Severe cardiac disease is often perceived by the individual as
 
a life-threatening 

and devastating event. The knowledge of the
 
need for the imminent surgery 
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contributes to
 
physical and psychological stress. Anesthesia, surgery, and 

cardiopulmonary
 
bypass are often accompanied with strong physical and emotional 

stressors. Psychological
 
or neurologic alterations are often observed in patients 

after
 
cardiac surgery (Roach, et al., 1996).  Considering the characteristics of CADs 

and the psychosocial distress attached to the disease, it is important to recognize the 

influence of appropriate care and attention on recovery from the disease. By way of 

offering suitable psychosocial attention one could reduce the time period patients 

have to stay in the hospital with added consequences pertaining to apprehension and 

strain. Moreover CAD intervention requires a stay in the ICU, where the patient is 

kept on high vigil in the midst of high technology gadgets attached to the body for 

continuous monitoring. The extreme environmental conditions of the ICU confer 

physical and mental stress and anxiety in the patient. The management of such 

distress in the intensive care unit requires Psychosocial Care and interventions. To 

understand the need and significance of Psychosocial Care interventions in an 

Intensive Care Unit, it is essential to understand the environment and the protocols of 

the ICU. 

The intensive care unit (ICU), also known as a critical care unit (CCU), 

intensive therapy unit or intensive treatment unit (ITU) is a special department of a 

hospital or health care facility that provides intensive care medicine (Intensive Care 

Society,2011). This branch of medicine caters to patients with life threatening illness 

that includes pre and post surgical care requiring close monitoring, to maintain the 

patient’s normal body functions. Highly trained doctors and critical care nurses care 

for the seriously ill with the support from special equipment and medication. Patients 

who are critically ill, who are convalescing after a major invasive surgery, patients 

http://www.scoopweb.com/Hospital
http://www.scoopweb.com/Intensive_care_medicine
http://en.wikipedia.org/wiki/Intensive_Care_Society
http://en.wikipedia.org/wiki/Intensive_Care_Society
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with high risk of complications like multiple organ failure and trauma are those who 

are admitted into the ICU.  

 The roots of an Intensive Care Unit can be traced back to the year 1853, when 

nurse Florence Nightingale, launched the Monitoring Unit for the critically injured 

soldiers of the Crimean War. The first Intensive Care Unit was established in 1952 at 

Copenhagen after the Polio epidemic. Since the inception in 1952, the ICUs have 

gone through continuous development. The use of innovative technology and 

advanced equipment has brought about radical changes in the ICUs and ICU care. The 

introduction of the multidisciplinary approach in the ICUs has led to a reduction of 

mortality and morbidity in seriously ill patients. 

The term ‘Critical Care Unit’ (CCU) instantaneously evokes images of sick 

patients lying in specially designed beds, surrounded by the latest biomedical 

equipment, monitoring devices and tubes attached to their body. The atmosphere here 

is that of a large room, with artificial lighting, beeps of monitoring machines, sounds 

of ventilators, mourns of the patients and a constant movement of highly skilled 

doctors and nursing staff.  For the purpose of prevention of infection entry into the 

ICUs is restricted even for the members of the family unless the doctor needs their 

presence for some specific purpose. This cold and sterile environment  is self-

contained, and is usually built in a secluded area of a hospital, totally dedicated to the 

management of patients with life-threatening illnesses, injuries and complications, 

and monitoring of potentially life-threatening conditions. The critical care unit 

provides special expertise and facilities for support of vital functions and uses the 

skills of medical, nursing and other personnel experienced in the management of these 

problems (Intensive Care Medicine, 2012).The critical care units are also referred to 

as Intensive Care Units (ICU) or Intensive Care Therapy. However, there is a subtle 

http://www.scoopweb.com/Multiple_organ_failure
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difference in the connotation. While Critical Care deals more with the vital aspects of 

emergency care, which more often than not is limited to physical health viz. 

optimizing organ support, improving physiological homeostasis, and reducing the 

mortality and morbidity in patients. Intensive Care refers to attention or care that is 

comprehensive. Critical care is the care of a critically ill person, using protocols for 

many situations, while intensive care involves administration of care retrospectively. 

The Swedish Society of Anaesthesia and Intensive Care (SFAI, 2008) defines 

intensive care as the care ‘to prevent and treat failure in one or more organ systems so 

that continued life can be meaningful from the patient’s point of view’ Intensive care 

is a branch of medicine, providing a holistic approach towards managing critically ill 

patients, in a well-equipped intensive care unit. Intensive Care connotes a meaning 

that the patient care is in ‘entirety’ with a ‘holistic approach’. In literary terms 

Intensive Care means ‘in depth’. Hence, in this context ‘intensive care refers to the 

care that embraces the psychological, social and spiritual needs of the patients 

alongside the medical care. The intensive care is provided with a team-based 

approach, led by specialists in critical care medicine. It is about providing medical 

care and life support systems, using the latest technology, round the clock. This 

process involves an integrated approach of specific skills along with inputs from 

many other related disciplines. Intensive care thus is the management of both the 

ongoing physiological abnormalities in critically ill patients as well as the 

psychological and social aspects of care using higher processing and integrating skills. 

It is an approach where the patient is taken care of and not the disease and the 

potentially dehumanizing environment is transformed into a humane and healing 

place. 
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The new millennium has seen a surge of technology into the field of intensive 

care, which has led to a symbiotic relationship between the medical care and 

technology (Almerud,  Alapack,  Fridlund & Ekebergh, 2008). The use of high 

technology machines and intricate gadgets, in a way has overpowered the holistic 

approach in the care practices. Increased use of complicated gadgets has increased the 

focus on devices than on the patient, which not only dehumanizes the patient but also 

burdens the nurses and lowers their effectiveness (Mc Gann, 2011). Dependency on 

the sophisticated gadgets to perform procedures not only complicates the treatment 

procedures but many a time impedes the doctor-patient or the nurse-patient 

association, which is one of the vital aspects of patient-centered or holistic care. There 

is a paradigm shift from a professional approach to a scientific approach in the ICU, 

thus removing the personal interactions between the health care professionals and the 

patient. Such observations are made by the paramedical staff in a study on technology 

versus care in ICU (Verhulst, 2008). The study revealed that 62% of the ICU staff felt 

that the high technology gadgets used in an ICU, are rather user friendly, while 22% 

of the ICU staff felt that the use of such devices hinders them in getting a good 

overview of patients and 41% of the nurses felt that controlling and adjusting to these 

complicated devices prevents them of giving essential care to patients. Effect of care 

in a low technology special care unit versus care in a high technology environment 

(ICU) on patient outcomes in chronically critically ill patients was studied (Rudy et 

al., 1995). The results showed not only a reduction in the cost of care but also better 

patient outcome in a low technology ICU. Evidence from research has shown a 

technology explosion in the field of ICU care. In the present state of affairs it becomes 

imperative for the health care professional to balance between the objectivity of 

technology and the subjectivity of human interaction. It is important that medical 

http://www.intensivecriticalcarenursing.com/article/S0964-3397%2807%2900080-8/abstract
http://www.intensivecriticalcarenursing.com/article/S0964-3397%2807%2900080-8/abstract
http://www.intensivecriticalcarenursing.com/article/S0964-3397%2807%2900080-8/abstract
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practitioners recognize the need to attend to the non-medical aspects of patients in 

order to treat the disease. This requires the medical practitioners to have a ‘patient-as-

person’ approach and not ‘patient-as-disease or organ’ approach (Mead & Bower, 

2000). This kind of treatment can only be achieved by holistic care or patient centered 

care. Psychosocial Care is an approach through which holistic care can be extended to 

patients. Psychosocial Care perspective provides the patients and the family with 

emotional support. It is an ‘all inclusive’ care wherein the patient’s rights are 

respected, dignity is protected, and at the same time the emotional, cultural and 

spiritual needs are taken care.  

After a major cardiac surgery, patients are housed in a Cardiac Intensive Care 

Units as a proactive measure for closer monitoring and continuous intervention. 

Coronary Artery Bypass Graft (CABG) popularly known as bypass surgery of heart is 

a surgical procedure which requires the patients to stay in ICU for four to six days 

during which the convalescence takes place under close monitoring. Cardiac patients 

having major blocks in their artery are advised CABG surgery because the blocks, if 

left unattended interfere with the life schedule and may prove fatal. CABG is an 

invasive procedure, performed to remove obstructions in coronary arteries. During the 

surgical process the obstructed artery is replaced by a graft which allows free flow of 

blood in the obstructed portion of the artery. Surgeons take veins or arteries from 

another part of the patient’s body, such as thoracic artery or internal mammary artery 

from the breastbone region, saphenous vein from the leg, veins from the back of the 

arm, abdominal region, and sometimes from a donor, to ensure a channel to go around 

the injured region and make sure that the heart muscles are provided with enough 

blood (American Heart Association, 2001; Scheidt, 1996). The surgical procedure 

used is the median sternotomy, wherein an incision is made along the sternum, to 
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provide an access to the heart. CABG necessitates hospitalization and a post-operative 

stay of two to seven days in the ICU. The patients are admitted into the hospital a few 

days prior to the surgery. Pre-operative medical investigations and procedures are 

performed on them, and from the day of admission the patients surrender to 

accommodate the schedule of the hospital and remain marionettes in the hands of the 

medical staff. The patients’ biorhythms are altered to put up with the timing of the 

hospital staff, the attire changes, the diet is planned by the hospital not taking into 

consideration their likes, dislikes or allergies. They are seldom explained about the 

procedures, the schedule of which often involves some degree of uncertainty.  

Once the surgery is performed, gaining consciousness in the ICU after surgery 

is alarming for the patients. The cold, sterile, artificially lit room is not at all 

welcoming. Above all, the bizarre beeps from the gadgets, continuous bright lights, 

the eerie silence, the physical and emotional dependency, pain, isolation, loneliness, 

ambiguity about the outcome and apprehension of the state of health have a massive 

impact on the physical and psychological state of the patients. The patients prior to 

the surgery, though are given an orientation on the anesthesia and the surgical 

procedure, are normally not prepared to cope with the physical environment and 

probable psychological state on regaining consciousness post anesthesia. In all 

probability the patients in pre-operative stage are informed about risks involved in the 

surgery for which an informed consent is mandatory. Studies have shown that in most 

cases patients are informed that CABG is not a complete cure for the underlying heart 

condition but relieves from the angina symptoms and improves functional ability 

(Tolmie, Lindsay & Belcher, 2006).  Such incomplete information often leaves a 

patient in a state of uncertainty and ambiguity. Research indicates that 80% of the 

patients show progressive results but studies have shown that, risk factors like 
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repetition of angina, myocardial infarction, and cardiac arrest are possible in a span of 

10 years (Duits, Boeke, Taams, Passchier & Erdman.1997; Lip & Metcalfe, 1994). 

Such information about the prognosis and outcomes is conveyed to the patients and 

family but not to their satisfaction and understanding. The patients with such 

knowledge and orientation during pre-operative period carry these apprehensions and 

anxiety to post-operative state and some of them, owing to the impact of anaesthesia 

and sedation may not be in a state to articulate, communicate or clarify their fears. 

Keeping in view that CABG has both physical and psychological post-operative 

complications, it is desirable to strongly advocate greater emphasis on Psychosocial 

Care in the Intensive Cardiac Care Units where CABG patients are housed. 

There is research evidence to state that high dependency on the specialized 

medical equipment in the ICU, painful procedures, and unpreparedness for the 

potentially threatful environment has physiological and psychological repercussions 

on the patients. While physiological consequences of being in the ICU range from 

weakness, lack of appetite to sleeplessness which may recede after the patients have 

recovered from the illness, the psychological effects are long lasting. The traumatic 

experiences of ICU are long-lasting and have adverse effects on the cognitive–

affective functioning of the patient (Hariharan & Chivukula, 2011).  Beside the 

psychological effects, stay in ICU also impacts the social functions of the patients. 

Distancing from the family, restriction in social activities are some of the 

consequences of being in an ICU. Dyer (1995) equates the experience of the ICU 

patients to that of a torture victim, claiming that debility and dependence in torture 

situations are produced by depriving people of food, drink, sleep and human contact 

and the same situation occurs in the ICU. Research shows that patients who have 

spent time in the ICU face physical, psychological and social challenges, which are 
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traumatizing. The trauma and the challenges the patients face in the ICU reflect on 

lowered patient Wellbeing and prognosis.  

Scientific advancement and medical expertise has reduced the mortality rate 

among the ICU patients. The latest medical procedures have also helped the health 

care providers reduce the hospitalization period among patients, but the psychological 

sequel that comes along with the stay in ICU still remains. Trauma is the unique 

individual experience of an event or enduring conditions, wherein the individual's 

ability to integrate his/her emotional experience is overwhelmed. In such conditions 

the individual experiences a threat to life, bodily integrity, or sanity (Pearlman & 

Saakvitne, 1995). Trauma caused by an event or situation hinders the individual’s 

ability to cope and the individual is physically, emotionally, and cognitively 

overwhelmed. The ICU experience is an inundating event which incapacitates the 

patient and sometimes divests him/her of sanity. 

           Psychological effects may vary from apprehension and anxiety to more serious 

conditions like delirium and Post Traumatic Stress Disorder (PTSD).  Past research 

has shown that patients who have experienced ICU stay, undergo severe 

psychological consequences like delirium, anxiety, depression and PTSD. PTSD is a 

condition triggered by the experience of a traumatic event (American Psychiatric 

Association, 2000) which must be severe enough to cause powerful subjective 

responses such as intense fear, helplessness and horror. It is the result of an incident 

of trauma (Jones et al., 2010) and causes strong emotional reactions like vulnerability, 

shock and intense fear. Patients in the ICU exhibit symptoms which are similar to 

PTSD. These reactions continue in the patients even as the traumatic event of the 

surgery and the ICU stay is over. The reactions appear as, re-experiencing the event 

(flashbacks), avoiding the situations that reminds of the occurrence of the event, a 

http://ccforum.com/content/14/5/R168#B1
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numbed reaction and hyper arousal (Margolies, 2010). One of the difficulties the 

patients face is the intrusion of the past into the present often known as re-experience. 

Intrusion brings about distressing memories of the incident in the form of flashbacks, 

recollection of events and nightmares are some of the response. High physiological 

reactivity or overwhelming emotional states are some of the reactions seen in a patient 

when exposed to trauma related incidents. Avoidance and Emotional Numbing is often 

observed in trauma survivors. Patients attempt to avoid any trauma related thoughts, 

feelings and conversations. Avoidance of people places and activities that remind of 

the traumatic incident and inability to recall important aspects of the traumatic event, 

loss of interest and diminished activity, feeling numb are some of the responses seen 

in trauma survivors.  Hyper-arousal is hyper vigilance, alert for danger, difficulty in 

sleeping/ sleep disturbance, difficulty in concentrating, irritability or angry outbursts. 

Patients who have ICU experience often illustrate trauma symptoms such as re-

experience, numbing and hyper arousal. In a reported case of ICU Trauma, a patient 

aged 89 with multiple symptoms of dry cough with intermittent bleeding was 

admitted into ICU after an episode of epileptic attack. During his stay in ICU the 

hospital carried out a procedure of lumber puncturing without explaining to the 

patient the process and the pain involved. The patient who was highly respected in the 

community as a man of principles, after this experience manifested high 

apprehensions, irrational fears and helplessness during nights after being shifted out 

of the ICU. He never slept during nights and expressed the fear that if he winked 

someone might drag him out, bend him like an animal put for slaughter and hit his 

back. This is a typical example of hyper arousal and re-experience. The memories of 

ICU either resurface as flashbacks or are avoided because of the painful experiences 

associated with them. The experiences in the ICU can even bring about feelings of 
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anger and irritability. Such experiences often have an impact on the patients’ physical, 

emotional, social and spiritual wellbeing (Mansingh & Ramphal, 1993; Crandon, 

Carpenter &McFarlane, 1995; Bruce et al., 2000; Moini et al., 2000). When a patient 

is transferred to a ward, the memories of ICU bring about feelings helplessness, 

hopelessness and vulnerability, which have an effect on the day to day functioning, 

and quality of life of patients. Being in good health refers to both emotional and 

psychological Wellbeing (López & Torres, 2001) and if the patient’s wellbeing is 

affected due to the traumatic experience of surgery, the consequences are perceptible 

on the quality of life and health outcomes. The ICU stay triggers PTSD symptoms in 

many survivors and can affect a person’s quality of life after leaving the hospital 

(Davydow, Gifford, Desai, Needham, & Bienvenu, 2008). In a reported case, a 75 

year old woman admitted into the hospital for hip fracture was advised surgery. She 

was admitted into the surgical ICU in pre-operative stage. As part of preparation for 

surgery, she was put on catheter. However, the nurses concerned administered the 

catheter without explaining to the patient what they were doing. She protested and 

resisted the procedure, though could not prevent it. This left the patient in shock and 

she developed the feelings that she was molested by the staff in ICU. The 

consequence of this was that though the surgery was successful, she continued with 

paranoid-like symptoms where she continuously felt that the people in ICU were 

‘wicked’ and would harm her entire family. After discharge from hospital, she was 

able to walk but her trauma continued and gradually she developed dementia. Even in 

that state her apprehensions continued for a long period.  

  The displeasure of being sick is prominent, when a patient is in the ICU than 

in a routine hospitalisation. Patients are no longer their customary selves either while 

undergoing treatment or after discharge from the ICU. The memories of frightening 
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experiences may be a threat to their later psychological recovery in the general ward 

following the ICU stay (Schelling, et al., 1999; Samuelson, 2006) and continue to 

affect them several months after discharge from hospital (Russell., 1999; Adamson, 

Murgo, Boyle, Kerr, Crawford, & Elliott, 2004; Jones et al., 2007). Post ICU patients 

may develop severe psychological symptoms, like post traumatic stress disorder 

(Scragg et al., 2001; Jones, Griffiths, Humphris & Skirrow, 2001; Cubertson et al., 

2004). The repercussions of the ICU stay on the wellbeing and health outcomes, the 

psychological distress, cultural and social concerns can only be handled by using 

integrated health care practices. Vas, Avlund, Lauridan, and Hendriksen, (2005) 

proposed that functional decline in patients is associated with clinical and social 

problems and these can only be improved using a holistic care. 

Medical professionals can improve the patient’s physical and psychological 

outcomes by integrating holistic health care practice into the treatment regime. Policy 

makers have tried to embrace the aspect of holistic care into the health care system. 

The IOM (2001) listed ‘patient-centered-care’ as one of the aims in improving health 

care. The National and International Boards of Hospitals like the National 

Accreditation Board for Hospitals (NABH), The Joint Commission International (JCI) 

and The Society of Critical Care Medicine (SCCM) provided guidelines and set 

standards for hospitals to ensure holistic care to the patients. The hospitals which are 

accredited to these Boards are under the scrutiny of the Board and are expected to 

follow the set standards. The hospitals in India can be accredited to two Boards viz. 

National Accreditation Board for Hospitals (NABH) and The Joint Commission 

International (JCI). In an accredited hospital, there is a strong focus on patient rights, 

benefits and patient safety.  These hospitals are expected to practice bench mark 

protocols, like special care for vulnerable groups and critically ill patients to ensure 



17 
  

controlled clinical outcome to meet the stringent standards. The staff in an accredited 

hospital is also provided with continuous learning and training programs to keep up 

the standards of medical and clinical processes.  

The Intensive Care department in a hospital operates as a separate entity and 

with specifically defined policies, protocols, procedures, set standard guidelines for 

providing quality health care. The Indian Society of Critical Care Medicine sets 

guidelines for the plan and design of the ICU and also sets quality indicators. These 

guidelines are laid with reference to  the administration in the ICU, admission 

policies, clinical procedures, drugs and infusion, patient care and safety, staff in ICU 

and discharge procedures to name a few.  The guidelines lay emphasis on delivery of 

quality oriented services prescribed by the Broad. The guidelines also help the health 

care professionals to discharge their duties under the recommended standards, so that 

the patients receive treatment with the best possible care. Under the recommendations 

of these guidelines the ICU staff is trained in clinical management, improving 

processes of medical care and patient outcomes in the ICU.  

Although the JCI, NABH, and the ISCCM guidelines have been developed to 

encompass the Psychosocial Care into the health care system in practice, it has not 

received the attention and significance that it disserves. Statistics shows that only 183 

hospitals all over India are NABH accredited and 509 hospitals are applicants for 

accreditation (National Accreditation Board for Hospitals & Healthcare Providers, 

2012) while the number of hospitals in India under JCI accreditation is 12  

(Heidelberg Medical Services. 2012). The hospital services in India range from 

public/government run hospitals to the corporate/private hospitals. Due to the 

elaborate medical services, the number of hospitals under the scrutiny of these Boards 

is very few. Moreover in India the practices followed in hospitals are skewed towards 

http://www.heidelbergmedical.com/
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the bio-medical model, leaving aside the Psychosocial Care. Psychosocial Care is a 

central element of care in the ICU. The fact that it is not being given the importance is 

a cause of concern. This brings us to a question whether adherence, partial adherence 

or non-adherence to standard guidelines for providing Psychosocial Care results in 

significant differences in patient care, recovery and Wellbeing?   
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CHAPTER II 

REVIEW OF LITERATURE 

 

 

Thoughts, feelings and behaviours affect our health and well-being. Recognition of 

the importance of these influences on health and disease is consistent with evolving 

conceptions of mind and body and represents a significant change in medicine and 

the life sciences. 

                                                                                        Baum & Posluszny, 1999: 138 

  Research in Intensive Care Units (ICU) has revealed how this man-made 

atmosphere sends a strange feeling, affecting the person both physically and 

psychologically.  An attempt has been made to review studies related to care in ICU 

and the effect of ICU stay on patients. An observation made during the review was 

that ICU studies related to medical aspects are available in plenty while research on 

Psychosocial Care in ICU patients is scarce. Even studies in the area of Psychosocial 

Care were limited to cancer, HIV-AIDS, terminally ill patients and also on samples 

who were affected by a natural disaster. Further, it is observed from literature that 

ICU quality has always been measured in terms of medical care. The measure of 

psychological outcomes which categorically ought to be a part of ICU Quality has 

been neglected. Consequently psychological aspects of quality care can be considered 

a virgin area with wide scope for explorative research. Indian studies in the area of 

intensive care and Psychosocial Care were comparatively few. The literature was 

reviewed on the lines of ICU environment and care and the impact they have on 

patient outcomes. The review was taken up with a goal to understand the current state 

of the ICU care and identify gaps in research.  Research publications in the field of 
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Psychology, Nursing, Medicine, and Sociology were referred for this literature 

review. 

The Origin and Development of Intensive Care Unit  

The Intensive Care is defined as an advanced level of health care, where 

monitoring, diagnosis and treatment is carried with utmost care so that the vital 

functions of the patients are protected and the patients move towards a meaningful 

life. The Intensive care has seen a remarkable development in terms of technology 

and medicine since its inception in 1950. The 19
th

 century ICU was rudimentary, with 

fewer gadgets, open room and natural light, where more importance was given to 

patient care. The evidence-based medicine during that period gave much scope to 

communication with patients, patients’ physical environment, personal hygiene and 

nutrition (Munro, 2010). However the invention of technology made the ICU more 

sophisticated with complex equipment resulting in a shift of focus from humanized 

patient-centered-care to a dehumanized mechanical care. Thus technology while used 

as an aid, turned to be an intrusion into patient care. The less invasive techniques and 

improved patient monitoring techniques have helped to reduce the mortality and 

morbidity, but have increased the exposure to stressors. The ICU environment is thus 

considered as overwhelming and potentially hostile and is denounced to be the cause 

of the unpleasant consequences on the physical and psychological functioning of the 

patients. Wenham and Pittard (2009) commented that most patients are conscious and 

sensitive to the events in their environment, during their stay in an ICU where the 

environment itself becomes a source of psychological stress. A number of studies 

have described the physical and mental condition of the patients in ICU.  
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The Physical and Mental Conditions of ICU Patients 

Research studies have revealed that stay in ICU cripples a person physically. 

The first and foremost effect seen on the critically ill patient is the severe loss of 

weight. Loss of weight and weakness is due to the muscle wasting. ICU patients lose 

about 2% of their muscle mass every day, and some of them lose up to 50% of their 

muscle mass (Griffiths and Jones, 1999), which leaves the patients with formidably 

low energy levels and protein deficit. More over the medicine and the diet bring about 

an altered taste and smell perceptions, thus reducing food intake which also 

contributes to the weight loss. In a clinical review, Broomhead and Brett, (2002) 

reported that weight loss, fatigue, poor appetite, and muscle weakness may contribute 

to impair physical functioning, which results in severe exhaustion and the patients are 

unable to accomplish even simple physical tasks. The patients feel purposeless and 

lose confidence, as their arms and legs feel unfit and do not respond to their own body 

requirement (Granberg Axéll., 2001, Johansson & Fjellman-Wiklund., 2005, Johnson 

et al., 2006). Critically ill patients also have disorders of motor and sensory peripheral 

nerves, known as neuropathy or a temporary damage to the nerves of the peripheral 

nervous system. It is associated with a combination of autonomic and sensory changes 

like muscle weakness, cramps, spasm, numbness and pain. Some of the patients 

exhibit severe limb weakness with marked muscle atrophy, or a severe degeneration 

of proximal muscles (Hund et al., 1996). The loss of muscle mass, muscle weakness, 

joint stiffness, muscular neuropathy cause reduced mobility (Hund et al.,1996) which 

decrease the sensory function and may have a long lasting effect on the functional 

outcome and quality of life. 

The tubes and wires attached to the body make the patient immobile which 

increases dependency and vulnerability, and adds to a feeling that they are no longer 
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in charge of their physical condition (Gjengedal.,1994, Samuelson., 2006, &  

Almerud., Alapack ., Fridlund & Ekebergh, 2008). Dependency in patients admitted 

in an ICU begins with their inability to perform self care, which sends in feelings of 

powerlessness, frailty and vulnerability (Henriksen & Vetlesen, 2000). Samuelson, 

(2011) has also described that patients in ICU have feelings of insecurity, 

powerlessness and helplessness. These feelings are associated with lack of awareness 

of what has happened to them, loss of information, dependency and lack of ability to 

manage on their own. In a focused interview on experiences of ICU patients, 

McKinley, Nagy, Stein-Parbury, Bramwell and Hudson (2002) found that patients 

experienced vulnerability in ICU due to extreme physical and emotional dependency, 

and depersonalised care. The study showed that vulnerability decreased when patients 

were informed about what was occurring while they were in ICU, when care was 

individualized and when their families were present. Almerud et al. (2007) conducted 

unstructured interviews on nine ICU patients to find out ‘what it means to be critically 

ill.’ Dependency was one of the constituents of patient experiences. Patients felt they 

were compromising on integrity, and their freedom disappeared in the ICU 

environment. They sensed that they were monitored but at the same time felt they 

were invisible to the medical staff which led to feelings of security and vulnerability. 

The study challenged the present care giving system to develop an integrated and 

comprehensive approach to care which would strike a balance between clinical 

competence and holistic care. 

 In a narrative study on critically ill adult patient Lykkegaard and Delmar, 

(2013) found that ICU patients described, depending for help as unusual and 

embarrassing. Patients described dependency to be associated with feelings of burden 

and lowered dignity. Receiving help especially for body care was associated with 

http://www.ijqhw.net/index.php/qhw/article/view/20934/28475#CIT0017_20934
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shame, powerlessness and weakness. The investigators recommended enhancing 

awareness in patients and improved communication from staff, to reduce vulnerability 

in patients. Patients experience vulnerability not only due to limitation of movements 

but also because they cannot verbally communicate due to intubation or tracheotomy. 

This inability to express one’s thoughts verbally to ICU staff or to convey feelings to 

loved ones creates severe emotional distress in patients. Vulnerability can cause loss 

of role identity or lack of autonomy (Lokhart & Berard., 2001), which in turn may 

have serious psychological implications like depression and trauma. Thus the research 

findings suggest that the medical requirement of patients in the ICUs have the 

potential to create a state of helplessness. Already in a vulnerable physical state, the 

patients easily lose orientation because of the strange surrounding in the ICU. 

 

ICU Environment: Impact on Patients 

Exposure to unfamiliar physical environment has the potential to induce 

anxiety even in a healthy normal person because of the changes in sensory inputs. For 

a patient who wakes up from sedation in an ICU, it may be more anxiety provoking. 

The extreme physical environment of the ICU engenders alterations in sensory inputs 

viz. sensory deprivation, sensory overload, excessive noise, physical and social 

isolation, and restriction of movement, are found to be some of the causes of 

psychological trauma. Most of these stressors are from the ICU environment and the 

treatment procedure. 

The concept of environmental influences on healing has been known since 

Nightingale (1859). Nightingale focused on sanitation and other aspects of the 

environment that contribute to the health and healing of the patients and was also 

instrumental in bringing forth the body-and-mind connection. According to her the 
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environment played a central role in a patient’s healing of body and mind. Nightingale 

went on to influence the healthcare environment by varying the patient’s visual 

perspective, utilizing color and natural light more effectively, and eliminating 

excessive noise.  

“Unnecessary noise, or noise that creates an expectation in the mind, is that which 

hurts a patient . . . . Such unnecessary noises undoubtedly induced or aggravated 

delirium in many cases”. (Nightingale, 1859) 

Apart from the discomfort it creates in patients, noise is also found to cause disrupted 

sleep, impaired wound healing and hyper arousal (Fontaine, Briggs & Pope-Smith., 

2001). The recommended noise levels in the ICU during the day time are less than 

45dB, less than 40 dB in the afternoon and less than 20dB during the night. However 

studies found that noise levels in intensive care unit do not change during day and 

night. Noise levels were recorded in a General Intensive Care Units, for three 

consecutive days by Christensen (2007). The study showed that the noise levels in the 

ICU was 56.42dB, and reached a peak of 80 dB sometimes, which is far beyond the 

recommended standards. Qutub and Said (2009) measured the noise levels in ICU 

throughout the shift, using a sound level meter. The study showed that there was no 

significant difference in the exposure to noise in any of the shifts. The patients were 

exposed to a noise level that ranged from 59.3dB to 65.67 dB. The intensity of noise 

continued to remain at 59.5 dB, and never went below 56dB. Though there were 

multiple factors that contributed to the noise in ICU viz. ventilators and monitoring 

devices, the main factors were found to be communication between the staff, bed 

occupancy, and severity in patients’ condition. Similar results were found by Akansel 

and Kaymakci, (2008), on CABG patients, where the mean noise level was recorded 

as 65dB, with the peak noise levels as high as 89dB. Morrison., Haas., Shaffner., 
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Garrett., & Fackler. (2003) measured the psychological and physiological responses 

to noise in the ICU. Though the responses were not significantly associated with 

noise, the top three psychological responses were annoyance, startle and anxiety and 

the top three physiological responses to noise were insomnia, tachycardia (increased 

heart beat), and fatigue (Hsu, Ko, Liao, Huang,  Chen, Li,Hwang, 2010).  

Independent studies identified various sources such as monitor alarms, staff 

conversations (Dennis., Lee., Woodard., Szalal., Walker., 2010), cardiac monitor, 

voices, carts travelling in hall, pulse oximeter alarms (Dube et al., 2008), falling of 

objects, opening and closing of doors, telephone, people talking, beeping machines, 

hallway traffic (Taylor-Ford., Catlin., and LaPlante., 2008; Milette 2010) as some of 

the sources of noise in the ICU. Studies have shown that noise is one of the causes for 

sleep deprivation and ICU delirium. Reduction of noise level involves alteration of 

ICU design and modification of some care practices in the ICU. Kahn., Cook., & 

Carlisle (1998) commented that 51% of the noise in ICU can be modified and 

reduced. Connor and Ortiz, (2009) in their study found that educating ICU staff with 

noise-reducing strategies resulted in quieter ICU environment and was beneficial to 

both patients and staff. Taylor Ford et al., (2008); and Pugh et al., (2007) advocate 

that educational program to teach nursing and other staff about the effects of noise 

and importance of reduction of noise in the ICU, monitoring the noise levels during 

the day and night, modification of ICU staff practices are policies that can be 

followed by the ICU team. 

The other physical environment factor beside noise that needs to be regulated 

is the light. The need for natural light assumes significance as it is related to the 

biorhythms.   
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“Second to their need for fresh air is their need for light . . . it is not only light but 

direct sunlight . . . the usefulness of light in treating the disease is all important”. 

(Nightingale, 1859, pp. 47–48) 

The human body functions on a 24-hour programmed internal clock, which is also 

known as the circadian rhythm. The primary stimulus responsible for the 

synchronization of the circadian rhythm is the light-dark cycle (Czeisler, Buxton., & 

Khalsa, 2005; Rea, Bierman, Gifueiro, Bullough 2008). When a patient is in ICU, 

he/she is exposed to continuous artificial light, which disrupts circadian rhythm that in 

turn impacts the sleep-wake cycle. Recommendations say that the day light in the ICU 

should not exceed 30 foot-candle and the night lighting should not exceed 6.5 foot 

candle. In violation of this, studies have shown that the patients are exposed to the 

bright lights all through night, the reason being the patient care activities that take 

place during the night. A study by Dunn, Anderson and Hill, (2010) showed that 

patient care activities like collection of blood sample, patients’ bath were performed 

between 9 pm to 6 am which requires the use of continuous light. A review study by 

Tamburri, DiBrienza, Zozula  and  Redeker, (2004) on nocturnal care interactions on 

patients during 147 nights, showed that many of the nursing activities like measuring 

vital signs, administering medication, assessing output via catheter, obtaining blood 

samples and bathing patients take place between 7 pm to 6 am. Such activities require 

continuous light at the nursing station and also near the patient’s bed. The prevalence 

of strong lighting and noise affects physiological parameters such as blood pressure, 

heart rate and sleep (Ryherd et al., 2008). These stressors and the ongoing activities 

contribute to the incidence of ICU delirium, i.e. a temporary loss of orientation in 

time and place and experience of unreal events (Granberg Axell,  Malmros, 

Bergboom & Lundberg, 2002 and Granberg-Axell, Bergboom & Lundberg 2001).    
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The literature suggests that the design of ICUs affects patient’s recovery, as the risk of 

developing ICU delirium increases by about 50% in windowless rooms. Minimizing 

patient care activities, except the emergency activities during the night can not only 

reduce the exposure to light but also increase the length of undisrupted sleep in ICU 

patients. Controlling their effect is not a complicated task for the ICU team. 

Monitoring, re-scheduling and adhering to the guidelines would definitely bring about 

a change in these practices leading to improved patient outcomes.  

There is a strange and eccentric niche, in the ICU environment due to the 

different stimuli loads. Sensory imbalance or sensory alteration is experienced by 

patients due to the different stimuli loads in the ICU (Baker, 2004). According to 

Baker sensory overload is caused by internal factors such as pain, anxiety, discomfort 

and hallucination,  and external factors like constant/frequent noise (e.g. ventilators, 

suction, alarms, telephones, conversation), excess/constant light, frequent non-

therapeutic touch (i.e. only being touched during nursing/medical interventions), pain 

and discomfort and hallucinations from drugs. Similarly, sensory deprivation is also 

induced because of lack of communication, depersonalization, lack of or uninvited 

therapeutic touch, invasion of personal space, lack of demarcated night/day routine 

and social isolation. Depression, anxiety, confusion and delirium are some of the 

response to the sensory overload and sensory deprivation. The unfamiliar sounds have 

an impact on the physical and psychological Wellbeing and can delay the recovery 

(McLaughlin, 1996). Due to the sensory deficit, patients experience hallucination, 

emotional liability and psychological issues (Cropp et al., 1994; Topf, 2000). The 

tightly restricted motions, intrusive procedures, minimum communication, 

disorientation and helplessness are some of the causes of sensory imbalance, which 

can bring about a psychotic state in the patient. 
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 The sensory imbalance is one of the causes for ICU psychosis or ‘madness in 

ICU’ McKegney (1996). The term is referred to as ‘an unfortunate spin-off’ of 

medical progress, in cardiothoracic ICU patients who exhibited disorientation, 

hallucination, agitation and confusion. McKegney’s study was the earliest to 

recommend uninterrupted sleep in ICUs by reducing the level of noise and light at 

night, and place calendars and clocks in ICUs to orient them. The study also 

recommended a glass window view of the natural outside. After 17 years of the above 

study ICU psychosis is still recognized as one of the major complications of ICU stay, 

reflecting the presence of similar conditions in the ICU environment. The other terms 

used in describing the cognitive changes in ICU patients are delirium.  

Delirium (ICU delirium) is a distressing, high rated patient disorder that may 

be related to the environment amongst patients in ICUs (Van Rompaey, Schuurmans., 

Shortridge-Baggett, Truijen & Bossaert, 2008). Diagnostic and Statistical Manual of 

Mental Disorders, DSM-IV, (2000), defined delirium as an ‘acute disturbance of 

consciousness with inattention accompanied by a change in cognition or perpetual 

disturbance that develops over a short period and fluctuates over time’.  Granberg-

Axell et al., (2002) found mild delirium based behaviour like restlessness and fear to 

moderate delirium like ‘out of control’ in ICU patients with a few patients who 

experienced severe delirium, like bizarre thinking. Several studies (Fong et al., 2009; 

Miller, 2008; Pun et al. 2005) indicated that about 70% of patients admitted in ICU 

suffer from delirium. Rincon, Granados, Unutzer, Gomex, Duran, et al., (2001) in 

their descriptive study found the presence of psychological disorders in ICU patients. 

The study showed that out of the 96 patients taken into the study, 29.2% had 

depression, anxiety or delirium. Rompaey et al., (2009) conducted a delirium 

assessment study on adult male ICU patients. The study revealed that out of the 523 
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patients screened for delirium, 30% i.e. 155 patients were found to be delirious. The 

patients were screened for delirium using the NEECHAM Confusion Scale (1996). 

The study also reported that isolation of patients, restricted family visits, use of 

physical restraints were some of the factors that caused delirium in patients. The study 

stressed the role of ICU environment and the ICU policies as factors responsible for 

the cause of delirium. Delirium also has an impact on the outcomes and length of stay 

in ICU. In a study on 48 ICU patients, it was observed that 39 (81.3%) patients 

developed delirium and 29 (60.4%) of these developed other complications (Ely et al., 

2001). ICU delirium also is found to have other negative outcomes viz. cognitive 

impairment, increase in re-intubation, increased length of stay and increased mortality 

(Pisani, 2009; Lat et al., 2009 ; Robinson et al., 2008; Pandaharipande et al., 2008 

Balas et al., 2012.). 

A study on the effect of ICU environment on delirium was conducted by 

Arenson, Macdonald, Grocott, Hiebert & Arora (2013). Post operative cardiac surgery 

patients were taken from two different ICU environments viz. one with no barriers 

between bed spaces and with no windows and the second with private rooms with 

physical barriers for each patient and wall-to-wall exterior windows. Out of the 1010 

patients studied 148 (14.7%) experienced delirium after cardiac surgery. The 

prevalence of delirium in the two different ICU environments 1 and 2 was 16.1% and 

13.5% respectively showing no significant difference between the two. The authors 

conclude that environment alone is not likely to be a cause of delirium but when 

combined with other factors like age, mechanical ventilation, length of stay the 

prospect of  developing delirium are high. The authors in their study have not 

included the other factors of ICU environment like noise, light, sleep disruption. The 
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authors recommend a multi-model approach to ICU care. The other factors which 

cause delirium are sleep/wake cycles, noise and night-time interruption of sleep. 

Reducing the sensory imbalance is not an ardent task for the ICU team. Research has 

established that providing information to reduce anxiety, frequent orientation to time 

and place, uninterrupted sleep, reduction of noise, family involvement, caring touch, 

encouraging autonomy in self care are some ways to minimize sensory imbalance 

Field., (2005).  

Research reveals that management of delirium is done mainly through 

pharmacological treatment. However few non-pharmacological interventions like 

exercise and early mobility are found to be helpful in reducing delirium. Schweikert et 

al., (2009) conducted an interventional study on early mobility and reduction of 

delirium in ICU patients. They found that the group of patients who were given 

physical and occupational therapy along with interruption of sedation were found to 

have significant decrease in delirium (50%) in the ICU. The patients also showed 

significant improvement in functional status. Needham et al., (2010) found that a 

multidisciplinary rehabilitation approach was effective in treating delirium. 

Rehabilitation treatments reduced delirium from 67% to 30% and functional status 

improved   from 56% to 78%. Delirium in ICU can also be prevented by reducing the 

light and noise levels during the night so that the patients’ biorhythm is not affected 

and also reducing patient care activities during night to help patients to get continuous 

hours of sleep (Inouye, et al., 1990 & Trzepacz., 2000). Research has revealed the 

causes and after effects and interventions of ICU delirium. However Balas et al., 

(2012) in their review opined that the delirium can be reduced in patients by 

minimizing  physical restraints, sensory impairment, sedation, sleep deprivation  and  
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facilitating mobility, allowing daylight through windows in the ICU, which can be 

easily controlled and regulated by providing quality care.   

It may be concluded from the above mentioned studies that the environment of 

the ICU is highly potential. Though the main objective of an ICU is to keep the 

patient alive with the ‘best possible humane care’ by the staff and the use of high 

technology machine (American Thoracic Society 2012), there are stressors in the ICU 

environment which may accentuate the inevitable stress of an intensive care trauma. 

The noise, the sedation, the light, the invasive procedures, isolation, immobility, 

anxiety, delirium and disorientation directly or indirectly contribute to ICU trauma.  

Intensive Care Unit Trauma (ICU Trauma) 

Experiencing treatment in a modern day ICU is a potentially traumatic event. 

Along with the life-saving technology, the ICU environment also means unpleasant 

noise, bright lights, and overwhelming sights bodily sensations, (E.g. hearing others 

patients scream or moan, seeing his own and others wounds), and  invasive and 

painful procedures (Fontaine, Briggs & Smith 2001). Treatment in the ICU is 

paradoxical and creates feelings of apprehension and anxiety in patients and sends out 

subjective reactions of fear, helplessness, or horror that are cardinal features of 

psychological trauma. Events that involve experience of a serious threat to one's
 
own 

physical integrity or sanity, threat to life or an emotional experience that is 

overwhelming are accompanied by intense fear,
 
horror, and helplessness leading to 

trauma. The trauma, which is the result of ICU experience manifests in different 

forms.  

Anxiety and depression are major outcomes of being in an intensive care for a 

surgical or a medical complication. Rincon et al (2001) assessed the levels of anxiety 

and depression in 86 patients of an adult critical care unit. The results showed that 
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24% of patients showed signs of anxiety and 13.7% had depression. The study 

stressed on the need for screening the patients for anxiety. McKinley, Stein-Parbury, 

Chehelnabi & Lovas (2004) assessed anxiety in cardiac patients through a clinical 

interview.  Results showed that out of the 106 patients interviewed, two thirds of them 

were moderate to severely anxious. The study recommends non-pharmacological 

interventions, provision of information and emotional support as some interventions 

to reduce anxiety. Literature has documented that anxiety and depression is prevalent 

in CABG patients. Rattray and Hull, (2008) in a review reported that anxiety, 

depression and post traumatic stress decreased overtime for some patients while for 

others these problems were enduring. Similar results were also found in a study on 

CABG patients, by Murphy et al (2008) who identified that anxiety and depression 

persisted in these patients. In a pre and post surgery study they found that out of the 

184 patients, minor anxiety continued in 92% of the patients, six months post surgery 

and 8% of the patients exhibited major anxiety. While 72% of the patients showed 

symptoms of minor depression, 28% showed signs of major depression. 

 Studies published in the last one and a half decade have emphasized that 

psychological effect of experiences of ICU stay recur in the form of panic reactions, 

nightmares, flashbacks or delusions whenever the patients revisit their experience in 

ICU (Scragg., Jones & Fauvel., 2001; Jones et al., 2001). These experiences are 

similar to PTSD. PTSD is an anxiety disorder that develops after exposure to a 

traumatic event The National Health Science encyclopedia defines the PTSD as: ‘a 

psychological and physical condition, which can be caused by extremely frightening 

or distressing events, when somebody witnesses traumatic events and then feels 

extreme fear, horror, or helplessness’ (National Health Services NHS, 2008). For a 

patient to be diagnosed with PTSD, he or she must meet the following criteria: 

http://www.ncbi.nlm.nih.gov/pubmed?term=Stein-Parbury%20J%5BAuthor%5D&cauthor=true&cauthor_uid=12008875
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exposure to a traumatic event that evoked intense feelings of fear, hopelessness, or 

horror; demonstration of at least one clinically significant symptom of re-experiencing  

clinically significant symptoms of avoidance or emotional numbing,  clinically 

significant symptoms of persistent arousal; the presence of symptoms that persisted 

for at least one month; and the presence of the symptoms adversely impacted 

functioning or resulted in significant distress (American Psychiatric 

Association,2000).Similar persistent psychological symptoms are observed in patient 

who go through an intensive care experience. The presence of long term 

psychological trauma in ICU patient has been reported in literature. Jackson et al. 

(2007) from their review state that the prevalence of ICU related PTSD ranged from 

5% to 63% in patients.  Koshy et al., (1997) report that out of the total sample of 

patients with an ICU stay of 4 days, 15% were suffering from PTSD even after a year 

of discharge. Schelling et al., (1999) reported that there were as high as 27.5% of 

PTSD patients with acute respiratory disorder. According to Skirrow et al., (2001) and  

Gregurek et al.,(2001) these figures are much higher when compared to 1% in general 

population, 19% in war victims and 3.5% in victims of assault. The large percentages 

reported in various surveys point out the dire need for research designs to identify the 

specific aspects in ICU causing trauma.  Scragg, Jones and Fauvel (2001) used the 

Trauma Symptom Checklist and found that 30 out of the 80 adult general ICU 

patients, i.e. 38% reported significant symptoms of PTSD. The study showed that the 

post-traumatic stress was directly attributable to the experience of treatment in the 

intensive care unit. The authors further added that, it is not imperative whether the 

patient is from surgical, cardiac or medical ICU. Girard et al (2007) identified the 

significant presence of PTSD in ICU survivors. In his study on 43 patients from 

medical and coronary ICU he found that 14% of the patients had high levels of PTSD. 
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Myhren et al, (2010) found that 25% of the 170 patients from medical, surgical and 

trauma ICU had high levels of PTSD. They also observed that there was no difference 

in the risk of developing PTSD between these three groups of patients. Jackson et al., 

(2007) reported that the prevalence of PTSD in a general medical ICU ranges from 

5% to 63 % while in special populations like sepsis and respiratory disorders it is 

found to be ranging from 18.5% to 43%, these results imply that the prevalence of 

PTSD varies with the disease condition. Davydow et al (2008), in his review article 

contradicting the findings of Jackson et al. (2007) established that severity of illness 

was not a predictor of PTSD, but other factors related to the ICU environment cause 

trauma in patients. 

Research findings to date suggest that PTSD symptoms may be associated 

with the ICU experience. Survivors of ICU report of delusional memories, which refer 

to dreams, nightmares, paranoid delusions and hallucinations (Kiekkas, 2010). Re-

experience is one of the symptoms of PTSD. The characteristic of this symptom is to 

be related to the result of the way the traumatic event is laid down in the memory. 

Granja et al. (2005) conducted a study on 1433 adult ICU patients and found that 41% 

of patients experienced dreams and 30% experienced nightmares during their ICU 

stay.  They also report that patients recollected experiences like difficulty with 

tracheal tube (81%), nose tube (75%), family worries (71%), inability to move (64%), 

fear of death (64%), difficulty in communication (59%) noise and sleep disturbance 

(54%). The other manifestation of trauma is hyper-arousal. The patients in the ICU 

are in a state of hyper-arousal because they are always on high alert. Hyper-arousal 

symptoms are found to be associated with emotional numbing in children between the 

group of 7 and 14 (Weems, 2003). Research on adult ICU patients in the area of 

hyper-arousal, is scarce.  
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The fact that critical illness causes PTSD has been established in the above 

studies. It is important to recognize the features of the ICU that trigger the 

development of PTSD. There are several factors in the ICU that can influence the 

occurrence of PTSD in patients. Davydow et al. (2008) critically reviewed data on the 

prevalence of PTSD in general ICU survivors and also the risk factors for the 

development of ICU PTS (ICU-Post Trauma Stress). The review revealed that while 

1,104 patients showed clinically significant PTS, there were 93 patients who had the 

prevalence of clinician diagnosed PTS. The study revealed that the consistent 

predictors of post-ICU PTS are prior psychopathology, sedation, psychotic 

experiences like delirium, ICU syndrome and ICU memories. It is important to find 

out if the post ICU stress is the result of factors other than the ICU experience per se. 

Myhren et al. (2010) in their study on Posttraumatic stress in the first year of ICU 

discharge identified some predictors of post traumatic stress. According to the study, 

educational status, employment status, personality traits, pain, lack of control, factual 

recall, memory of feelings, delusional memories are some of the predictors of post 

ICU stress. A significant observation from the above study is that apart from ICU 

environment, there are other determinants such as personality and socio-demographic 

factors. While the stable factors such as personality and socio-demographic factors are 

beyond the purview of intervention, there may be other means of minimizing ICU 

Trauma.   

Quality care refers to the attitude of the care provider to view the patient as a 

human being with all the physical, emotional, cognitive and social needs along with 

the medical needs demanded by the patients’ health conditions. In other words, the 

quality of care can be enhanced only when it includes the psychosocial 

considerations. 
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Psychosocial Care and is Positive Impact 

Psychosocial Care originates from the biopsychosocial model of health care. 

In the biopsychosocial approach the health professionals practice the integrative 

approach. This approach is a ‘whole person’ approach wherein the health care 

professional integrates his/her knowledge about the patients’ biological system with 

the behavioural, social and cultural background and provides effective medical 

service. While the bio-medical model with its focus on medical responses to 

biological alterations, resulted in the development of drugs and vaccines that have 

contributed to a dramatic decline in mortality rates in the twentieth century, the 

biopsychosocial model takes account of the psychosocial dimensions viz. personal, 

emotional, family and social in addition to the biological aspects (diseases) of all 

patients. The model emphasizes on the patient-centered care delivered by 

interdisciplinary provider teams that include Health Psychologist. The 

biopsychosocial care model thus is a ‘holistic’ approach to illness, where as the 

medical practitioners understand the human experience of illness rather than the 

limited construct of ‘disease’.  

Health care is based on a constant interaction between the provider and the 

patient. Health care relates to addressing not only patients’ disease but also the 

concerns. Patients seek health care service for biomedical treatment, medical 

information, psychological
 
assistance, therapeutic listening and general health advice. 

The health care is complete and holistic only when patients receive all the above 

services to their satisfaction. According to Engel (1977), the patient- provider 

relationship starts with the patient’s expression of his/her health condition and the 
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providers understanding of the patient’s perception of health. When this kind of 

relationship exists between the patient and the provider, a framework of helping 

alliance is formed in which the medical care takes place. Such an alliance 

encompasses the biological, psychological, social and spiritual aspects of care of the 

patients and their families. Psychosocial Care  deals with not only creating a 

relationship between physicians, patients, and their caregivers in the emotionally 

charged medical environments but also extending support during crisis, helping 

patients and their caregivers  tackle the emotional reactions to critical events and also 

help them to adapt to the ongoing situations. 

Psychosocial Care interventions have been widely used in the field of Cancer 

care, Palliative Care, HIV-AIDS and in Disaster Management. The goal of 

Psychosocial Care in cancer patients is to recognize and address the effects of cancer 

and its treatment on the mental status and emotional wellbeing of patients and their 

family members (Andrykowski & Manne, 2006). It is found that provision of 

Psychosocial Care to cancer patients helps in effective management of disease related 

symptoms and adverse effects of treatment viz. pain (Gorin et al.,2012), fatigue 

(Kangas, Bovbjerg and Montgomery 2008), loss of body image and isolation. Cancer 

diagnosis and treatment is associated with physical, psychological and social 

morbidity (Kissane et al. 1998, Zabora et al 2001) which affects the patients’ quality 

of life. The patients also face issues at the domestic front, and experiences problems 

in daily living, finances and employment (Schulz et al., 1995). Literature has revealed 

that cancer is associated with severe distress. A U.S. based National Comprehensive 

Cancer Network (NCCN) Clinical Practice Guidelines in Oncology defines distress in 

cancer as ‘a multifactorial unpleasant emotional experience of a psychological 

(cognitive, behavioural, emotional), social and/or spiritual nature that may interfere 
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with the ability to cope effectively with cancer, its physical symptoms and its 

treatment’. Distress extends along a continuum, ranging from common normal 

feelings of vulnerability, sadness, and fears, to problems that can become disabling, 

such as depression, anxiety, panic, social isolation, and existential and spiritual crisis.  

Holland., Anderson et al. (2010) state that Psychosocial Care interventions help 

patients get over the distress. The IOM guidelines (2008) state that ‘attending to the 

psychosocial needs should be an integral part of quality cancer care and is not 

possible to deliver good-quality cancer care without addressing patient’s psychosocial 

health needs’. Similar recommendations have been mentioned in the care of HIV-

AIDS and Palliative Care. The severity of the disease, the distress associated with 

diseases like cancer and HIV-AIDS call for provision of Psychosocial Care for these 

patients. 

However research is not misguiding in saying that patients admitted in the 

intensive care unit for a surgery experience acute, multiple, recurring and 

overwhelming stress. Intense adverse emotions, fear, anxiety, agony, loneliness, 

bewilderment, depersonalisation, hopelessness, and acute confusion are all the 

responses to ICU stay (Lusk et al., 2005). Such traumatic events shatter lives and 

result in a major loss of resources (Hobfoll, 2001).These losses can include the 

physical (health, safety), the personal/ psychological (self esteem and emotional well-

being) the moral/spiritual (values and belief system) and the social (family, friends, 

and community health) resources. Psychosocial issues are not only restricted to cancer 

or palliative care, but emerge even in intensive care units. There is abundant literature 

which shows that patients undergoing cardiac surgery go through psychosocial 

distress and these issues can be address by extending Psychosocial Care.  
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Need for Psychosocial Care in CABG Patients 

CABG is performed to alleviate the symptoms of Angina, breathlessness, 

prevent Myocardial Infarction and improve functional ability, quality of life and 

survival (Cameron et al., 1994; Brandrup-Wognsen et al., 1997; Brorsson et al., 

2001). Studies show that CABG surgery brings about a definite change in the health 

related quality of life in patients (Colak, 2008). The surgery has positive outcomes 

and is highly beneficial for patients with Coronary Artery Disease as the patients can 

observe a change in their pre-operative status.  

However CABG surgery is associated with high levels of apprehension, 

anxiety, depression and psychological distress (Ebirim & Tobin, 2011; Powell & 

Johnston 2007; Luttik, et al., 2011 and Chaudhury, et al., 2006). The entire procedure 

of surgery and recovery after surgery presents a great challenge for patients (Lindsay 

et al., 2000). Patients experience psychological distress and cognitive impairment 

(Duits, et al., 1997, Selnes, et al., 2004). After the surgery the time taken to achieve 

optimum health is reasonably long. Recovery from a surgery and returning to normal 

life is a dynamic process and is associated with physical, psychological and social 

effects (King et al, 1994; Lopez, Ying, Poon &Wai, 2007). Lopez et al (2007) in a 

prospective study examined the physical, psychological and social recovery patterns 

in 68 CABG patients. The patients were interviewed once before surgery, and twice 

after surgery. The results showed that the physical recovery and depression levels in 

patients reduced gradually after discharge. Depression was associated with poor 

recovery. The drawback of this study was that the psychological recovery measured 

only the depression levels. The study stressed on development of adequate teaching 

and rehabilitation programs to be conducted for the nurses. 
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CABG patients go through physical problems like pain from chest and leg 

incision, loss of appetite, fatigue and sleep disturbance (Gallagher et al., 2004). It has 

been found that the psychosocial problems are a challenge to recovery from CABG 

surgery and are powerful predictors of recovery (Linden et al., 1996). Moser and 

Dracup (1995) found that 25% of CABG patients have significant problems in long-

term recovery. Psychological problems after a cardiac surgery include anxiety, 

depression, restlessness, irritability, panic and anger due to the feelings of 

powerlessness, lack of control, and reduced self-esteem (Shih et al., 1997). CABG 

patients are at a risk of anxiety and depression. In a study on prevalence of anxiety 

and depression in patients undergoing CABG surgery, it was found that out of the 184 

patients, 92% of patients had minor anxiety symptoms and 8% had major anxiety. 

Minor depression was observed in 72% patients and 14% had major depression  

(Murphy 2008).The prevalence of anxiety and depression among patients with cardiac 

conditions is three times higher than in the general population, with 25–30% of 

patients reporting persistent problems with anxiety and/or depression (Blumenthalet 

al., 2001). Depression in CABG patients is associated with high levels of mortality 

and morbidity and decreased functioning (McKhan et al., 1997, Burg et al., 2001). A 

major surgery like CABG is a risk for the life of a patient and often results in 

depression, cognitive disorientation, and mood swings. It takes a long time for 

patients to make this transition from a state of illness to a state of Wellbeing. It was 

found that for  patients who had undergone a heart surgery, reorientation to life is a 

long process and as many as 52% of the total patients taken into the study  continue to 

be in a depressed state  for a period of three years, which has an impact on the 

Wellbeing (Karlson, Lidell & Johansson, 2007). Anxiety and depression impact the 

quality of life, and are associated with poorer self-management and health outcomes 

http://www.sciencedirect.com/science/article/pii/S0020748906001933#bib43
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(Carney et al 2002, Frasure-Smith & Lesperance, 2003). The levels of depression, 

anger and mood swings after a CABG surgery are found to be positively associated 

with the length of recovery (Gaberson, 1995). Severe cardiac disease is often 

perceived by the individual as
 
a life-threatening and devastating event. Recent studies 

also confirmed that post- traumatic stress disorder (PTSD) was prevalent in 14.7% of 

CABG patients (Dao et al., 2010). PTSD symptoms, including traumatic memories 

related to CABG surgery, were evident in up to 18% of 148 patients in a six month 

follow-up study. Researchers have begun to acknowledge that cardiac treatment itself 

can result in long-term psychological impact which can in turn impact quality of life 

(Boykoff et al., 2009). 

Apart from the physical and psychological distress the patients’ experience of 

the surgery itself is distressing. Research on patients’ experiences of a cardiac surgery 

bring out themes like loss of dignity, feelings of being dehumanized, feeling of being 

isolated from family and friends, fear of outcome and apprehension about future. 

Patients were found to have overwhelming need to feel safe. Trust, hope, regaining 

control over them, and being close to family and friends influenced the feeling of 

being safe. The study also found that family, friends and ICU staff could positively or 

negatively affect the need for feeling safe (Hupcey, 2001). Gardner et al., (2005) in 

their study found that apart from the pain and physical dysfunction patients expressed 

feelings of isolation, helplessness and apprehension. Many of the patients expressed a 

change in their view of life since surgery. In a phenomenological study by Corrigan, 

Samuelson, Fridlund, & Thomé, (2007) it was found that ICU stay brought in the  

experience of ‘life being beyond their control’, and ‘fear of unknown’ in the patients. 

These experiences not only had a deep impact on the patients but also had a strong 

prediction for trauma. A study on stressful experiences in CABG patients (Gois et al., 
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2012) revealed that patients felt the ICU experience as hard. The patients felt they 

were being isolated from family and the recovery period was the hardest part. Patients 

also complained of immobility, feeling of thirst or being choked due to tubes. The 

above study also brought into light the fact that apart from some patients being 

satisfied, some of them complained of being given a depersonalized treatment and felt 

they were not ‘listened to’. Patients expressed that some of their informational needs 

were not met (Doering, McGuire, Rourke, 2002). The high technology and the busy 

schedule of the ICU staff influenced care. Patients reported feelings of 

depersonalization, or feelings of being treated as a commodity and alienation 

(Doering et al., 2002; Hawthorne, 1990; Lukkarinen, 1999). A study by Camp (1996) 

and Laitinen (1996) revealed that patients expressed feelings of confusion. The fast 

paced, busy ICU environment, constant activity and the conversations between ICU 

staff resulted in confusion. Research on experiences of cardiac patients emphasizes 

the need for a personalized care which is possible through providing a holistic care 

and improving the ICU Quality so that the negative effects of the ICU environment 

are minimized. Thus the ICU Quality is assessed not only by the parameters related to 

biomedical aspects, but there is a need to include psychosocial aspects that constitute 

the appropriate bench mark for the services provided in ICU. Such supportive 

interventions and quality care in the ICUs would distinctly bring a change in the 

health care perspective.  Another important aspect of Psychosocial Care is the family 

member of the patients. Studies have revealed that the family members of the patients 

equally go through the painful ordeal of procedures in the hospitals. Research has 

established that the family members also go through the psychological sequel of 

anxiety, depression, fear, apprehension and PTSD. There is abundant literature on 

involving the family member in the care and decision making process in the ICU. 
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Bergbom and Askwall (2002) found that the presence of family and their participation 

in the care process during their stay in the ICU neutralized feelings of threat, 

estrangement and meaninglessness in patients. Involving relatives and friends in the 

care process helped to maintain the patients’ identity and individuality. The study 

found that patients were able to affirm themselves and attain strength and support. 

Addressing family needs and involving family in the care process brings down the 

anxiety and apprehension in the family.  Grendell, (1998) in his study says that the 

patients’ ability and response to cope up majorly depends on the degree of social and 

emotional support they receive from the environment. During the time of stress and 

anxiety, support, nurturance and warmth from close family members plays a vital role 

in recovery. The social and emotional support from family is an effective buffer and 

helps lower the anxiety in patients.  

Working towards providing optimal psychological care will have a positive 

effect on patients’ psychological recovery and may also help physical recuperation 

after critical care. Psychosocial support can be used by the ICU team to establish 

therapeutic relationships. These relationships are built through psychological, social, 

and spiritual care. ICU care is more than just removing the disease of the patient. The 

health care team has to ensure that the care provided in the ICU would help the patient 

and their family in handling the feelings of distress and improving their Wellbeing. In 

other words, what it indicates is that an effective Psychosocial Care in ICU ensures 

sustains and protects Wellbeing in ICU patients.  

Supportive interventions and quality care in the ICU would distinctly bring a 

change in the health care perspective.   
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ICU Quality Indices 

Many national and international organizations have focused on the quality of 

care being provided by the nation’s hospitals, and specifically in the ICU. Among 

those organizations are The Joint Commission International (JCI), The Leapfrog 

Group, and the National Quality Forum (NQF), The Society of Critical Care Medicine 

(SCCM), and the American Association of Critical-Care Nurses (ACCN) in the 

United States, and The National Accreditation Board for Hospitals (NABH) and the 

Indian Society for Critical Care Medicine (ISCCM) in India, are the leading 

organization to set bench mark for Health Care. All the above mentioned 

organizations while set standards for hospital care also have a special focus on ICU 

too.  The guidelines include psychosocial domains into the medical care.  

The Joint Commission International (JCI, 2010) in its guidelines says “A 

hospital must embed effective communication, cultural competence, and patient- and 

family-centered care practices into the core activities of its system of care delivery—

not considering them stand-alone initiatives—to truly meet the needs of the patients, 

families, and communities served”.  

The JCI encourages hospitals to adopt a combination of the practices and use 

them for creating processes, policies, and programs that are best suited for their 

organizations. The recommendations regarding the hospital practices include minute 

aspects related to practices at the time of admission such as informing the patients 

about patient rights, minute aspects related to patients’ assessment, treatment, end-of-

life care and discharge. These heads specified detailed practices related to 

psychosocial needs of the patient and the families. The detailed guidelines of JCI are 

appended to the dissertation (Appendix I A). 
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Endorsing the holistic approach to patient care, the JCI aptly stated -“Every 

patient that enters the hospital has a unique set of needs—clinical symptoms that 

require medical attention and issues specific to the individual that can affect his or 

her care. As patients move along the care continuum, it is important for hospitals to 

be prepared to identify and address not just the clinical aspects of care, but also the 

spectrum of each patient’s demographic and personal characteristics.” The above 

recommendations of the JCI reflect the person- centered approach which includes the 

biopsychosocial aspects of care.  

  Similar guidelines are laid down by the National Accreditation Board of 

Hospitals (NABH). The NABH also stressed on the patient centered approach and 

recommended the patient rights to be protected. The guidelines laid by NABH though 

are broad and prescriptive are not as specific and categorical in behavioural terms. 

The emphasis of NABH focused on the process to be adopted by the hospitals, such as 

the compliance with providing the discharge summary, the mandate of the hospital to 

protect individual’s dignity and privacy during examination etc. (For reference please 

see Appendix I B) This leaves some scope for interpretation on the part of the 

hospitals while in case of JCI, the guidelines were spelt out in terms of specific 

behavioural aspects, giving scope for objectivity in assessing the compliance with the 

benchmark. 

While the above Commission/Board has provided guidelines for the hospital 

functioning in general, the Indian Society for Critical Medicine laid the guidelines 

specifically for the ICUs. 

The Indian Society of Critical Care Medicine (ISSCM) was constituted in the 

year 1993. The ISCCM initiates the promotion, education, and training of the ICU 

personnel.  According to ISCCM, the ICU operates on defined policies, protocols, 
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procedures, and should have its own quality control, education, training and research. 

The ICU is an area where no compromise can be made on the quality of health care 

delivery (ISCCM, 2010). Hence it is important that hospitals accept and adopt the 

guidelines. Going by this the ISCCM set elaborate guidelines for Intensive Care Units 

encompassing the standards for infrastructure, training and education of nurses, 

human resource, patient care and research. The guidelines of ISCCM describe in 

detail about the planning and designing of the ICU. Details of the guidelines are 

appended in Appendix I C. The ISCCM guidelines are very specific and detailed. 

They have covered every possible aspects related to the physical environment, 

infrastructure, health and hygiene practices and the requirement of personnel. These 

guidelines have stressed adequately on the physical and medical aspects. While the 

psychosocial aspects also find a place in the guidelines they do not seem to enjoy 

equal prominence. 

Each and every recommendation that is set by the Board is intended to play a 

major role in minimizing the adverse effect of the ICU environment. The intensive 

care units are transforming into increasingly complex and fast–paced environments. 

The round the clock services are primarily aimed at providing quality services to the 

patients. The ICU Quality is measured in terms of the biomedical aspects of treatment 

viz. structure and facilities in the ICU, procedures performed, medication, hygiene, 

and the psychosocial outcomes of treatment viz. physical and psychological outcomes 

of patients, patient satisfaction, patient respect, and patient mortality.  Such quality 

can only be maintained by setting indicators, which can be used as instruments to 

supervise and monitor healthcare (De Vos, 2012).  

The guidelines are created to ensure that the ICU environment minimizes 

stressors. But research reveals that in spite of recommendations and guidelines the 
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ICU environment continues to be a source of high stress for patients and impinges on 

the patient Wellbeing. The traumatic experience and outcomes of ICU patients can be 

safeguarded only when the hospitals safeguard the standards set by the Boards and 

also provide Psychosocial Care. In critical care, supportive clinician-patient 

relationships are considered extremely vital (Wilkin & Slevin, 2004). Research has 

identified specific supportive interventions, such as providing explanations,  

reassuring and raising faith and hope, cheering-up, strengthening patients’ self- 

esteem, giving emotional warmth, offering empathetic listening, physical and 

emotional presence, emotional care, empathetic touch and spending extra time with 

patients  (Frazier et al., 2002) can reduce the length of stay in ICU and also improve 

the patients’ Wellbeing. 

Hospital Wellbeing: Impact on Prognosis 

Hospitalisation has the potential to induce hospital anxiety, while admission in 

ICU is found to surpass the anxiety and result in ICU Trauma. This is found to be 

closely related to reduce the pace of convalescence, and result in relapse and re-

hospitalisation. Hence the effort of the hospitals is to instill, sustain and enhance 

Wellbeing in patients so that it contributes positively to healing, recovery and 

discharge from hospital. 

Patient outcomes of critical care can be measured on medical and non-medical 

criteria. The medical criterion is the prognosis viz. the presence or absence of the 

disease, recovery or survival from disease. The non-medical criterion is measured in 

terms of the quality of recovery or survival. The quality of patient outcomes can be 

described as Wellbeing or quality of life. Wellbeing is a significant outcome measure 

for patients admitted to the intensive care unit (ICU). Going by the definition of WHO 
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‘wellbeing of a patient’ should reflect his/her physiological and psychological 

condition, social functioning and perception of health. 

In the context of hospitalized patients the wellbeing is measured in terms of 

Hospital Wellbeing. Hospital Wellbeing refers to the subjective perception and 

evaluation of a patients’ health condition in terms of their affect states, psychological 

functioning, social relations and spiritual Wellbeing. In case of ICU patients, the 

Wellbeing at best can be measured in terms the person’s level of satisfaction with 

their prognosis of health, as well as mental state.  

ICU stay has a significant effect on the Wellbeing of patients. Literature 

reveals that the psychological distress that patients undergo viz. the anxiety of being 

in the hospital, apprehension over the outcome of the surgery and depression which 

comes along with the feeling of being alone, helplessness, and the traumatic 

experience of the surgery or procedure effects the physical, psychological and social 

Wellbeing. Research studies have evaluated the effect of ICU stay on patients. Adrian 

et al., (1988) from their study reported that after the ICU stay, patients exhibited a 

decreased level of concentration, attention and psychomotor functioning. Such 

cognitive decline may cause short-term memory loss, psychomotor slowing, or 

executive dysfunction affecting the Wellbeing in patients. A significant percentage of 

critically ill patients experience cognitive dysfunction, which affects their quality of 

life and overall daily functioning in the longer term (Gordon et al., 2004) 

 Research has shown that anxiety and depression are two major psychological 

outcomes of heart surgery (Goodman, 1997; King & Parrinello, 1988; Laitinen, 1996; 

Moore, 1994; Plach & Heidrich, 2002), which influence patients’ physiological 

recovery and the quality of life. Patients who experience a high level of stress, and 

patients who experienced postoperative mental confusion have a low quality of life 
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(Heijmeriks, et al., 2000; Schelling, et al., 2003). A study by García et al., (2003) 

showed that out of the 197 critically ill patients, 37% felt their quality of life to be 

similar, and 25% felt it was better but 38% of the critically ill patients complained of 

low quality of life, with the psychological domains being affected the most. In a study 

on 194 patients from three different ICUs it was found that low posttraumatic stress 

and high optimism were the predictors of higher health-related quality of life 

(Myhren, Ekeberg & Stokland, 2010). 

The literature on Wellbeing in ICU patients is limited. Most of the studies 

done were either on physical and psychological outcomes of ICU or on quality of life 

in ICU patients. Few studies that were available in the area of wellbeing are 

mentioned here.  One such study was conducted on advanced chronic ill patients. This 

study by Chiarchiaro et al., (2013) looked into the effect of trajectories of functional, 

emotional, social and physical Wellbeing in three groups of patients. It was observed 

that scores on all the subscales of Wellbeing declined in all the 40 patients. The study 

cannot be generalized to all the ICU patients as it was conducted on advanced ill 

patients. Tolmie et al., (2006) conducted a long term follow up study on experience of 

health and wellbeing in CABG patients. In-depth interviews of 62 patients revealed 

that the Wellbeing improved over the seven years but the process of recovery was 

complex. The study stressed the need for interventions that would facilitate self 

management for optimal recovery. Halm and Alpen (1993) in their review stated that 

the physical and psychological Wellbeing in patients can be improved by employing 

creative strategies to minimize the impact of environment. In another study by 

Nedeljkovic et al., (2011), it was found that the functional and physical component of 

quality of life improved in 86 CABG patients. Mental health status, personality profile 

and rehabilitation were some of the predictors of quality of life.  Deisch et al. (2000) 
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conducted a prospective repeated measures design on 100 patients undergoing CABG. 

Data were collected preoperatively and seven days postoperatively. Patients listened 

to the guided imagery tapes twice a day throughout the study. Findings demonstrated 

reduced physical pain, anxiety, fatigue, and length of stay and increased patient 

satisfaction in the experimental group. A number of studies on cardiac patients 

(Friesner et al., 2006, Halpin et al., 2002, Bergmann et al., 2001, Hwang et al., 1998) 

have included psychosocial interventions like guided imagery, relaxation techniques, 

emotional and informational support, personal attention by medical professionals, and 

breathing exercises. These interventions have helped reduce the impact of ICU 

environment and enhance patient outcomes. Some of the reviews have suggested 

rehabilitation programs for patients to recover from ICU stress. In a study by 

Ghashghaei et al., (2012), thirty two patients who underwent CABG were selected 

and allocated to two groups two months before admission. While the rehabilitation 

group is given exercise, nutritional and psychological consultation and risk factor 

management, the reference group did not get this program. The result showed 

significant improvement of functional capacity in the rehabilitation group. In another 

study by Rajendran et al., (2004) 74 CABG patients were enrolled into the 

rehabilitation program prior to surgery, were initiated into lifestyle changes based on 

diet, relaxation, exercise, attitude and motivation. Results showed favorable changes 

in the functional outcome and lowered cholesterol and blood sugar. However 

rehabilitation programs can be implemented post ICU discharge, and there is a 

probability that many patient would not be willing to consider to be a part of the 

program. An interventional study by Peris et al., (2011), suggested an intra ICU 

psychological intervention for reducing psychological distress. Peris et al., (2011) 

conducted the study on 376 patients, 123 patients enrolled into intervention were 



52 
  

found to have low PTSD symptom than the control group. The above study suggested 

the presence of an intra-ICU Psychologist, who may help critically ill patients recover 

from this acute, stressful experience. 

The quality of life and day to day functioning after surgery was also associated 

with cognitive functionality during the ICU stay (Gordon et al., 2004). A study on 

impact of critical illness on 252 patients on health related quality of life by Hofthuis et 

al., (2008) revealed that physical functioning, general health and social functioning 

declined in the patients. The ICU survivors had significantly lower health related 

quality of life even after six months of discharge. Chelluri et al., (2004) in their study 

found that ICU patients’ quality of life was impaired mainly on the physical and 

social domains. Interventions like providing support may improve the functional 

status and quality of life. Low levels of health related quality of life and Wellbeing 

were associated with memories and cognitive disturbances of ICU stay (Granja, 

2005). 

Independent studies by Davydow  et al, (2008); Rattray  et al., (2005); Scragg  

et al, (2001)  on post ICU patients revealed that that 2% to 25% of patients diagnosed 

with PTSD had a great influence on quality of life. Schelling et al., (2003); and 

Samuelson, (2011) add that patients’ memories of frightening experiences may be a 

threat to their later psychological recovery following the ICU stay  and  these 

experiences continue to  affect them several months after discharge from hospital 

(Russell, 1999; Adamson et al., 2004; Jones and Griffiths, 2005). The emotional stress 

and trauma, experienced by ICU patients not only produces the risk of ICU-syndrome 

and delirium (Rotondi et al., 2002) but also have an enduring effect on patients’ later 

quality of life (Russell, 1999).  

http://www.ncbi.nlm.nih.gov/books/n/nicecg83/ch3/#ch3.r22
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However the purpose of the hospitals must be to enhance Wellbeing of 

patients which is possible through holistic care in ICU which reflects the ICU quality. 

Patients feel supported in a holistic approach that focuses on their quality of life, 

intimate relationships, and social situation (Sundquist and Yee 2003). Moreover 

empowering patients through support and education enables them to have some 

feeling of control. Including simple techniques like empathy, understanding, and 

reassurance, health care team can contribute to positive psychological outcomes for 

patients (Lin and Bauer-Wu 2003). With this the trauma is minimized and wellbeing 

is optimized. However the question is whether the hospitals strictly adhere to the 

mandatory standards in maintaining the ICU Quality so as to assure Wellbeing?  

 

ICU Trauma as a repercussion of ICU stay for the patient is one of the 

intensely researched fact. This psychological adversity is likely to lower the 

Wellbeing of the patients. However, the research evidence has proved the differential 

impact of ICU on patients indicating the complexity of the phenomenon called ICU 

Trauma. It is of interest to investigate into the possible factors that play a significant 

mediating role in generating, enhancing or mitigating ICU Trauma and Hospital 

Wellbeing among patients who spend the mandatory time in ICU following major 

surgery.  

Research questions were framed to answer some of the gaps found in literature 

review, which lead to the formulation of objectives and hypothesis 
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The present study addresses the following research questions 

1. Does Psychosocial Care impact Hospital Wellbeing and ICU Trauma? 

2. Do the hospitals differ in providing Psychosocial Care in their ICU practices, and 

does this difference in practices have an effect on ICU Trauma and Hospital 

Wellbeing? 

3. To what extent do the hospitals comply with the guidelines provided by 

appropriate authorities? 

4. Do the patients from different Qualities of ICU differ in the Psychosocial Care 

received?  

5. Is the ICU Quality associated with Psychosocial Care, ICU Trauma and Hospital 

Well being? 

 

The objectives of the study are  

1. To determine the impact of Psychosocial Care on ICU Trauma and Hospital Well 

being. 

2. To investigate if the Hospitals differ in providing Psychosocial Care practices in 

their ICUs. 

3. To evaluate the extent to which the ICUs of Hospitals, comply with the Standard 

Guidelines provided by the appropriate authorities.  

4. To find out if there is a difference in the Psychosocial Care practices provided to 

patients belonging to different Qualities of ICUs.  

5. a To find out if there is a difference in the ICU Trauma in patients who have 

received different levels of Psychosocial Care.  
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5.  b To find out if there is a difference in the Hospital Wellbeing in patients who 

have received different levels of Psychosocial Care. 

6. To examine the association between ICU Quality, Psychosocial Care, ICU Trauma 

and Hospital well being. 

The present study was initiated with the following hypothesis 

It was hypothesized that 

1. Psychosocial Care provided in ICUs will have a significant positive impact on 

ICU Trauma and Hospital Wellbeing. 

2. The Hospitals will significantly differ in providing Psychosocial Care practices, in 

ICUs 

 3. There will be a significant difference in Psychosocial Care provided to patients 

belonging to different Qualities of ICUs. 

4. a There will be a significant difference in the ICU Trauma among patients who 

have received different level of Psychosocial Care. 

4.  b There will be a significant difference in the Hospital Wellbeing among patients 

who have received different level of Psychosocial Care  

5. ICU Quality will be associated with Psychosocial Care, Wellbeing and ICU 

Trauma in patients. 
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CHAPTER III 

METHOD 

 

 

The chapter presents an overview of the design, tools and the procedure 

adopted in conducting the study. The review of the research findings led to the 

inference that patients who are admitted in the Intensive Care Units (ICUs) of the 

hospitals experience what is termed as ICU trauma.  

The present study involved a correlation design to determine the impact of 

Psychosocial Care and ICU Quality on ICU Trauma and Hospital Wellbeing in 

patients who were admitted in a Cardiac ICU for a stipulated period of time after a 

CABG surgery. For the purpose, the Independent Variables (predictors) were 

Psychosocial Care and ICU Quality, whereas the Dependent Variables (criterions) 

were the ICU Trauma and Hospital Wellbeing. The study also adopted a between 

subject design by taking equal number of unrelated samples from five hospitals. Here 

the Independent Variables were Hospitals (H1, H2, H3, H4 and H5) and ICU Quality 

(High, Medium and Low ICU Quality), whereas the Dependent Variables were 

Psychosocial Care, ICU Trauma and Hospital Wellbeing. The study treated 

Psychosocial Care (High, Medium and Low Psychosocial Care) as Independent 

Variables in order to find the influence on ICU Trauma and Hospital Wellbeing as 

Dependent Variables. 

Participants 

A multistage sampling method was used for the study. The first unit of sample 

was the hospitals and the last unit of the sample was the patients who underwent 

Coronary Artery Bypass Graft (CABG) and stayed in the ICU for a minimum period 

of two days. A total of 250 patients constituted the participants. In the first stage, all 
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the hospitals existing in the twin cities of Hyderabad and Secunderabad were listed 

out. As per the list there were 24 hospitals in total. Out of these 18 are from 

Hyderabad and 6 are from Secunderabad. The internet was used to find the names and 

location of the hospitals. In the next stage, a survey was taken up to obtain 

information on the number of Coronary Artery Bypass Grafts (CABG) performed in 

each of these hospitals in a week. The number of surgeries ranged from 3 to 80 

surgeries per month. Only those hospitals where a minimum of 12 CABG surgeries 

per week are performed were screened in. The other hospitals were dropped. There 

were 15 hospitals which fulfilled this criterion. Out of these 10 hospitals were 

randomly selected. These hospitals were approached for permission to conduct the 

study.  

Based on the following inclusion and exclusion criteria, a total of five hospitals were 

retained in the sample. 

Inclusion Criteria for hospitals 

1. Hospitals that were accredited by National Accreditation Board for Hospitals 

(NABH) 

2. Hospitals with Intensive Cardiac Care Unit (ICCU) 

3. Hospitals where at least 12 Coronary Artery Bypass Graft (CABG) surgeries per    

were performed 

4. Hospitals willing to sign the Informed Consent Form 

Inclusion Criteria for Patients 

1. All patients who underwent CABG, and had a minimum stay of two days in the 

ICU 

2. Patients in a condition to communicate verbally 

3. Men and women within the age group of 40-75 years. 
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4. Patients willing to participate in the study and sign the Informed Consent Form 

Exclusion Criteria for Patients 

1. Patients below the age of 40 years and above 75 years 

2. Patients who were unable to communicate because of their post operative physical 

condition 

3. Patients with history of chronic or acute disease other than cardiac problem 

4. Patients with any other medical complications 

5. Patients with history of chronic psychological disorders 

6. Terminally ill patients 

In order to reach the sample size of 250 patients who stayed for a period of at 

least two days in the ICU following CABG surgery, a quota sampling was followed. 

A total of 50 CABG patients from each of the five hospitals were included in the 

study. Among the 250 patients recruited for the study 70 % were men and 30 % were 

women. The age of the total participants varied from 40 to 75 years, with a mean age 

of 55.2 years.  

Table-3.1 Socio-demographic features of sample 

S.No Hospital    Age         Gender Income Level No of days in ICU 

  M/SD Male Female L M U M H 2 3 4 5 6 7 

1 H1 58/9  38 12 0 14 18 18 1 23 21 4 1 0 

2 H2 53/9.2 32 18 0 26 23 0 0 6 35 6 3 0 

3 H3 56/8.9 34 16 16 30 4 0 0 17 25 5 3 0 

4 H4 55/11 34 16 0 9 26 15 2 5 31 7 4 1 

5 H5 54/9.3 36 14 1 23 23 4 0 12 27 6 2 3 

Total H1-H5 55/9.7 174 76 17 102 94 37 3 63 139 28 13 4 

 

Note.H1-H5= the five hospitals included in the study, L=low income, M=middle income, UM= upper middle,  

H= High income level 
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Instruments 

The following tools were developed and used for the present study: 

1. Patient History Record 

2. ICU Practices Checklist. 

3. ICU Psychosocial Care Scale.  

4.  ICU Trauma Scale. 

5. Hospital Wellbeing Scale.  

The tools were initially constructed in English. Since they had to be 

administered to people in their local languages, the tools were translated into Hindi 

and Telugu. For this purpose, the scales were given to language experts (both in Hindi 

and Telugu), for translation. The translated versions of scales were then back 

translated into English in order to ensure that the contents were translated without 

changing meaning of the items. It was ascertained that there was no discrepancy in the 

meaning of any of the items. All the tools are appended in Appendix II A-E. The tools 

used for the study are described below in detail.  

 

Patient History Record 

This is a detailed Information Sheet used to collect information about 

personal/ demographic and clinical details. The sheet included detailed information 

regarding age, gender, socio-economic status, and occupation. The sheet also included 

information regarding the clinical condition of the patients. Information as: state of 

the patient when admitted into hospital, history of any other chronic or acute disease 

other than cardiac problem, any other medical complications, number of days of stay 
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in ICU were included in the sheet. This tool was used for the purpose of screening the 

patients. The inclusion and exclusion criteria were checked based on this information. 

 

ICU Practices Checklist 

The ICU Practices Checklist was developed for the purpose of the study. The 

items of the checklist were constructed on the basis of the guidelines specified for 

Intensive Care Units by the Joint Commission International, The Indian Society of 

Critical Care Medicine and the National Accreditation Board for Hospital. The above 

boards set uniform standards with focus on patient rights, patient outcomes, structures 

and processes in the hospitals. The standards related to patient care, patient rights, 

patient needs and requirements, ICU quality and ICU care practices were taken as a 

baseline and the items of the scale were constructed. The prescribed guidelines from 

these three sources were consolidated, and converted into points. These points were 

uniformly translated into statements indicating the prevalence of practices in ICU. For 

example, the guideline that the ICU should ensure immediate availability of a 

physician, within a span of five minutes is stated as ‘There is a Physician in the ICU 

(round the clock) who will be available within 5 minutes in an emergency’. Thus a 

checklist of 34 items was evolved by pooling the guidelines from the three sources.  

 

Scoring  

The ICU Practice Checklist thus was a tool of 34 statements, that required the 

observer to mark ‘Yes’ wherever the practice was found to be prevalent. Every item 

marked as ‘Yes’ is given a score of ‘1’ and that marked as ‘No’ a score of ‘0’. The 

score on the checklist is the total score on all the items. The maximum score is 34 and 
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the minimum score is 0. Item 32 had a reverse scoring.  Higher score on the checklist 

indicates better ICU Quality. 

 

ICU Psychosocial Care Scale  

ICU Psychosocial Care Scale was developed specifically for the study to 

measure the variable Psychosocial Care. Psychosocial Care is managing the 

psychological, social, emotional, spiritual, practical and existential reactions of 

patients and their loved ones (Loscalzo, 2008). Psychosocial Care comprises of a 

wide array of facilities provided to the patients, so that the patients’ dignity is 

protected and emotions are respected while he or she is being treated. 

The scale is a revised version of Intensive Care Experience Rating Scale 

(Hariharan & Chivukula, 2011). The original form and contents of the 18-item 

Psychological Experience Rating Scale (PERC) was modified and expanded to 24-

item scale. The revised version was administered on a sample of 50 patients who had 

a minimum stay of two days in the ICU. The final form of the ICU Psychosocial Care 

Scale is a 5-point scale with 18 items. This five point scale measured the ICU 

Psychosocial Care in terms of frequency ranging from ‘Never to Always’ that varied 

the score from 1 for Never to a score of 5 for Always. The final scale was evolved 

after the pilot testing. The scale has both positive and negative items. The item 

numbers 1,2,4,6,7,8,10.11,12,13,14,15,16,and 18  are positively scored and  items 5, 9 

and 17 which are negative items the scores are reversed. To obtain the total score of 

the scale, scores of items are added. The scale yields a maximum score of 90 and a 

minimum score of 18. A pilot study was also carried out to establish the content 

validity (Appendix III A) and internal consistency among the items. The internal 



63 
  

consistency of the scale was established by applying item analysis (Appendix III B). 

Cronbach’s Coefficient alpha, after the internal consistency was found to be =0.753.  

Based on the Factor Analysis (Appendix III C) the scale is divided into three 

dimensions. The three dimensions are scored separately 

Protection of Human Dignity (PHD): This dimension has 7- items (Item nos. 

9, 10, 11, 12, 13, 14, and 16). The total score of these five items is the score on this 

dimension. The items of this dimension seek information about procedures performed 

health status, organizing exit meetings, post-discharge information, protecting 

patient’s dignity. The total score of this dimension ranged between 7 and 35. 

Family Patient Communication Channel (FPCC): This dimension has 6- items 

(Item nos.1, 2, 3, 4, 6, and 8).The score of this dimension is the total score of all the 

items in this dimension. Items are related to communication, diagnosis, treatment 

programs, answering queries and concerns of the patients and family members. The 

total score of this dimension ranged between 6 and 30. 

Family Patient Anxiety Prevention (FPAP): The dimension has 5 items (Item 

nos. 5, 7, 15, 17, and 18) which are associated with handling anxiety and agitation in 

patients and family member, explaining the benefits of treatment program, health care 

professionals taking time to answer questions and concerns. The total score of this 

dimension ranged between 5 and 25. 

Subsequent to the pilot study the scale is a 5-point Likert Scale with 18-item 

comprising of 3-dimensions namely, Protection of Human Dignity, Family Patient 

Communication Channel and Family Patient Anxiety Prevention. The scale has a total 

score and a dimension score. 
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Hospital Wellbeing Scale 

      The Hospital Wellbeing Scale was constructed taking the Warwick-

Edinburgh Mental Wellbeing Scale as the basis. The Warwick-Edinburgh Wellbeing 

Scale is a 14-item scale developed by (Tennant et al., 2007) from the Warwick and 

Edinburgh University. 

Hospital Wellbeing is defined as a subjective perception and evaluation of a 

patient’s health condition in terms of his/her affect states, psychological functioning, 

social relations and spiritual status. Hospital Wellbeing is an important component of 

health, especially during the period of recovery, as it impinges on the individual’s 

mental health and quality of life. 

In view of the fact that Hospital Wellbeing is a measure of four important 

measures of health i.e. physical, mental social and spiritual health, the present scale 

was constructed to measure all the above components of well being. The original 14- 

item scale was expanded by adding 30 more items. The final version of the scale after 

pilot testing and establishment of internal consistency retained 28 items. The scale 

measured the feelings and experiences of the patients on a 5-point scale measuring 

how often the patient feels in the way described in the item. The options ranged from 

‘None of the time’ to ‘All of the time’. The scale has four dimensions namely 

Psychological Wellbeing (item 3, 9, 11, 13, 19, 23, and 25), Physical Wellbeing 

(items 1, 4, 5, 14, 16, 20, and 24), Social Wellbeing (items 2, 8, 10, 12, 17, 27, and 

28) and Spiritual Wellbeing (items 6, 7, 15, 18, 21, 22, and 26).  

The scoring of the instrument is simple. Sum of the items on each dimension 

is the score for that particular dimension. The total score on the Hospital Wellbeing 

scale is obtained by adding the scores on all the dimensions. The maximum score for 
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the scale is 140 and the minimum score is 28. Since each dimension comprised of 7 

items the scoring for each of the dimensions viz. Psychological Wellbeing, Physical 

Wellbeing, Social Wellbeing and Spiritual Wellbeing ranged between 7 and 35. The 

reliability of the scale was established through a pilot study, and the calculated 

Cronbach’s alpha was found to be =0.878.The process of developing this tool and 

the evolution of the final form is described in Appendix IV 

 

The ICU Trauma Scale 

ICU Trauma can be defined as emotional state of discomfort and stress 

resulting from the memories of catastrophic experiences of being in the ICU which 

shatters the patient’s sense of security, which in turn affects the cognitive and 

affective behavioral manifestations associated with the patients during the ICU stay 

and the period immediately afterwards (Figley, 1985).  .  

ICU Trauma Scale was developed to measure the Trauma in post-operative 

Cardiac ICU patients. The scale is a modified version of Davidson Trauma Scale 

developed by Davidson et al., (1997). The original scale consisted of 17 items, with 5-

point rating. The items of the scale are divided into 3-clusters: Intrusion, 

Avoidance/Numbing, and Hyper arousal. The scale was adapted and modified to 

make it suitable to the Indian Context. The final scale after pilot testing has 15 items. 

The ratings measure the frequency of Trauma experience ranging from ‘Not at all’ to 

‘Always’.  

The 15 items enlisted in the scale measured three dimensions of Trauma namely 

Re-Experience, Emotional Numbing and Avoidance, and Hyper arousal. The Re-

Experience dimension has 5 items 1, 3, 4, 13, 14, (Ex. I get distressing dream about 

my stay in ICU). There were 6 items in Emotional Numbing & Avoidance dimension 
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items 2, 6, 8, 9, 10, 12 (Ex. I am unable to recall some of the events in ICU). Four 

items measured Hyper-arousal 5, 11, 15, 16 (Ex. I experience strong physical 

sensation like increased heart beat, sweating etc whenever I remember my stay in 

ICU). The total scores for each dimension were obtained by adding the item scores of 

the dimension. The scores of all the three dimensions were summed up to obtain a 

score on ICU Trauma. The total score ranges from 15 to 75 with high scores 

indicating more severe Trauma. The scores on the Dimension Re-Experience ranged 

between 5 and 25 on Emotional Numbing and Avoidance the scores ranged between 6 

and 30 and on Hyper-arousal the scores ranged between 4 and 20. Pilot study results 

showed the Internal Consistency reliability of the scale as  =0.72.The process of 

evolution of final form of the scale is appended in Appendix V. 

 

Procedure 

The procedure of the study is explained under three broad headings; viz. The 

Administrative procedure, The Pilot Testing and The Main Study 

1. The Administrative Procedure 

The hospitals in Hyderabad and Secunderabad were listed out, using the 

internet source. The hospitals conducting a minimum of 12 CABG surgeries per week 

were identified by survey method. The investigator personally visited the hospitals 

and contacted the Medical Directors and held discussions with them. Those hospitals 

matching the inclusion criteria were identified. Letters were dispatched to the Medical 

directors, with details of the study and requesting the cooperation needed from the 

hospitals. (Letters to the Medical Directors and the Informed Consent Forms are 

enclosed in Appendix-VI & VII). Those hospitals who signed the Informed Consent 

to participate in the study were included in the sample. Five hospitals agreed to grant 
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permission and extend their cooperation. Permission order with signed consent form 

was received from the hospitals, along with the identity cards for the investigator. On 

completion of this formality, data collection was initiated. The Medical Directors in 

all the hospitals assigned a duty doctor or nursing staff of the particular Cardiac Ward 

to assist the investigator. The duty doctor/ nurse helped the investigator acquire 

details about the Post-operative CABG patients.  

 

2. Pilot Testing 

The Pilot Study was conducted on 50 patients drawn from four out of five 

hospitals included in the sample. With the assistance of the duty doctor and nursing 

staff on duty, the investigator spent five days in each ICU to observe the practices 

adopted in ICU care and to fill up the checklist on ICU practices. The investigator 

sampled different timings of each day in order to obtain the observations of 24 hours.  

Once the checklist was completed, with the help of the duty doctor and 

nursing staff on duty the investigator identified the CABG patients who were shifted 

from the ICU to the ward/ special room or the High Density Unit. The duty doctor 

introduced the investigator to the patients and the family. The investigator explained 

the purpose of her visit and sought their written consent for participation in the study. 

The patients’ history and basic information was obtained. Only those who fulfilled the 

inclusion criteria were administered the three scales. At first the ICU Psychosocial 

Care Scale was administered followed by the ICU Trauma Scale and then the Hospital 

Wellbeing Scale was administered. The data of the pilot study was analysed to 

finalize the tools. 

 

 



68 
  

 

3. Main Study 

The main study was carried out using the finalized tools.  The investigator 

spent 30 to 35 days in each hospital to complete the required sample of 50 CABG 

patients in each hospital. The same procedure adopted in pilot study was followed. 

After establishing rapport, the written informed consent was obtained from the 

patients. Total time taken from the point of obtaining informed consent to 

administration of the last scale ranged between 45 to 60 minutes. However in view of 

patients’ need for rest, the tests were administered in two to three sittings on the same 

day. Each session was of 15 to 25 minutes depending on the condition of the patient. 

In case of patients who were not ready or not in condition to sit up and 

respond to the scales on their own, the investigator read out the instructions, clarified 

doubts if any, and took the patients’ response for each item and recorded the same. 

Sometimes patients could not answer all the questionnaires at a stretch, in such case 

they were asked to rest for a while, and the study was continued when the patients felt 

comfortable. After the patient responded to all the scales, he/she was debriefed and 

thanked.  

The responses were coded, scored and entered into the SPSS package for 

processing. While in the process of administering the scales and interacting with the 

patients and family members any relevant information from the patient or the family 

members were noted down verbatim. Further, any relevant observation by the 

investigator was also recorded immediately. This constituted the qualitative data.  
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CHAPTER IV 

RESULTS 

 

The results made an attempt to study the Psychosocial Care in Intensive Care 

Units and its impact on ICU Trauma and Hospital Wellbeing. The results are 

discussed and presented in accordance to the hypotheses stated in the preceding 

chapter. 

Correlation coefficients were carried out to find the effect of the Independent 

Variables viz. Psychosocial Care, ICU Quality, Income Level, Duration of Stay, Age, 

and Gender on the Dependent Variables, ICU Trauma and Wellbeing.  The results of 

correlation set a path to find the factors impacting ICU Trauma and Hospital 

Wellbeing. A multiple regression analysis was carried out to find out the impact of 

Psychosocial Care and Quality of ICU, on ICU Trauma and Hospital Wellbeing. An 

attempt was made to find out if the ICUs of hospitals differed in providing 

Psychosocial Care, and if patients from these ICUs differed in ICU Trauma and 

Hospital Wellbeing. ANOVA and Tukey’s HSD test was used for the purpose. The 

ICUs of the hospitals were classified based on the quality of care provided. This was 

done by applying the method of Hamming Distance. An attempt was made to find out 

if the ICU Quality has an effect on the Psychosocial Care, ICU Trauma and Hospital 

Wellbeing. In order to examine this ANOVA and Tukey’s HSD test were applied. 

Applying Cluster Analysis the hospitals were divided into High, Medium and Low 

Psychosocial Care in ICUs. The effect of different levels of Psychosocial Care on ICU 

Trauma and Hospital Wellbeing was examined by applying ANOVA and Tukey’s 

HSD test. The association between ICU Quality and Psychosocial Care, ICU Quality 
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and ICU Trauma and ICU Quality and Hospital Wellbeing was analysed using Chi-

Square Contingency Test. 

Factors Impacting ICU Trauma and Hospital Wellbeing 

The correlation coefficient (r) between Psychosocial Care, ICU Quality, 

Income Level, Duration of Stay, Age, Gender and ICU Trauma and Wellbeing is 

presented in Table1.  

Table 1 

Correlation measures of Psychosocial Care, ICU Quality, and Income Level with ICU 

Trauma and Wellbeing 

 WB P sy WB Phy WB  Soc WB  Spr WB Trauma  RE EN &A HA 

PSC  .43** .36** .36** .39** .37** -.34** -.36** -.27** -.32** 

 PHD  .31** .24** .18** .34** .31** -.26** -.26** -.21** -.25** 

  FPCC  .44** .36** .43** .36** .35** -.30** -.31** -.23** -.30** 

 FPAP .15* .15* .14* .12 .10 .18* -.23** -.14* -.10 

ICUQ .07 .03 .05 .04 .13 -.13* -.08 -.13* -.15* 

      

ICUQ-B 
.01 -.02 .00 .03 .08 -.11 -.07 -.12 -.12 

   

ICUQ-E 
.01 -.02 .01 -.01 .05 -.07 -.02 -.08 -.10 

   

ICUQ-P 
.15* .11 .10 .11 .21** -.16** -.12 -.15* -.19** 

Income 

Level 
.15* .14* .17** .08 .09 -.11 -.60 -.09 -.17** 

Duration 

of Stay 
-.08 -.03 -.06 -.14 -.07 -.01 -.02 -.01 -.04 

Age -.05 -.06 .06 -.05 .00 .05 .06 .04 .04 

Gender -.06 -.08 .00 -.09 -.06 .11 .12 .06 .12 

Note. PSC= Psychosocial Care, PHD= Protection of Human Dignity, FPCC= Family Patient Communication 

Channel, FPAP= Family Patient Anxiety Protection, ICU Q= ICU Quality, ICU Q-B= ICU Quality Bio-medical, 

ICU Q-E= ICU Quality Environmental, ICU Q-P= ICU Quality Psychological, Psy WB= Psychological 

Wellbeing, Phy WB= Physical Wellbeing, Soc WB= Social Wellbeing, Spr WB= Spiritual Wellbeing.  

N=250, **p<.01,*p<.05 

 

Significant positive correlation was found between Psychosocial Care and Wellbeing, 

r (248) = .43 p< .01 for the entire sample of CABG patients (N=250). Significant 

positive correlation was found between Psychosocial Care and Psychological Well 
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being, r (248) = .36 p< .01, Physical Wellbeing, r (248) = .36, p< .01, Social 

Wellbeing, r (248) = .39 p< .01, and Spiritual Wellbeing, r (248) = .37 p< .01. It can 

be observed from Table 1 that all the dimensions of Psychosocial Care are positively 

correlated with the dimensions of Wellbeing suggesting that increase in Psychosocial 

Care, increases the Wellbeing in patients. Another significant observation from the 

table is that Psychosocial Care is significantly negatively correlated with ICU 

Trauma, r (248) = -.34 p< .01 and its dimensions viz. Re-experience, r (248) = -.36 p< 

.01, Emotional Numbing and Avoidance, r (248) = -.27 p< .01 and Hyper-arousal r 

(248) = - .32 p< .01. Significant negative correlations were also found between the 

dimensions of Psychosocial Care and dimensions of Trauma. The results of 

correlation showed that Psychosocial Care varies inversely with Trauma and 

concomitantly with Wellbeing in CAGB patients. The results of Table 1 also showed 

that though overall ICU Quality was not significantly correlated with Wellbeing and 

its dimensions, negative correlation was found between ICU Quality and Trauma, r 

(248) = -.13 p< .05, and also in two of the dimensions of Trauma viz. Emotional 

Numbing and Avoidance, r (248) = -.13 p< .05 and Hyper-arousal r (248) = - .15 p< 

.05. Another interesting observation was that the Psychological component of ICU 

Quality was positively correlated with overall Wellbeing scores, r (248) = .15 p< .05, 

and Spiritual Wellbeing r (248) = .21 p< .01. A logical observation made from the 

table was the significant negative correlation between the Psychological component of 

ICU Quality and Trauma, r (248) = - .16 p< .01, and its dimensions, Emotional 

Numbing and Avoidance, r (248) = -.15 p< .05 and Hyper-arousal r (248) = - .19 p< 

.01. A significant positive relation was also found between Income Level and 

Wellbeing, r (248) = .15 p< .05, and the dimensions of Psychological Wellbeing, r 

(248) = .14 p< .05, and Physical Wellbeing, r (248) = .17 p< .01. The results of Table 
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1 emphasize the importance of the psychological aspect of ICU Quality. The results 

bring into light the fact that psychological and emotional support in the ICU will not 

only augment the Wellbeing in patient but also lessen the trauma levels in patients. 

The results presented in Table 1 also showed that out of all the factors taken, 

Psychosocial Care, Quality of ICU, and Income Levels seem to be related to Trauma 

experienced by the patients and also their Wellbeing. 

  Simple linear regression analyses were computed to find out the impact of 

independent variables on Hospital Wellbeing and ICU Trauma. Psychosocial Care, 

ICU Quality, Income level, Age, Gender, and Duration of Stay in ICU were identified 

as individual independent variable to predict Hospital Wellbeing of CABG patients. 

Results are presented in Table 2. 

Table 2 

Summary of simple regression analysis for variables predicting Hospital Wellbeing in 

ICU patients 

 
Predictors C B SEB β t SE R2 F(1,248) 

Psychosocial 

Care 

44.93 .81 .11 .43** 7.5** 11.43 .18 56.80** 

 ICU Quality 89.01 .23 .22 .06 1.04 12.64 .004 1.09 

Income Level 87.87 2.2 .98 .15* 2.3* 12.54 .02 5.2* 

Age 97.35 .06 .08 .05 .76 12.65 .003 .63 

Duration of Stay 98.44 1.18 .91 .08 1.30 12.63 .007 1.7 

Gender 95.96 1.73 1.73 .06 .99 12.64 .004  .99 

Note. C = Constant, B = Unstandardized Beta Coefficient, SEB = Standardized Error of Beta, β = Standardized 

Beta Coefficient, t = t-values of Beta, SE = Standard error of the estimates. Adjusted R2= .18 

N=250 **p<.01,*p<.05 

 

 

It can be observed from Table 2 that among all the predictors that were taken 

to determine the impact on the criterion Wellbeing,  Psychosocial Care explained 
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statistically significant (18%) proportion of the variance in Wellbeing, R
2 

=.18, 

adjusted R
2
=.18, F(1,248)=56.80, p< .01. The relationship between Psychosocial Care 

and Wellbeing is positive with, β= .43, p< .01 showing that high Psychosocial Care is 

associated with high Wellbeing. The high beta value shows a strong relation between 

the predictor Psychosocial Care and criterion Wellbeing. The results in Table 2 in 

addition showed that Income Level is also a significant predictor of Wellbeing, 

though it accounts only for 2% of variance on the Wellbeing scores, R
2
=.02, adjusted 

R
2
=.01, F(1,248) =5.2,  p<.05. The β= .15, p<.05, shows a positive correlation 

between Income Level and Hospital Wellbeing. Income Level can be referred to as a 

social indicator of Wellbeing. The conditions in which the patient is treated, the 

environment, and his experience of living in such environment influences Wellbeing. 

It may be relevant to mention here that the patients opting for CABG surgery are 

given options of three different kinds of packages from which one exercises the 

choice that suits one’s economic status. It involves the options between general ward 

and shared cubicles, to special room accommodation during pre and post surgery. A 

patient from an upper socio economic status, getting treatment in a higher package 

which includes a special room before and after surgery, will have better attention than 

a patient who comes through a government run medical scheme and is placed in a 

general ward before and after surgery. This is likely to play an important role in 

determining the Hospital Wellbeing in patients. The results of simple linear regression 

in Table 2 shows that the other independent variables, like ICU Quality, Age Gender 

and Length of Stay are not significant individual predictors of Wellbeing in ICU. The 

Psychological care and Income levels are found to independently predict the Hospital 

Wellbeing of patients.  
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A logical question that follows the above findings is that while Psychosocial 

Care and Income level independently contribute to the Hospital Wellbeing of CABG 

patients, what would be their contribution in combination. To find out the strength of 

Psychosocial Care and Income Level as predictors, multiple linear regression using 

the enter method was done by taking the Wellbeing of the patients (N=250) as 

criterion. The results are presented in Table 3.  

Table 3  

Summary of multiple regressions analysis for variables Psychosocial Care and 

Income level predicting criterion Hospital Wellbeing in patients 

Predictors  B SEB β t r 

Psychosocial 

Care 

 .85 .12    .45** 7.15** .43 

Income level  .85 .99 .06 .86 .14 

R
2 

    .19 

 

     

C 44.43 

 

     

F (2,247) 28.74**      

Note. B = Unstandardized Beta Coefficient, SEB = Standardized Error of Beta, β = Standardized Beta Coefficient, 

C= Constant, t = t-values of Beta, Adjusted R2= .18. N=250, **p<.01 

 

Multiple linear regression from Table 3 revealed that the combined predictors 

explained 19% of variance in Wellbeing, R
2
 = .19, adjusted R

2 
= .18, F (2, 247) = 

28.74, p< 01. Psychosocial Care was a significant predictor (β = .45, p<.01) in the 

final model. It can also be observed from Table 3 that Income Level is also positively 

correlated (r = .14) with Wellbeing, showing that higher Income Level is associated 

with greater Wellbeing. Income Level is also a significant predictor (β =.06, p<.05) in 

the final model. 

 If Psychosocial Care and Income Level are predictors of patients’ Wellbeing, 

logically they are also expected to predict the ICU Trauma of patients though in an 
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inverse direction. An attempt was made to find out the factors impacting ICU Trauma. 

Six simple linear regression analyses were also computed to assess if the six 

predictors, viz. Psychosocial Care, ICU Quality, Income level, Age, Gender, and 

Duration of Stay in ICU could individually predict ICU Trauma in patients 

undergoing CABG procedure. The results are presented in Table 4.  

Table 4 

Summary of simple regression analysis predicting Trauma in patients 

Predictors     C B SEB β t SE R
2
 F(1,248) 

Psychosocial 

Care 

67.80 -.41 .07 -.34** 5.73** 7.76 .12 32.80** 

ICU Quality 48.52 -.30 .15 -.13* 2.03* 8.19 .02 4.13* 

Income Level 45.56 -1.13 .64 -.11 1.77 8.21 .01 3.15 

Age 40.20 .04 .05 .05 .81 8.25 .00 .65 

Stay in 

Hospital 

42.90 -.07 .59 -.01 .11 8.26 .01 .01 

Gender 40.16 1.88 1.13 .10 1.67 8.21 .01 2.73 

Note. C = Constant, B = Unstandardized Beta Coefficient, SEB = Standardized Error of Beta, β = Standardized 

Beta Coefficient, t = t-values of Beta, SE = Standard error of the estimates, Adjusted R
2
 = .11 

N=250 **p< 01, *p<.05 

 

The results revealed that statistically significant (11%) proportion of the 

variance in Trauma was explained by Psychosocial Care, R
2
 = .12, adjusted R

2
 = .11, 

F (1,248) =32.80, p <.01. The relationship between Psychosocial Care and Trauma 

was negative, β = -.34, p <.01, stating that with increase in the Psychosocial Care, the 

Trauma among patients decreases. Apart from the Psychosocial Care, Trauma is also 

caused by the very environment of the ICU. The results on regression analysis show 
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that the ICU Quality has an impact on Trauma. A small yet a statistically significant 

(2%) proportion of the variance in Trauma was explained by ICU Quality, R
2
=.02, 

adjusted R
2
= .01, F (1,248) =4.13, p <.05. A value β = -.13 p< .05  shows that ICU 

Quality is inversely related to ICU Trauma, i.e. improved ICU Quality results in 

reduced Trauma.  

The findings infer that Psychosocial Care and good ICU Quality play a 

positive role in mitigating or minimizing ICU Trauma. Evidence from literature 

associated psychological distress and trauma as a consequence of ICU stay. Studies 

have recommended the need of psychological approaches and psychosocial 

interventions in dealing with ICU trauma.  Such interventions can be brought about 

only by enhancing Psychosocial Care. The results of simple linear regression analyses 

substantiate the above statement by indicating that Psychosocial Care and ICU 

Quality are significant contributors in reducing ICU Trauma, while variables like 

Age, Gender, Duration of Stay in hospital and Income level play no significant role in 

ICU Trauma. 

To find out the strength of Psychosocial Care and ICU Quality on Trauma a 

multiple linear regression analysis using the enter method was computed, by taking 

ICU Trauma of the patients (N=250) as the criterion. As it can be observed from 

Table 5 Trauma in patients was significantly negatively related r = -.34, p < .01 , to 

Psychosocial Care showing that higher levels of Psychosocial Care is associated with 

lower levels of Trauma. The multiple linear regression from Table 5 revealed that the 

combined predictors explained 12% of variance in Trauma, R
2
 = .12, adjusted R

2 
= 

.12,   F (2, 247) = 17.14, p < .01. Psychosocial Care was a significant predictor (β = -

.38, p<.01) in the final model. It can also be observed from Table 5 that ICU Quality 
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is also negatively correlated r = -.13 p<.05 with Trauma, showing that higher ICU 

Quality is associated with lower levels of Trauma.  

Table 5 

Summary of multiple regressions analysis for variables Psychosocial Care and ICU 

Quality predicting criterion trauma in patients 

Predictors  B SEB β t r 

Psychosocial 

Care 

 -.47 .09 -.38** 5.49** -.34** 

ICU Quality   .20 .17 .08 1.18* -.13* 

 

 

 

R
2 

 

.12                                                                                                           

     

 

 

 

C 

 

67.32 

     

 

F (2,247) 

 

   17.14** 

     

 
Note. B = Unstandardized Beta Coefficient, SEB = Standardized Error of Beta, β = Standardized Beta 

Coefficient, t = t-values of Beta, C= Constant, Adjusted R
2 
=.12. N=250,   ** p <.01,* p < .05 

 

The results of simple linear regression and multiple linear regressions (Table 4 

& 5) show that while Psychosocial Care is significant predictor Trauma, the influence 

of ICU Quality on Trauma is marginal. From the simple and multiple regression 

analyses to predict wellbeing (Tables 2 and 3) and also from the simple and multiple 

regression analyses to predict trauma (Table 4 and 5) it is very evident that 

Psychosocial Care emerged as a significant predictor of Hospital Wellbeing and ICU 

Trauma while the contribution of Income Level in predicting Wellbeing and the ICU 

Quality in predicting ICU Trauma are marginal. Psychological Care thus emerges as a 

significant major contributor in enhancing hospital Wellbeing and minimizing ICU 

Trauma.   
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The regression analysis revealed that a significantly higher degree of 

Psychosocial Care was found to have not only a positive impact on Hospital 

Wellbeing but also minimize ICU Trauma. This in turn is expected to have a 

noticeable influence on the pace of recovery, restoration of wellbeing and minimizing 

the chances of re-hospitalization. Thus, a higher level of Psychosocial Care which 

demands a holistic approach and a marginal increase in time invested in 

communication, may prove to be cost effective when compared to the impact on the 

patients’ wellbeing. Hence it calls for the hospitals to weigh its overall advantages and 

include it as an important dimension in ICU care.  

The regression analysis has established the significance of Psychosocial Care 

in ICU. The results not only ascertain the positive influence of Psychosocial Care on 

Wellbeing but also proved that enhanced Psychosocial Care can reduce the 

psychological distress and trauma in patients. The next question is that if Psychosocial 

Care plays such significant role in determining the Wellbeing and Trauma, do the 

hospitals recognize it? If so which are the hospitals that enhance patient Wellbeing 

and minimize Trauma by optimizing Psychosocial Care? Do the hospitals differ in 

their Psychosocial Care practices in ICU?  An attempt was made to find out if there is 

any significant difference between the five hospitals, with regard to Psychosocial Care 

received by the patients, admitted into the ICU, after undergoing CABG 

Differences between hospitals in the Psychosocial Care practices, and its significant 

effect on Wellbeing and Trauma 

Differences between hospitals in the Psychosocial Care practices 

Psychosocial Care is measured in three dimensions viz. Protection of Human 

Dignity, Family Patient Communication Channel, and Family Patient Anxiety 

Protection. Besides these dimensions a composite score of Psychosocial Care is also 
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evolved. Using this composite score and scores on each dimension, four One-way 

ANOVAs and corresponding Tukey’s HSD test of multiple group comparison were 

carried out to examine if the five hospitals differed significantly in providing 

Psychosocial Care in general and in the three specific dimensions. The results of 

ANOVAs and the corresponding M and SD scores are presented in Table 6. A 

corresponding visual representation is depicted in Figure 1.  

Table 6 

Mean, Standard Deviation and ANOVAs of the five hospitals on Psychosocial Care 

and its dimensions 
 

 Hospitals One-way ANOVA 

Variable H1 

 

H2 

 

       H3 

 

H4 

 

     H5 

 

Mean Square F(4,245) 

 M 

(SD) 

M 

(SD) 

M 

(SD) 

M 

(SD) 

M 

(SD) 

Between Within  

PSC 65.32 

(6.17) 

57.62 

(5.17) 

53.46 

(3.33) 

62.50 

(5.26) 

62.00 

(6.19) 

1085.33 

 

 

 

28.41 38.20** 

PHD 27.98 

(2.59) 

24.14 

(2.72) 

21.76 

(2.00) 

26.88 

(2.60) 

24.92 

(3.11) 

294.57 

 

 

 

6.78 43.57** 

FPCC 22.68 

(3.88) 

18.34 

(2.84) 

17.40 

(2.46) 

20.94 

(2.95) 

21.40 

(3.07) 

242.83 

 

 

 

9.48 25.61** 

FPAP 

 

 

 

14.66 

(2.05) 

15.14 

(1.68) 

14.30 

(1.57) 

14.68 

(1.52) 

 

15.68 

(1.67) 

14.15 

 

 

 

 

2.92 4.84** 

 

 

Note.  PSC= Psychosocial Care, PHD= Protection of Human Dignity, FPCC= Family Patient Communication 

Channel, FPAP= Family Patient Anxiety Protection H1-H5, the five hospitals included in the study. N=250, n=50, 

**p < .01, * p<.05 

 

 

The five hospitals taken into the study are represented as H1 through H5. The 

results of ANOVAs showed significant differences between the five hospitals with 

regard to the Psychosocial Care in ICU, F (4,245) = 38.20, p<.01. An examination of 

mean values revealed that the patients in H1, received the highest Psychosocial Care 

(M=65.32, SD=6.17), compared to their counterparts admitted into H3, who received 

relatively the lowest Psychosocial Care (M=53.46, SD=3.33). The mean scores of H4, 
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H5 and H2 are found to be distributed between these two hospitals in descending 

order (H4, M=62.50, SD=5.26; H5, M=62.00, SD=6.19; H2, M=57.62 SD=5.17).  In 

order to find out whether the five hospitals differed significantly with each other in 

Psychosocial Care received, Tukey’s HSD tests of multiple group comparisons were 

carried out. The results are presented in Table 7.  

Table 7 

 Tukey’s HSD test of Multiple Group Comparisons of Hospitals on Psychosocial Care 

and its dimensions  

Mean comparison (Tukey’s HSD) 

Variable H1-H2 H1-H3 H1-H4 H1-H5 H2-H3 H2-H4 H2-H5 H3-H4 H3-H5 H4-H5 

PSC 7.70** 11.86** - 3.32* 4.16** 4.88** 4.38** 9.04** 8.54**  

P H D 3.84** 6.22** - 3.06**  2.74** - 5.12** 3.16** 1.96* 

F P C C 4.34** 5.28** 1.74* - - 2.60** 3.06** 3.54** 4.00** 4.00** 

FPAP - - - 1.02* - - - - 1.38* 1.00* 

Note. PSC= Psychosocial Care, PHD= Protection of Human Dignity, FPCC =Family Patient Communication 

Channel, FPAP= Family Patient Anxiety Protection. H1-H5, the five Corporate Hospital included in the study. 

N=250, n=50, **p<.01,*p<.05  

 

It is observed from the Table 7 that H1 significantly differed from H2, (p<.01), 

H3 (p <.01) and H5 (p< .05) with regard to Psychosocial Care. This has to be 

interpreted with reference to the mean scores presented in Table 6. It is observed from 

Table 6 that the patients of H1 obtained the highest scores in Psychosocial Care 

(M=65.32). Though H4 (M=62.50) and H5 (M=62.00) were very close, Psychosocial 

Care received by the patients in H1 significantly differed from those in H5, but not 

from H4. Further from the Tukey’s HSD test in Table 7, it was found that H3 is found 
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to differ significantly from H1 (p <0.01), H2 (p <0.01), H4 (p<0.01) and H5 (p<0.01). 

A comparison of mean scores from Table 6 indicates that the patients in H3 

(M=53.46) received the lowest Psychosocial Care in the ICU, compared to all their 

counterparts in the other four hospitals. While the hospitals were found to differ on 

the overall Psychosocial Care an attempt was made to see if the same trend is 

observed in the three dimensions viz. Protection of Human Dignity, Family Patient 

communication channel and Family Patient Anxiety Prevention. Table 6 presents the 

mean and SD scores along with the results of ANOVA and Table 7 presents the 

results of Tukey’s HSD test. 

       Difference between ICUs of hospitals in Protection of Human Dignity (PHD) 

  Table 6 revealed significant differences between the five hospitals on the 

dimension of Protection of Human Dignity, F (43.57, p< 0.01). It may be observed 

from Table 6 that H1 scored a higher mean (M = 27.98, SD = 2.59) than the other 

hospitals in the dimension related to Protection of Human Dignity. H4 (M = 26.88, 

SD = 2.60) is closer to H1, while H3 had the lowest score on this dimensions (M = 

21.76, SD = 2.00). H2 (M = 24.14, SD = 2.72) and H5 (M = 24.92, SD = 3.11) have 

comparable scores. The above scores reveal that on the dimension of Protection of 

Human Dignity H1 has the highest mean, and H3 has the lowest mean score. The 

results of Tukey’s HSD test presented in Table 7 also revealed that Hospital 1 i.e. H1 

differs significantly from H2 (p<0.01), H3 (p <0.01) and H5 (p<0.01), and not from 

H4.  Similarly while H2 showed significant difference only with H4 (p<0.01), 

Hospital 3 i.e. H3 differed significantly from all the other hospitals except H2. It is 

also found that H5 differed from H1 (p<0.01), H3 (p<0.01) and H4 (p<0.05), but 

showed no difference from H2. It may be observed from Table 6 that on the 

dimension of Protection of Human Dignity, H1 scored a higher mean (M = 27.98) 
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than the other hospitals in the dimension related to Protection of Human Dignity. H4 

(M = 26.88) is closer to H1, while H3 had the lowest score on this dimensions (M = 

21.76).  Hospital 2 i.e. H2 (M = 24.14,) and H5 (M = 24.92,) have comparable scores. 

In other words, H1 and H4 are found to be significantly sensitized on Protection of 

Human Dignity in ICU while H2 and H5 are on the same level with respect to this 

dimension. However, H3 with a lowest mean score is found to be least sensitive to 

this dimension of Psychosocial Care in ICU compared to the other hospitals. The 

results of Table 6 and 7 indicate that Hospital 1 i.e. H1 laid emphasis on 

understanding issues of patients’ vulnerability and made provision in their hospitals to 

sensitize the medical care professional in this area of Psychosocial Care.  

         Difference between hospitals in Family Patient Communication Channel (FPCC) 

Looking into the dimension of Family Patient Communication Channel, the  

scores on ANOVAs in Table 6 revealed a significant difference between hospitals on 

Family Patient Communication Channel F = 25.61, p<.01, indicating that the 

hospitals differ in their levels  of communication with patients and family with regard 

to  information on diagnosis and treatment details.  It can be observed from Table 6 

that H1 (M = 22.68, SD = 3.88) has a higher level of communication with patients and 

their families while   H5 (M = 21.40, SD = 3.07) stands close to H1. On the other hand 

H3 (M = 17.40, SD = 2.46) scores the lowest on this dimension.  Mean scores of H2 

(M = 18.34, SD = 2.84) are close to that of H3.  Table 7 presents the results of 

Tukey’s HSD test. At the outset a quick glance reveals that there exists a significant 

difference between every hospital with every other hospital except two combinations, 

no significant difference was found between H1 and H5 and similarly between H2 

and H3. The results in Table 7 showed that, H1 significantly differs from H2 (p< 

0.01), H3 (p< 0.01), and H4 (p< 0.05). Looking into the means from Table 6 it can be 
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observed that H1 (M = 22.68) and H5 (M = 21.40)  with significantly higher scores 

compared to other hospitals are found to extend much better services in liasoning 

between ICU patients and their families compared to other three hospitals. Hospital 3 

i.e. H3 was found to be at the lowest position (M = 17.40) and H2 (M = 18.34) 

comparably at a low level did not differ in their relatively lower services on 

Psychosocial Care related to Family Patient Communication Channel. Hospital 4 i.e. 

H4 (M=20.94), occupying a third position significantly differed from H1 (p< 0.05) 

and H5 (p< 0.01) which scored significantly higher. H4 also differed from H2 (p< 

0.01) and H3 (p< 0.01) which scored lower on this dimension of Psychosocial Care. It 

can be inferred from the above results that the two dimensions of Psychosocial Care 

viz. Protection of Human Dignity and Family Patient Communication Channel, vary 

from hospital to hospital. As mentioned in the description of instruments, Protection 

of Human Dignity deals with care aspects like protecting the privacy and dignity of 

patients during personal care, informing patients or family about procedures before 

they are done, informing patients or family about health status and the like. The 

Family and Patient Communication Channel dimension deals with aspects of 

communication such as answering queries and concerns of patients and family, 

communicating to patients about the diagnosis and treatment programs. Looking into 

these dimensions one can say that it is not a difficult task for hospitals to provide such 

facilities to patients and their families. With the increase in cardiac surgeries, the 

medical care professional may find the above aspects of care time consuming. 

However the results showed that they are major contributors to the Wellbeing in 

patients. There may be differences between hospitals on these aspects due their 

policies or administration style. However when Psychosocial Care is such major 
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contributor to patients’ health outcomes it is important that hospitals organize specific 

in-service training programs to professionalize Psychological Care to patients. 

Differences among hospitals in Family-Patient Anxiety Prevention 

Coming to the dimension of the Family Patient Anxiety Prevention (FPAP), 

the results of ANOVA revealed a significant difference between five hospitals F= 

(4,245) =4.84 p< 0.01. The results are presented in Table 6. The results also revealed 

that H5 (M = 15.68, S.D = 1.67) scores the highest on this dimension and H3 (M = 

14.30, SD = 1.57) scores the lowest. The mean score of the other hospitals are found 

to be distributed between these two (H2, M = 15.14, SD = 1.68, H4, M = 14.68, SD = 

1.52, H1, M = 14.66, SD = 2.05).The Tukey’s HSD test presented in Table 7 showed a 

significant difference between H5 and the three other hospitals viz.H1 (p<0.05), H3 

(p<0.05), and H4 (p<0.05). Comparing the means in Table 6, it can be observed that 

Hospital 5 i.e. H5 (M=15.68) differed significantly from H1 (M=14.66); H3 

(M=14.30) and H4 (M=14.68). This indicates that H5 (M=15.68)  and H2 (M=15.14) 

took relatively better care in preventing anxiety in the patient and the families while 

all the other hospitals with lower mean scores and with no significant differences 

from each other were relatively low in extending this service. The dimension of 

Family Patient Anxiety Prevention deals with handling anxiety and agitation in 

patients and their family members, explaining treatment procedures and benefits of 

treatment, which keeps away apprehensions in patients and family. A reason for 

Hospital 5 i.e. H5 scoring high on this dimension can be because the hospital provided 

information booklets with detailed information on the hospital stay, care in hospital, 

availability of services and so on which could have played a role in reducing the 

apprehensions, anxiety and agitation in patients and their families. Hospital 5 also had 

provided a waiting area for families when the patient was in ICU, the waiting area is a 
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quiet private area where the family could wait, relax or refresh, when the patient was 

in ICU.  Another interesting aspect that can be noted was that H1 which had scored 

the highest on the overall Psychosocial Care and on the other two dimensions of 

Psychosocial Care i.e. Protection of Human Dignity and Family Patient 

Communication Channel has comparatively low scores on the dimension of Family-

Patient Anxiety Prevention. The investigator’s observation could provide explanation 

to the above findings. The two major reasons for higher anxiety level are inadequate 

physical space and lack of continuous communication between the ICU and the 

family. During the unstructured interview with the investigator many patients and 

family members confided that they underwent bouts of high anxiety during the ICU 

stay. They felt that despite a good organizational network in the hospital there was a 

conspicuous absence of liasioning between ICU staff and attendant family member. 

Further the observation of the investigator corroborated with the experience of 

patient’s family/ attendant regarding inadequate space. The family members felt that 

there was no space where they could wait, while the patient was in ICU.  The only 

option they had was to wait in reception area or to go back home and wait for the 

hospital authorities to call. This caused severe anxiety in patients and families. Thus 

H1 which scored high on all parameters of psychological care lagged behind in this 

respect. The dimension Family Patient Anxiety Prevention deals with most of the 

psychological aspects of care, e.g. safeguarding the patient and family from getting 

agitated, preventing disorientation in patients and so on. It is significant to note from 

Table 6 that the mean scores of all the hospitals on this dimension are comparable.  
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Figure 1 Graph showing the differences in Psychosocial Care received by patients in the five different 

hospitals .PC = Psychosocial Care, PHD = Protection of Human Dignity; FPCC = Family Patient 

Communication Channel, FPAP = Family Patient Anxiety Prevention. H1-H5, the five hospitals 

included in the study. 

 

 

Figure 1 gives a visual depiction of the differences among the five hospitals on 

overall Psychosocial Care as well as the differences on individual dimensions. The 

bars clearly indicate a comparatively higher peak for H1 on all dimensions except 

Family-Patient Anxiety Prevention (FPAP). The figure also indicates that two other 

hospitals that rank next to H1 are H4 and H5, while H3 appears to dwarf lower. 

 

Summarizing the results of Table 6 and 7 we can say that H1 is significantly 

higher and different from all the other hospitals on the overall Psychosocial Care 

score, and the dimensions of Protection of Human Dignity and Family Patient 

Communication Channel. It may be inferred from the above results that the ICU care 

provided by H1 is better than the care in the other hospitals. The mean scores reveal 

that the hospital takes good care  in maintaining effective communications with 

family and the patients, provides enough care in protecting the human dignity of the 
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patients in ICU. However, it needs to pay adequate attention in preventing anxiety in 

the patient and their family attendants.  

The results indicate that though Psychosocial Care is one of the vital 

components of Bio Psychosocial Care, the hospitals are yet to create a bench mark on 

this aspect. While standard guidelines have provided specific points related to 

protection of patients’ rights, and made significant reference to the need to have clear 

information and communication, they do not seem to have gained as much attention 

that the quantifiable medical mandates have received. The reason that hospitals tend 

to overlook the psychosocial component of health care and pay attention only to the 

bio-medical aspects of care, may be because it is easier to follow, verify and measure 

the quantifiable biomedical aspects such as patient nurse ratio, provision of oxygen 

cylinder etc than the qualitative aspects such as psychological care that includes 

informing the patient regarding the details of procedure, communicating with patient 

or family, drawing a curtain before giving a sponge bath  and so on. 

Differences between Hospitals in Patients’ Wellbeing 

Psychosocial Care is positively related to Wellbeing. This has been 

substantiated by the regression analysis. A question that arises here is whether the five 

of hospitals differing significantly, with regard to Psychosocial Care also differ in 

Hospital Wellbeing of patients. Five One-way ANOVAs were conducted to compare 

the five hospitals on Wellbeing and its four dimensions. An attempt was made to see 

if the hospitals significantly differed in the Wellbeing of the patients, and also if they 

differed in the specific dimensions viz. Psychological Wellbeing, Physical Wellbeing, 

Social Wellbeing and Spiritual Wellbeing, The means, standard deviations and results 

of ANOVAs are presented in Table 8 and are diagrammatically represented in Figure 
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2. The results of Tukey’s HSD test of multiple group comparison are presented in 

Table 9. 

 

Table 8 

 Means, Standard Deviations and One-way ANOVA of the five hospitals on Well-

being and its dimensions 

 

 
 Hospitals One Way ANOVA 

Variable H1 

 

H2 H3 H4 H5 Mean Square F(4,245) 

 M 

(SD) 

M 

(SD) 

M 

(SD) 

M 

(SD) 

M 

(SD) 

Between Within  

  

Wellbeing 

100.46        

(11.22) 

88.84 

(11.04) 

93.56 

(11.51) 

93.74 

(12.21) 

91.92 

(13.83) 
906.63 147.81 6.13** 

  Psy WB 
22.52 

(4.20) 

19.48 

(3.86) 

20.64 

(3.91) 

20.28 

(4.07) 

19.54 

(4.56) 
76.38 17.03 4.48** 

  Phy WB 
20.08 

(4.33) 

17.50 

(3.61) 

18.74 

(3.80) 

18.92 

(4.32) 

18.62 

(4.48) 
42.19 17.01 2.48* 

  Soc WB 
27.86 

(3.27) 

25.42 

(3.48) 

26.62 

(3.00) 

26.64 

(3.32) 

25.82 

(3.46) 
47.52 10.96 4.34** 

   Spir WB 
30.00 

(2.49) 

26.44 

(2.79) 

27.56 

(2.69) 

27.90 

(2.87) 

28.14 

(3.08) 
83.21 7.78 10.69** 

Note.  H1-H5 =the five hospitals included in the study. Psy WB= Psychological Wellbeing, Phy WB= Physical 

Wellbeing, Soc WB= Social Wellbeing, Spr WB= Spiritual Wellbeing N=250, n=50, **p<.01,*p<.05. 

 

 

 

 

The results of One-way ANOVA presented in Table 8 revealed that the there 

is a significant difference between the hospitals on the overall Wellbeing scores of 

patients F (4,245) =6.13, p <.01.  
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Looking into the mean scores of individual hospitals it can be observed that, 

the Wellbeing scores of patients in H1 (M=100.46, SD=11.22)) were considerably 

higher, than the Wellbeing scores of patients from other hospitals. While patients 

from H2 scored the lowest (M=88.84, SD=11.04), the scores of other three hospitals 

were spread out between the scores of H1 and H2, (H4, M=93.74, SD=12.21; H3, 

M=93.56, SD=11.51; H5, M=91.92, SD=13.83). From Table 8 it can also be observed 

that the five hospitals significantly differed from each other on all the four dimensions 

of Wellbeing viz. Psychological Wellbeing F (4,245) =4.48, p<.01; Physical 

Wellbeing  F (4, 245) =2.48, p<.05; Social Wellbeing F (4,245) =4.33, p<.01 and 

Spiritual Wellbeing F (4, 245) =10.69, p<.01. The mean scores of the five hospitals 

on various dimensions showed that, the scores of H1 on Psychological Wellbeing 

(M=22.52, SD 4.20), Physical Wellbeing (M=20.08, SD 4.33), Social Wellbeing 

(M=27.86, SD 3.27), and  Spiritual Wellbeing (M=30.00, SD 2.49) were highest and 

the scores of H2 were the lowest on Psychological Wellbeing (M=19.48, SD 3.86), 

Physical Wellbeing (M=17.50, SD 3.61),  Social Wellbeing (M=25.42, SD 3.48), and 

Spiritual Wellbeing (M=26.44, SD = 2.79). The means and SDs of H3, H4 and H5 

show that the three hospitals were in close proximity on all the dimensions. To 

substantiate the findings Tukey’s HSD tests were done and the results are presented in 

Table 9. 
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Table 9 

 Tukey’s HSD test of Multiple Group Comparisons between Hospitals on Wellbeing 

and its dimensions  

Mean comparison (Tukey’s HSD) 

Variables     H1-H2 H1-H3 H1-H4 H1-H5 H2-H3 H2-H4 H2-H5 H3-H4 H3-H5 H4-H5 

Wellbeing 11.62** 6.90* 6.72* 8.54** - - - - - - 

  Psy WB 3.04** - - 2.98** - - - - - - 

  Phy WB 2.58* - - - - - - - - - 

  Soc WB 2.44** - - 2.44** - - - - - - 

   Spir WB 3.56** 2.44** 2.10** 1.86** - - 1.70* - - - 

Note. H1-H5, the five Corporate Hospital included in the study. Psy WB= Psychological Wellbeing, Phy WB= 

Physical Wellbeing, Soc WB= Social Wellbeing, Spr WB= Spiritual Wellbeing 

 **p<.01,*p<.05 

 

It may be observed from Table 9 that H1 significantly differed from H2 

(p<0.01) on all dimensions and overall Wellbeing. Similarly H1 also differed 

significantly from H5 (p<0.01) on all the dimensions except Physical Wellbeing. The 

Wellbeing of patients in Hospital1 i.e. H1 was found to be significantly higher than 

Hospital 2 i.e. H2 showing higher mean scores on overall Wellbeing (H1 M=100.46; 

H2 M=88.84), Psychological Wellbeing (H1 M=22.52; H2 M=19.48), Physical 

Wellbeing (H1, M=20.08; H2 M=17.50), Social Wellbeing (H1 M=27.86 and H2 

M=25.42), Spiritual Wellbeing (H1 M=30.00; H2 M=26.44). Similarly patients of H1 

were found to score significantly higher mean scores compared to patients in H5 on 

overall Wellbeing (H1 M=100.46; H5 M=91.92), Psychological Wellbeing (H1 

M=22.52; H5 H1 M=19.54), Social Wellbeing (H1 M=27.86; H5 M=25.82) and 

Spiritual Wellbeing (H1 M=30.00; H5 M=28.14).  
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So far as the Spiritual Wellbeing is concerned H1 was found to differ 

significantly (p<0.01) from all other hospitals. On this dimension, as revealed in 

Table 8 the mean scores of all the other hospitals (H3 M=27.56, SD 2.69; H4 

M=27.90, SD 2.87 and H5 M=28.14, SD = 3.08) were found to be significantly lower 

compared to H1 (H2, M=26.44, SD 2.79). On the dimension of Spiritual Wellbeing 

significant difference (p<0.05) was observed between H2 (M=26.44) and H5 

(M=28.14). The results of Table 8 showed a highly significant difference on the 

overall Wellbeing score of H1 & H2 (p<.01) and H1 & H5 (p<.01). It was also found 

that H1 also differed significantly from H3 (p<.05) and H4 (p<.05), further showing 

that the overall Wellbeing in patients is highest in hospital H1.The results of Table 6 

and Table 8, when compared indicate that H1 scored the highest on Psychosocial Care 

(Table 6) and Wellbeing (Table 8). It may be relevant here to refer to findings of 

regression analysis ascertained that Psychological Care contributed significantly to 

Hospital Wellbeing. 

 

Figure 2.  Graph showing the differences in Wellbeing of patients in the five hospitals. The 

five hospitals coded as H1, H2, H3, H4, and H5. 
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The difference between the five hospitals on overall Wellbeing and also its 

dimensions are depicted in Figure 2. It may be observed that the higher Wellbeing 

levels of H1 are glaring on overall Wellbeing as well as its dimensions. 

Comparing Table 6 and Table 8 on H5’s Psychosocial Care scores and the 

Wellbeing scores respectively, it may be observed that H5’s score on Psychosocial 

Care and its dimensions are not very low (M=62.00, SD=6.19),  but on the dimension 

of Wellbeing the mean score is low (M=91.92, SD=13.83). Similar observations can 

be made on the scores of H2, which has the lowest scores on Wellbeing (M=88.84, 

SD=11.04). This indicates that psychological care though contributes to Wellbeing is 

not the only factor that determines Wellbeing. Apart from this, as indicated in 

regression analysis the income level seems to contribute in determining the 

Wellbeing. However the variance explained by these two factors is limited to 2%. 

This suggests that there are other factors which influence hospital Wellbeing of 

patients. These may relate to the physical environment, experience of relief on being 

moved out of the ICU etc., One of the observations made by the investigator in these 

two hospital i.e. H2 and H5 was that after the ICU stay, patients in these hospitals, 

were moved to the High Dependency Unit (HDU), instead of being shifted to the 

wards or rooms. The HDU is also called the Step-Down-ICU. The environment of a 

Step-Down- ICU is comparable to that of ICU with a slight quality change such as 

lower nurse patient ratio and lesser number of complicated gadgets like the ventilators 

etc. Normally patients who are extubated into HDUs are those who need constant 

monitoring and care even after the ICU stay. But in H5 and H2 all the post-operative 

patients were extubated to the HDU, as the hospital did not have the policy of shifting 

patients into a ward or a room. The hospitals shifted the patients to HDU not because 

of the need for a closer monitoring but because of lack of sufficient wards and rooms. 
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This forced the patients to prolong the ICU kind of experience for a longer duration 

compared to their counterparts in other hospitals. This might have had a negative 

impact on the Wellbeing of the patients. Studies have shown that prolonged stay in 

ICU has an adverse effect on the Wellbeing of the patients. The reason for a low 

overall Wellbeing in patients of H5 and H2 may be due to the continuation of the 

trauma of being in an ICU or an environment similar to the ICU.  

The results of Tukey’s HSD test in Table 9 also showed that, H1 significantly 

differed from all other hospitals in overall Wellbeing H 2 (p< 0.01), H 3 (p< 0.05), H 

4 (p< 0.05) and H5 (p< 0.01). It may be relevant to mention here that Psychosocial 

Care in this hospital was also found to be high (refer Table 6). Higher the 

psychological care higher is the Wellbeing as revealed by the regression analysis. 

Further an observation by the investigator was that H1 catered to the needs of higher 

socioeconomic class. Wellbeing as revealed by regression analysis is partly 

determined by Income Level, which in turn is a component in socioeconomic class. 

Thus, the higher scores on Wellbeing of this hospital may partly be due to the high 

Psychosocial Care, which may also be contributed by the socio economic background 

of the patients. It can also be inferred from Table 9 that H1 differed significantly from 

all other hospitals on the dimension of Spiritual Wellbeing. No significant differences 

were found among the other hospitals on this dimension other than H2 and H5. The 

results in Table 6 established that patients in H1 received a better Psychosocial Care. 

When a patient receives good care and support from significant people around him 

(doctors, nurses or the caregivers), there is a feeling that everything is under control 

and the individual is content with the life situation. And out of humility, such 

situations are likely to be attributed to external factors, which may include 

supernatural power like God. Indian society has its significant religious and spiritual 
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orientation. It is characteristic of the individual to feel spiritually or religiously 

inclined after overcoming a major health crisis. This is likely to happen only when 

one is contented with the received care and is free of trauma. Thus, H1may have 

contributed to higher scores on Spiritual Wellbeing of its CABG patients.  

  Wellbeing and Psychosocial Care have a positive correlation, while both the 

variables negatively correlate with Trauma. Going by the simple logic, if the hospitals 

significantly differed in the Psychosocial Care provided in the ICUs and the state of 

hospital wellbeing in the patients, they must also differ significantly in the ICU 

Trauma experienced by the patients. The following tables and the explanations relate 

to the differences among hospitals in the ICU Trauma experienced by the patients. 

Differences among hospitals in ICU Trauma of Patients 

ICU Trauma was measured by ICU Trauma Scale which had three dimensions 

viz. Re-Experience, Emotional Numbing and Avoidance, and Hyper-Arousal. A 

composite score of all the dimensions constituted the total score measuring overall 

ICU trauma. Five One-way ANOVAs and Tukey’s HSD of multiple group 

comparison were carried out to inquire if the five hospitals significantly differed in 

patients’ experience of overall ICU trauma and also in its three specific dimensions. 

The mean, standard deviation and results of ANOVAs of the five hospitals on 

Trauma are presented in Table 10 and graphically represented in Figure 3. Results of 

Tukey’s HSD tests were presented in Table 11. 
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Table 10 

 

Summary of One-way ANOVA of the five hospitals on Trauma and its dimensions 

 
 Hospitals  One-way ANOVA 

Variable H1 H2 H3 H4 H5 Mean Square F(4,245) 

 M 

(SD) 

M 

(SD) 

M 

(SD) 

M 

(SD) 

M 

(SD) 

Between  Within  

Trauma 38.62 

(6.30) 

42.16 

( 6.12) 

44.46 

(6.10) 

43.44 

(11.23) 

44.42 

(9.60) 

293.87 64.32 4.57** 

Re-

Experience 

12.34 

(2.72) 

14.06 

(2.66) 

14.32 

(2.56) 

14.90 

(4.10) 

14.32 

(3.15) 

39.65 9.54 4.15** 

Emotional 

Numbing& 

Avoidance 

16.06 

(2.69) 

17.02 

(2.67) 

18.38 

(2.73) 

14.84 

(4.85) 

18.24 

(4.10) 

46.77 12.44 3.76** 

Hyper-

Arousal 

10.22 

(2.24) 

11.08 

(1.82) 

11.76 

(1.94) 

11.10 

(2.84) 

11.86 

(2.30) 

21.67 5.10 4.25** 

Note.    H1, H2, H3, H4, H5, the five hospitals, included in the study. 

 **p < .01, * p<.05 

 

 

    It is evident from Table 10 that the five hospitals differed significantly on 

Trauma F (4,245) = 4.57, p<0.01 and its three dimensions namely Re-Experience F 

(4,245) = 4.15, p<0.01 Emotional Numbing and Avoidance F (4,245) = 3.76, p<0.01 

and Hyper Arousal F (4,245) = 4.25, p<0.01. Looking into the means of the hospitals 

on overall Trauma and its dimension, it may be noted that patients of H1 (M = 38.62, 

SD = 6.30) have the lowest level of Trauma than the patients of other hospitals. 

Patients of H2 (M = 42.16, SD = 6.12) and H4 (M = 43.44, SD = 11.23) fall next to 

patients of H1 on Trauma levels. While the mean score of Trauma experienced by 

patients in the two other hospitals (H5, M = 44.42, SD = 9.60; H3, M =44.46, SD 

=6.10) are comparatively high. An observation of scores on the dimensions of Trauma 

shows that the mean score of patients of H1 on Re-experience, (M = 12.34, SD = 
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2.72)) are comparatively less than the scores of patients in the other four hospitals H2 

(M = 14.06, SD = 2.66), H3 (M = 14.32, SD = 2.56), H4 (M = 14.90, SD = 4.10), H5 

(M = 14.32, SD = 3.15). The scores of H3 (M = 18.38 SD = 2.73) and H5 (M = 18.24, 

SD = 4.10) on Emotional Numbing and Avoidance are comparable. On the dimension 

of Hyper-Arousal again it may be observed that H1 scored the lowest (M = 10.22, 

SD= 2.24) and H5 (M =11.86 SD = 2.30) scored the highest. The scores of the other 

hospitals fall in between these two scores. Summarizing the results of Table 10 we 

can say that while H1 scores low on Trauma and its dimension, H3 and H5 score high 

on Trauma and the dimensions of Trauma. 

 Table 11 

 Tukey’s HSD test of Multiple Group Comparisons, of Groups of Hospitals on Trauma   

 and its dimensions 

 
 Mean comparisons (Tukey’s HSD) 

Variables H1-H2 H1-H3 H1-H4 H1-H5 H2-H3 H2-H4 H2-H5 H3-H4 H3-H5 H4-H5 

Trauma - 5.84** 4.82* 5.80** - - - - - - 

    RE 1.72* 1.98* 2.16** 1.98* - - - - - - 

   E & A - 2.32* - 2.18* - - - - - - 

    H A - 1.54** - 1.64** - - - - - - 

   Note. RE= Re-Experience,   E & A= Emotional Numbing &Avoidance, HA= Hyper-Arousal 

    H1-H5, the five hospitals included in the study. **p < .01, * p<.05  

 

A scrutiny of results of Tukey’s HSD test presented in Table 11 throws light 

on differences between every combination of the five hospitals. Tukey’s test scores 

showed that only H1 differed from other hospitals on the composite scores of Trauma. 

On the overall Trauma H1 differed significantly from H3 (p<0.01) and H4 (p< 0.05) 

and H5 (p<0.01). On Re-experience, H1 differed significantly from all the 4 hospitals 

i.e., H2 (p<0.05), H3 (p<0.05), H4 (p<0.01) and H5 (p<0.05). On Emotional 
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Numbing and Avoidance, H1 differed from H3 (p<0.05) and H5 (p<0.05). Similar 

observations can be made on the dimension of Hyper Arousal, where H1 differed 

from H3 (p < 0.01) and H5 (p < 0.01).  From Table 11, and the mean scores of the 

hospitals in Table 10, it is evident that the patients of H1 (M = 38.62) have 

experienced low levels of Trauma than the patients of the other hospitals H2 (M = 

42.16); H3 (M =44.46); H4 (M = 43.44) and H5 (M =44.42). The lower level of 

Trauma in patients of H1 is clearly perceivable on all dimensions, as also presented in 

Figure 3.  

     

 

Figure-3  Graph showing differences in Trauma experienced by patients in the   five 

different hospitals taken into the study. The five hospitals coded as H1, H2, H3, H4, 

and H5. 

 

Comparing Table 6 and 7 with Table 10 and 11, it can be noted that in 

Psychosocial Care, H1 was higher than the rest of the hospitals. The results once 

again substantiate that enhanced Psychosocial Care, decreased Trauma, and 

psychological distress in patients go together. The results can be compared with the 

results of simple regression analysis (Table 5), which established that Psychosocial 
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Care is negatively correlated with Trauma. Thus Psychosocial Care plays a pivotal 

role in the reduction of Trauma in patients. 

While Psychosocial Care is found to be a significant determinant of Hospital 

Wellbeing and ICU Trauma in CABG patients who spend the stipulated number of 

days in Intensive Cardiac Care Unit (ICCU), there are other factors which contribute 

towards the Wellbeing and Trauma in patients. The ICU environment and the 

practices of intensive care may constitute major determinants of Wellbeing and 

Trauma. The physical environment, biomedical facilities, available professional 

expertise, Psychosocial Care, alertness, commitment of ICU team and a number of 

other aspects related to ICU practices may have a significant impact on patient 

comfort and recovery. All these minute aspects are delineated in the guidelines 

provided by the National Accreditation Board of Hospitals, Indian Society of Critical 

Care Medicine and Joint Commission International, with an objective of quality 

assurance in ICUs. All these aspects on the whole help in assessing the ICU Quality. 

An attempt is made to assess the ICU Quality using a checklist evolved from 

the guidelines. Based on these scores, the ICUs of the five hospitals are relatively 

classified as High, Medium and Low ICU Quality. Further, statistical tests were 

applied to examine if the three groups of hospitals significantly differed in the 

provided Psychosocial Care, and the patients’ experience of Hospital Wellbeing and 

ICU Trauma. The results related to ICU Quality are presented below. 

Assessment of ICU Quality 

The ICU Quality of every hospital is assessed against the bench mark set by the 

guidelines provided by NABH, ISCCM and JCI. The hospitals are expected to follow 

these guidelines. Taking this fact into consideration, an attempt was made to find out 
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how hospitals adhere to these guidelines. The ICU Quality Checklist (mentioned in 

Chapter III) was used to find out the Quality of Care in ICU. The frequencies and 

percentages were found to measure the extent to which the hospitals adhered to the 

ICU guidelines provided by NABH, ISCCM and JCI. Further the adherence was 

classified into biomedical aspects, psychosocial and environmental standards 

maintained by ICU. The adherence levels are considered as measurement of quality. 

The scores of five hospitals are presented in Table 12. The results are graphically 

represented in Fig 4.  

Table 12 

Frequencies and Percentages of Bio-medical, Psychosocial and Environmental 

Quality Care provided by Hospitals 

 
Hospitals ICU Quality 

 Bio-medical 

(13 items) 

Psychosocial 

(10 items) 

     Environmental 

(11 items) 

Total 

(34 items) 

H1 12 

(92.3%) 

6 

(60%) 

4 

(36.3%) 

22 

(64.7%) 

H2 12 

(92.3%) 

4 

(40%) 

4 

(36.3%) 

20 

(58.8%) 

H3 9 

(69.6%) 

2 

(20%) 

2 

(18.1%) 

13 

(38.2%) 

H4 12 

(92.3%) 

5 

(50%) 

6 

(54.5%) 

23 

(67.6%) 

H5 12 

(92.3%) 

4 

(40%) 

4 

(36.3%) 

20 

(58.8%) 

 

It may be observed that out of the five hospitals taken into the present study, 

H4 shows a standard quality of 67.6%, followed by H1 with 64.7%. While the ICU 

Quality in H3 is only 38.2%, H2 and H5 measured upto58.8% each. While this is the 

overall differences in quality, differences in quality are also evident in each of the 

dimensions indicated above. It is noted that all the hospitals seem to have given a 

great emphasis on Biomedical Quality through medical intervention and emergency 

management, and rightly so. The scores on this dimension of ICU Quality show that 
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four of the five hospitals viz. H1, H2, H4 and H5 adhere to 92.3% of Bio-medical 

Quality Care, while H3 adheres to only 69.6% on aspects of Bio-medical Quality 

Care. The results in Table 12 shows that while H1 adheres to 60% of psychosocial 

quality care, H4 adheres to 50% of Psychosocial Quality Care, followed by H2 and 

H5 at 40%. The adherence level of H3 is lowest at 20% on Psychosocial Quality Care. 

Level of adherence to the Environmental Quality Care is highest in H4 (54.5%), 

followed by H1, H2 and H5 at 36.3%. The level of adherence of H3 to Environmental 

Quality Care is the lowest at 18.1%. Looking into Table 12 it may be observed that 

although the boards of hospitals like the NABH, ISCCM & JC1 set standards for a 

holistic patient centered care, the results in Table 12 show that the hospitals limit to 

the bio-medical approach of treatment. It may be interesting to note that all the 

hospitals taken into the study are NABH accredited hospitals, in spite of which the 

standard Quality Care, which is mandatory is not totally adhered to. It is clearly 

evident from Figure 4 that all the five hospitals rightly emphasized on Bio-medical 

aspects related to ICU set up. At the same time the neglect of adherence to 

Psychosocial and Environmental aspects of care is also clearly evident.  

 

 

  Figure- 4  Graph showing the differences in quality of ICU in bio-medical, psychosocial, and   

environmental care provided in the ICUs of five different  hospitals (H1-H5) 
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The results of Table 12 paved a way for a possibility of some interesting 

findings. An attempt was made to categorize the hospitals on the basis of the Quality 

of Care provided by the ICUs. This was done on the basis of calculating the distance 

between the hospitals on various items in ICU Quality check list. For this purpose the 

Hierarchical clustering method and Hamming Distance was used. Detailed 

explanations of Hamming Distance are appended in Appendix VIII. After applying 

Hamming Distance and Hierarchical Cluster method the five hospitals were grouped 

into three categories based on ICU Quality. H1 and H2 were grouped into High ICU 

Quality, H4 and H5 into Medium ICU Quality while H3 was in Low ICU Quality. 

Effect of ICU Quality on Psychosocial Care, ICU Trauma and Hospital Wellbeing 

An attempt was made to find out if the three groups of hospitals differing in 

their ICU Quality differed significantly in the Psychosocial Care provided to the 

patients in ICUs. Further, an investigation was carried out to understand if the patients 

admitted in the ICUs differing in quality differed in their Hospital Wellbeing and ICU 

Trauma. Separate One-way ANOVAs and Tukey’s HSD tests were carried out on the 

overall scores and the dimension scores of the three variables mentioned above. 

 Effect of ICU Quality on Psychosocial Care 

One-way ANOVAs were done taking these three groups of hospitals viz. High 

ICU Quality, Medium ICU Quality and Low ICU Quality to see if there was a 

significant difference between these ICUs with regard to Psychosocial Care. The 

results of ANOVAs and their corresponding means and standard deviation of the three 

groups of hospitals on Psychosocial Care are presented in Table 13 and are 

diagrammatically represented in Figure 5. The results of Tukey’s HSD test are 

presented in Table 14.  
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Table 13 

 Mean, Standard Deviation and One-way ANOVA of Psychosocial Care among three 

Qualities of ICUs of hospitals 

 
  ICU Quality One- way ANOVA 

 

Variable 

High 

Quality 

ICU 

Medium 

Quality 

ICU 

Low 

Quality 

ICU 

Mean Square F(4,247) 

 M 

(SD) 

M 

(SD) 

M 

(SD) 

Between Within  

Psychosocial 

Care 

61.47 

(6.86) 

62.25 

(5.72) 

53.46 

(3.33) 

1426.41 34.21 41.70** 

   PHD 26.06 

(3.27) 

25.90 

(2.97 

21.76 

(2.0) 

356.80 8.61 41.42** 

   FPCC 20.51 

(4.02) 

21.17 

(3.00) 

17.40 

(2.46) 

247.56 11.33 21.84** 

   FPAP 14.90 

(1.88) 

15.18 

(1.66) 

14.30 

(1.56) 

1 2.91 3.02 4.27** 

  Note. PSC= Psychosocial Care, PHD= Protection of Human Dignity, FPCC= Family Patient Communication 

Channel, FPAP= Family Patient Anxiety Protection,  High ICU Quality (n=100), Medium ICU Quality 

(n=100), Low ICU Quality (n=50) 

 **p < .01, * p<.05           

 

The results of ANOVAs presented in Table 13 revealed that the three groups 

of hospitals belonging to High, Medium and Low ICU Quality significantly differed 

on Psychosocial Care F (2,247) = 41.70, p< 0.01and on all the three dimensions of 

Psychosocial Care viz. Protection of Human Dignity, F (2,247) = 41.42, p<0.01; 

Family Patient Communication Channel, F (2,247) = 21.84, p< 0.01, and Family 

Patient Anxiety Prevention F (2,247) =4.27, p< 0.01. The results of ANOVA in Table 

13 revealed that the Medium ICU Quality has a higher mean (M = 62.25, SD = 5.72) 

than the mean scores of High ICU Quality (M = 61.47, SD = 6.86) on the dimension 

of Psychosocial Care. Patients of a Low ICU Quality received the lowest 

Psychosocial Care (M = 53.46, SD = 3.33). It can be observed from Table 13 that the 

mean scores of Medium ICU Quality are higher than the High ICU Quality (M = 
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21.17 SD=3.00; M = 20.51 SD=4.02) on the dimension of Family Patient 

Communication Channel. Similar results were observed on the dimension Family-

Patient Anxiety Prevention, where the mean scores of Medium ICU Quality were 

higher (M = 15.18, SD=1.66) than the High ICU Quality (M = 14.90, SD=1.88). 

Another important observation was that only on the dimension Protection of Human 

Dignity the mean score of High ICU Quality (M=26.06, SD=3.27) was higher than the 

mean scores of Medium ICU Quality (M=25.90 SD=2.97). 

Table 14 

Tukey’s HSD test of Multiple Group Comparisons of three Qualities of ICUs of 

hospitalization Psychosocial Care and its dimensions 

 
Variables High-Medium High-Low Medium-Low 

Psychosocial Care  8.01** 8.80** 

  Protection of Human Dignity  4.30**  4.14** 

 Family Patient Communication 

  Channel 

3.11**  3.77** 

 Family Patient Anxiety  

  Prevention 

 .  

Note. **p < .01, * p<.05 

 

The results of the Tukey’s HSD test presented in Table 14 showed no 

significant difference between the Medium ICU Quality and High ICU Quality on the 

overall Psychosocial Care, while a significant difference was observed between the 

High ICU Quality and Low ICU Quality (p<0.01) and Medium ICU Quality and Low 

ICU Quality (p<0.01). On the dimension of Family Patient Communication Channel 

the results of Tukey’s HSD test showed a significant difference (p<0.01), between the 

Medium Quality ICU (M = 21.17) and High Quality ICU (M = 20.51). A significant 

difference was also observed between the Medium ICU Quality and Low ICU Quality 
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(p<0.01), on this dimension. A variation from the above results were observed on the 

dimension of Protection of Human Dignity where the High ICU Quality (M=26.06) 

and Medium ICU Quality (M=25.90) differed significantly on (p<0.01). It may be 

observed that on this dimension the mean scores of High ICU Quality are higher than 

the mean scores of Medium ICU Quality. While no significant difference was 

observed between High ICU Quality and Low ICU Quality on this dimension, 

Medium ICU Quality and Low ICU Quality (p<0.01) differed significantly. An 

interesting observation from the Tukey’s HSD test was that on the dimension Family-

Patient Anxiety Prevention there was no significant difference between any of the 

categories of hospitals. 

The results are an evidence to say that the two ICUs of the hospitals in the 

Medium ICU Quality group had a better means of communication with the family and 

patient. It was observed during the investigation that the hospitals that come under 

Medium ICU Quality provided ‘information booklets’ to the family and the patient. 

The ‘information booklets’ had information regarding the diagnostic facilities, ICU 

admission and discharge procedures and so on. Moreover it is important to note that 

ICUs were categorized on the basis of biological, psychosocial and environmental 

facilities provided by the hospitals. The two hospitals in Medium ICU Quality were 

quite spacious. The availability of space helped the hospitals to provide extra facilities 

to patients and their families. The hospitals had provided a waiting area outside the 

ICU where the family could wait and find out about the patients health condition, 

while s/he was in the ICU. Private areas and rooms were provided for family 

members to relax and refresh when the patient is in ICU, which was not the case in 

hospitals categorized as High ICU Quality. These facilities helped families not only 

get information regarding the patient’s health condition and prognosis but also gave 
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the patient and the family a reassurance that they were available for each other in case 

of emergency. Feelings of apprehension, fear and agitation in the family and the 

patient can be handled if the hospitals come up with such measures. An observation 

made by the investigator was that the two hospitals under the Medium ICU Quality 

had a nursing school attached. The in-house training might have helped the nurses to 

provide enhanced psychosocial care services and improved communication to the 

patient and their families.  

 It is evident from Table 13 and 14 that ICU Quality has an effect on the 

Psychosocial Care. Adhering to the Standards set by the Boards of hospitals would 

enhance Psychosocial Care which in turn would not only reduce the anxiety and 

trauma in patients and family members but also enhance the Wellbeing in patients. 

The difference in the means on Psychosocial Care is evident in the graphical 

representation in Figure 5 and also in the mean plots represented in Figure 6a to 6d. 

Figure 6a shows that High and Medium ICU Quality patients are almost on the same 

level with respect to Psychosocial Care. It is evident from Figure 6b and 6d that on 

the dimension of Protection of Human Dignity and Family Patient Anxiety Prevention 

the High ICU Quality and the Medium ICU Quality are comparable on same level. It 

can be observed in figure 6c that on the dimensions Family Patient Communication 

Channel the Medium ICU Quality is slightly higher than the High ICU Quality. 

However a noticeable factor in all the figures (6a-6d) is that the Low Quality ICU is 

on the lowest level. 
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 Figure- 5 Graph showing differences in Psychosocial Care and its dimension scores of patients in 

High, Medium and Low ICU Quality. PSC= Psychosocial Care, PHD= Protection of   Human Dignity, 

FPCC= Family Patient Communication Channel, FPAP= Family Patient Anxiety Protection 

 

                          

 

 

           

Figure-6 a Graph showing the mean plot of Psychosocial Care 
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Figure-6 b Graph showing the mean plot of Protection of Human Dignity 

 

 

                     

 

Figure-6 c Graph showing the mean plot of Family Patient Communication Channel 
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Figure-6 d Graph showing the mean plot of Family Patient Anxiety Prevention 

 

Psychological care is found to be contributing to the hospital Wellbeing. Since 

the results indicated a significant difference in Psychological Care provided by 

hospitals with difference in ICU Quality, it may be of interest to see if the three 

groups of hospitals differing in ICU Quality also differ in Hospital Wellbeing of 

patients. One-way ANOVA was carried out on the scores of Wellbeing and their 

dimensions. 

Effect of ICU Quality on Hospital Wellbeing 

The results of ANOVA and the mean scores of Wellbeing in the different 

category of hospitals are presented in Table 15  
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Table 15 

Mean, Standard Deviation and One-way ANOVA of Wellbeing among three Qualities 

of ICUs of hospitals 

 ICU Quality One Way ANOVA 

Variable High ICU 

Quality 

Medium ICU 

Quality 

Low ICU 

Quality 

Mean Square F(4,247) 

 M 

(SD) 

M 

(SD) 

M 

(SD) 

Between Within  

Wellbeing 94.65 

(12.88) 

92.83 

(13.00) 

93.56 

(11.51) 

83.45 160.61 < 1 

   Psychological 21.00 

(4.29) 

19.91 

(4.31) 

20.64 

(3.90) 

30.38 17.88 1.7 

    Physical 18.79 

(4.17) 

18.77 

(4.38) 

18.74 

(3.80) 

.04 17.55 < 1 

    Social 26.64 

(3.57) 

26.13 

(3.41) 

26.62 

(2.3) 

7.60 11.58 < 1 

    Spiritual 28.22 

(3.18) 

28.02 

(2.96) 

27.56 

(2.68) 

7.27 9.01 < 1 

 

   Note. High ICU Quality (n=100), Medium ICU Quality (n=100) Low ICU Quality (n=50), N=250, 

NS = Not Significant.  **p < .01, * p<.05           

 

 

Results of One-Way ANOVA presented in Table 15 showed no significant 

difference on overall Wellbeing and its dimensions among the High, Medium and 

Low Quality of ICUs. 

Effect of ICU Quality on ICU Trauma 

The results presented in the chapter asserted the contribution of Psychological 

Care in lowering ICU Trauma in patients. Psychological Care is also found to differ 

with ICU Quality. It may be relevant to investigate if ICU Trauma of patients from 

three ICU qualities differed significantly. Four One-way ANOVAs and Tukey’s HSD 
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tests of multiple group comparisons were carried out to compare the three ICU 

Quality groups of hospitals on Trauma and its dimensions. 

Results of ANOVA of the three Qualities of ICUs of hospitals on Trauma and 

the dimension of Trauma are presented in Table 16. The graphical representation of 

the data can be seen in Fig 7 & Fig 8 a, b, c, d.  

 

Table 16 

Mean, Standard Deviation and One-way ANOVA of Trauma in three Qualities of 

ICUs of Hospitals 

  ICU Quality One Way ANOVA 

Variable High ICU 

Quality 

Medium 

ICU Quality 

Low ICU 

Quality 

Mean Square F(4,247) 

 M 

(SD) 

M 

(SD) 

M 

(SD) 

Between Within  

Trauma 40.39 

(6.43) 

43.93 

(10.14) 

44.46 

(6.10) 

419.09 65.17 6.43** 

    RE 13.20 

(2.81) 

14.41 

(3.63) 

14.32 

(2.55) 

41.90 9.77 4.30**  

   E & A 16.54 

(2.71) 

18.04 

(4.47) 

18.38 

(2.72) 

80.01 12.44 6.42** 

    H A 10.65 

(2.07) 

11.48 

(2.60) 

11.76 

(1.94) 

26.88 5.20 5.17** 

 Note: RE= Re-Experience,   E & A= Emotional Numbing &Avoidance, HA= Hyper-Arousal 

.High ICU Quality (n=100), Medium ICU Quality, (n=100), Low ICU Quality (H3) (n=50), 

N=250, **p < .01, * p<.05           
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Table 17 

Tukey’s Multiple Group Comparisons of Groups of Hospitals on Trauma and its 

dimensions 

Variables High-Medium High-Low Medium-Low 

Trauma 3.54** 4.07**  

 Re-Experience 1.21* 1.84**  

 Emotional Numbing 

& Avoidance   

 

1.5* 1.84**  

 Hyper-Arousal    1.11*  

       Note. High ICU Quality, (n=100), Medium ICU Quality, (n=100) Low ICU Quality (n=50),  

      **p < .01, * p<.05          

Results of One-way ANOVA presented in Table 16 revealed that the three 

ICU Qualities differed significantly  on Trauma  F (4,247) = 6.43, p< 0.01  and the 

three dimensions of Trauma viz. Re-Experience F (4,247) = 4.30, p< 0.01 , Emotional 

Numbing and Avoidance  F (4,247) = 6.42, p< 0.01 and Hyper Arousal  F (4,247) = 

5.17, p< 0.01 .  

Looking into the means in Table 16 it is evident that the patients of High ICU 

Quality have experienced the lowest mean on Trauma (M = 40.39, SD=6.43), 

followed by its counterparts viz. Medium ICU Quality (M = 43.93, SD = 10.14) and 

Low ICU Quality (M = 44.46, SD = 6.10). Similar observations can be seen on the 

dimensions of Trauma also. On Re-experience the patients of High ICU Quality have 

lower mean (M = 13.20, SD = 2.81) than the patients of Medium ICU Quality (M = 

14.41, SD = 3.63) and Low ICU Quality (M = 14.32, SD = 2.55) in that order. Similar 

trend was observed on the dimension of Emotional Numbing & Avoidance and the 

dimension of Hyper Arousal where the High ICU Quality (M = 16.54, SD = 2.71; M = 

10.65, SD = 2.07) scored the lowest than the Medium ICU Quality (M = 18.04, SD = 

4.47; M = 11.48, SD = 2.60 and Low ICU Quality M = 18.38, SD = 2.72; M = 11.76, 
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SD = 1.94). Comparing Table 16 and 17 it can be inferred that the patients in hospitals 

with High ICU Quality, experience higher Wellbeing and low levels of Trauma. 

These findings are supported by the simple regression analysis presented in Table 4, 

which also showed that ICU Quality is significant predicator of Trauma. In order to 

verify if these differences on Trauma between the patients of three Qualities of ICU 

are statistically significant, Tukey’s HSD tests were done for all parameters and the 

results presented Table 17. According to Table 17 the High ICU Quality patients 

scored significantly lower than the Medium ICU Quality on overall Trauma (p< 0.01) 

as well as on the dimensions of Re-Experience (p< 0.05) and Emotional Numbing & 

Avoidance (p< 0.05). However there was no significant difference between these two 

ICU Qualities on Hyper-arousal. It can also be observed that the patients of High ICU 

Quality differed significantly from patients of Low ICU Quality on overall Trauma 

(p<0.01) and all the dimensions viz. Re-Experience (p< 0.01), Emotional Numbing & 

Avoidance (p< 0.01) and Hyper Arousal (p<0.05).No significant difference is found 

between Medium and Low ICU Quality on overall Trauma and any of the dimensions. 

On all dimensions where Tukey’s test showed significant differences, the High 

Quality ICU group was found to score lower than the Medium Quality ICU and Low 

Quality ICU group, while the Low Quality ICU group scored the highest. 

Summarizing the results on the ICU Quality it can be concluded that patients treated 

in a High Quality of ICU have lower levels of Trauma, and the hospitals that maintain 

High ICU Quality extend a better Psychosocial Care in turn reducing the Trauma in 

Patients. 
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The mean score of patients of three ICU Qualities on Trauma and its 

dimensions are diagrammatically represented in Figure 7 and the mean plots are 

presented in Figure 8 a, b, c, and d. Figure 7 clearly shows a perceivably lower height 

of bars of the group treated in High ICU Quality on Trauma scores. The mean plots 

show the differences in means of patients of three ICU Qualities on Trauma and its 

dimensions. Looking into the mean plots of Figure 8 it can be observed that the 

Trauma mean scores of High Quality ICU group is much lower compared to the 

Medium and Low Quality ICU groups. The same trend is perceivable in Figure 8 b, c, 

and d, showing a comparison of mean trauma scores on the dimensions, Re-

Experience, Emotional Numbing & Avoidance and Hyper Arousal respectively. In 

case of Figure 8c and 8d, it can be clearly seen that the group belonging to Medium 

ICU Quality is paced perceivably lower on Emotional Numbing & Avoidance and 

Hyper-Arousal compared to the group belonging to Low ICU Quality. 

      

 

Figure 7 Graph showing difference in Trauma of patients in High, Medium and ICU Quality 

Note.  Re-Exp= Re-Experience,   E & A= Emotional Numbing &Avoidance, H.A= Hyper-

Arousal 
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         Figure-8 a   Graph showing the mean plot of three ICU Qualities on Trauma 

 

 

 

 

       Figure-8b Graph showing the mean plot of three ICU Qualities on Re-   
     Experience 
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   Figure 8 c Graph showing the mean plot of three ICU Qualities on Emotional   
   Numbing & Avoidance     

    

    

 

  Figure-8 d Graph showing the mean plot of three ICU Qualities on Hyper-Arousal 
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Psychosocial Care as a determinant of Hospital Wellbeing  

Taking results mentioned above into consideration it can be inferred that 

Psychosocial Care has emerged as a central element which plays a vital role in 

enhancing Wellbeing decreasing Trauma and improving health outcomes of CABG 

patients.  Further analysis was carried out to substantiate the above findings. The 

patients were classified into three groups (High, Medium and Low) based on the 

Psychosocial Care they received. For the purpose of classification, Cluster Analysis 

was used applying SPSS version 19. Three cluster groups evolved on the basis of 

patients score on the 18-items of ICU Psychosocial Care Scale. Based on the mean 

scores of the patients clusters were named as High Psychosocial Care group, Medium 

Psychosocial Care group with and a Low Psychosocial Care group. The High, 

Medium and Low Psychological Care groups had 51, 106 and 93 patients 

respectively. This is presented in Table 18. From the point of holistic care and 

endorsement of the need for biopsychosocial care it is important to take special note 

of the fact that out of the total sample of 250 CABG patients the proportion receiving 

High Psychosocial Care is the lowest at 20.4%. This is represented in Figure 9 

Table 18 

Distribution of the patients into the three Psychosocial Clusters  

Clusters Psychosocial Care Number of Patients Percentage 

1 High Psychosocial 

Care 

51 20.40 

2 Medium 

Psychosocial Care 

106 42.40 

3 Low Psychosocial 

Care 

 

93 37.20 
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Figure 9 Pie diagram showing the distribution of the patients into the three Psychosocial 

Clusters  

 

 

This brings into light the neglect of Psychosocial Care in ICUs, thus reducing 

the connotation of ‘Intensive Care’ to ‘Critical Care’. The results of regression 

analysis have authenticated that Psychosocial Care has an impact on Wellbeing and 

Trauma. To substantiate the finding a One-way ANOVA was run to find if the three 

groups of patients viz. High Psychosocial Care group, Medium Psychosocial Care 

group and Low Psychosocial Care group differed on their Wellbeing scores. Table 19 

presents the results of the ANOVA 
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Table 19 

Mean, Standard Deviation and ANOVA of Wellbeing on Psychosocial Clusters of 

patients 

    Psychosocial Care One -way ANOVA 

 High  Medium  Low  Mean Square F(2,247) 

 M 

(SD) 

M 

(SD) 

M 

(SD) 

Between Within  

Wellbeing 103.00 

(11.42) 

93.45 

(11.14) 

88.89 

(12.20) 

3283.45 134.70 24.36** 

Psychological 23.33 

(3.90) 

20.20 

(4.00) 

19.27 

(4.03) 

280.01 15.86 17.65** 

    Physical 21.51 

(4.52) 

18.62 

(3.80) 

17.44 

(3.67) 

274.71 15.33 17.92** 

     Social 28.35 

(2.66) 

26.55 

(3.24) 

25.25 

(3.45) 

160.06 10.34 15.47** 

     Spiritual 29.80 

(2.31) 

28.08 

(2.85) 

26.94 

(3.03) 

136.05 7.96 17.07** 

   Note. High Psychosocial Care (n=51), Medium Psychosocial Care (n=106). Low Psychosocial Care 

(n=93), **p < .001, * p<.05. 

 

 It is evident from the results of Table 19 that the three groups of patients 

belonging to High, Medium and Low Psychosocial Care differed significantly on total 

Wellbeing F (2,247) = 24.36, p<0.01 and the four dimensions of Wellbeing viz. 

Psychological Wellbeing F (2,247) = 17.65, p<0.01, Physical Wellbeing F (2,247) 

=17.92, p<0.01, Social Wellbeing F (2,247) =15.47, p<0.01 and Spiritual Wellbeing F 

(2,247) = 17.07, p<0.01.  An examination of the mean scores presents in Table 19 

revealed that the group of patients who received High Psychosocial Care scored high 

on Wellbeing (M=103.00, SD =11.42) than their counterparts who received Medium 

Psychosocial Care (M=93.45, SD =11.14) and Low Psychosocial Care (M = 88.89, SD 

= 12.20). On the dimensions of Psychological Well being the group receiving High 
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Psychosocial Care (M = 23.33, SD = 3.90) scored relatively higher scores compared 

to the group with Medium Psychosocial Care (M = 20.20, SD = 4.00) and Low 

Psychosocial Care (M = 19.27, SD = 4.03). Similarly on the dimension of Physical 

Wellbeing, the group who received High Psychosocial Care scored higher means (M 

= 21.51, SD = 4.52) than the group belonging to Medium Psychosocial Care (M = 

18.62, SD = 3.80) and Low Psychosocial Care group (M = 17.44, SD = 3.67). The 

same trend was found in the case of Social Wellbeing wherein the group who received 

High Psychosocial Care was found to have scored higher means (M = 28.35, SD = 

2.66) than the Medium Psychosocial Care group (M = 26.55, SD = 3.24), and Low 

Psychosocial Care group (M = 25.25, SD = 3.45). Even on Spiritual dimension, the 

High Psychosocial Care group had a higher score (M = 29.80, SD = 2.31), than their 

Medium Psychosocial counterparts (M = 28.08, SD = 2.85) and Care Low 

Psychosocial Care (M = 26.94, SD = 3.03). 

In order to verify if the differences between each group with every other group 

is significant Tukey’s HSD tests were conducted. The results are presented in Table 

20. It may be observed from Table 20 that the High Psychosocial Care group was 

found significantly higher from Medium Psychosocial Care group, (p<0.01) and Low 

Psychosocial Care group, (p<0.01) on the overall Wellbeing scores. Similar trend was 

observed on the other dimensions of Wellbeing. The High Psychosocial Care group 

was significantly higher on Psychological Wellbeing (p<0.01), Physical Wellbeing, 

(p<0.01), Social Wellbeing, (p<0.05) and Spiritual Wellbeing, p<0.01 compared to 

Medium Psychosocial Care group. Similar significant differences were observed 

between High and Low Psychosocial Care groups. The High Psychosocial Care group 

scored significantly higher on Psychological (p<0.01), Physical (p<0.01), Social 
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(p<0.01) and Spiritual Wellbeing (p<0.01) compared to Low Psychosocial Care 

group. 

Table 20 

Tukey’s HSD test of Wellbeing in patients who have received High, Medium and Low 

Psychosocial Care. 

                          Psychosocial Care 

 High –Medium 

 

High-Low 

 

Medium -Low 

 

Wellbeing 9.54** 14.10** 4.56* 

   Psychological 3.15** 4.06**  

   Physical 2.90** 4.07** 1.18* 

  Social 1.8* 3.10** 1.3* 

  Spiritual 1.71** 2.86** 1.14* 

 

Note. High Psychosocial Care (n=51), Medium Psychosocial Care (n=106). Low 

Psychosocial Care (n=93) **p < .01, * p<.05 

 

 

In the light of the above results, it may be stated that the patients who received 

High Psychosocial Care also have higher Wellbeing. As observed in Table 19 and 20, 

on overall Wellbeing the High Psychosocial Care group > Medium Psychosocial Care 

group> Low Psychosocial Care group.  

Figure 10 gives a clear visual depiction where the hierarchy of heights is 

found in decreasing order from High to Low Psychosocial Care group on overall and 

also the dimensions of Wellbeing. The mean plots presented in Figure 11 a, b, c, and d 

also show a sharp downward position of means from High Psychosocial Care group to 

Low Psychosocial Care group on overall Wellbeing (11 a), and its dimensions of 

Psychological Wellbeing(11 b),Physical Wellbeing(11 c), Social Wellbeing(10 d),and 

Spiritual Wellbeing(11 e), 



122 
  

  

           

          

 
 

 
Figure 10 Graph showing the differences of Wellbeing of patients with High Psychosocial 

Care, Medium Psychosocial Care and Low Psychosocial Care 

 

 

 

 

 

 

  
Figure 11a Graph showing mean plots of overall Wellbeing in patients with High, Medium 

and Low Psychosocial Care  
Note. PSC= Psychosocial Care 
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Figure 11b Graph showing mean plots of Psychological Wellbeing in patients with High, 

Medium and Low Psychosocial Care  

Note. PSC= Psychosocial Care 

 

 

         

 

Figure 11c Graph showing mean plots of Physical Wellbeing in patients with High, Medium 

and Low Psychosocial Care  
Note. PSC= Psychosocial Care 
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 Figure 11d Graph showing mean plots of Social Wellbeing in patients with   High, Medium 

and Low Psychosocial Care  
Note. PSC= Psychosocial Care 

 

 

         

 

 

Figure 11e Graph showing mean plots of Spiritual Wellbeing in patients with High, Medium 

and Low Psychosocial Care  
Note. PSC= Psychosocial Care 
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Psychosocial Care as a determinant ICU Trauma 

One-way ANOVAs were also carried out to find out if the patients belonging 

to High, Medium and Low Psychosocial Care differed on the Trauma experience. The 

mean scores and results of ANOVAs are presented in Table 21. The graphical 

representation of the mean scores is shown in Fig 12 and 13a to 13d. 

It is evident from the results of ANOVA scores in Table 21 that the three 

groups of patients significantly differed on overall ICU Trauma scores F (2,247) = 

13.13 p<0.01 and the three dimensions of it viz. Re-experience F (2,247) = 15.28 

p<0.01, Emotional Numbing & Avoidance F (2,247) = 8.92 p<0.01 and Hyper 

Arousal F (2,247) = 8.98 p<0.01. 

Table 21 

Mean, Standard Deviation and One-way ANOVA of Trauma in patients who have 

received different levels of Psychosocial Care  

 Psychosocial Care One -Way ANOVA 

 High Medium Low Mean Square 

Between              Within 

F(2,247) 

 M 

(SD) 

M 

(SD) 

M 

(SD) 

   

Trauma 37.75 

(8.30) 

43.19 

(8.60) 

44.65 

(6.65) 

813.84 61.97 13.13** 

Re-Experience 11.94 

(2.95) 

14.07 

(3.27) 

14.81 

(2.68) 

137.50 8.99 15.28** 

Emotional 

Numbing & 

Avoidance 

15.67 

(3.77) 

17.92 

(3.69) 

18.04 

(3.08) 

108.96 12.21 8.92** 

Hyper-Arousal 10.14 

(2.38) 

11.20 

(2.43) 

11.80 

(1.91) 

45.30 5.04 8.98** 

 Note:  M = Mean, SD = Standard Deviation, High Psychosocial Care (n=51), Medium Psychosocial   

Care (n=106). Low Psychosocial Care (n=93), **p < .01, * p<.05 
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Looking into the mean scores, it may be noted that the group with high 

Psychosocial Care had the lowest mean on overall Trauma (M = 37.75, SD = 8.30) 

followed by the Medium Psychosocial Care group (M = 43.19, SD = 8.60) and the 

Low Psychosocial Care group (M = 44.65, SD = 6.65). The table also reveals the 

lowest means for High Psychosocial Care group on Re- Experience (M = 11.94, SD = 

2.95), Emotional Numbing and Avoidance (M = 15.67, SD = 3.77) and Hyper Arousal 

(M = 10.14, SD = 2.38). The above results bring us to an understanding that higher 

Psychosocial Care has the power of lowering ICU Trauma. The results presented in 

Table 21 also showed that the patients of Low Psychosocial Care group had 

experienced high overall Trauma (M = 44.65, SD= 6.65) and also scored high on the 

dimensions of Trauma viz. Re-Experience (M = 14.81, SD= 2.68), Emotional 

Numbing and Avoidance (M = 18.04, SD = 3.08) and Hyper Arousal (M = 11.80, SD 

1.91). In order to verify if the difference between each group with every other group 

is statistically significant Tukey’s HSD test were carried out. 

Table 22 

Tukey’s HSD test of Trauma in patients who received High, Medium and Low 

Psychosocial Care. 

Psychosocial Care 

 High –Medium High-Low 

 

Medium -Low 

 

Trauma 5.44** 6.90**  

 Re-Experience 2.12** 2.86**  

 Emotional Numbing  

& Avoidance              

 2.37*  

 Hyper-Arousal 1.06* 1.65**  

   Note: High Psychosocial Care (n=51), Medium Psychosocial Care (n=106). Low 

Psychosocial Care (n=93), **p < .01, * p<.05 

 



127 
  

 Table 22 shows the results of Tukey’s HSD test on scores of High, Medium 

and Low Psychosocial Care groups on Trauma. It may be observed from Table 22 that 

the High Psychosocial Care Group scored significantly higher than the Medium 

Psychosocial group on overall Trauma (p< 0.01), as well as two of its dimensions Re-

experience (p< 0.01) and Hyper-Arousal (p< 0.05). There is no significant difference 

between these two groups on Emotional Numbing and Avoidance. It may also be 

noted that the High Psychosocial Care group by scoring significantly low on overall 

Trauma scores differed significantly from Low Psychosocial Care group (p< 0.01) 

and also all the three dimensions of Trauma that is to say Re-experience (p< 0.01) 

Emotional Numbing and Avoidance (p< 0.05) and Hyper Arousal (p< 0.01). No 

significant difference was seen in Low and Medium Psychosocial Care group on 

Trauma and its dimensions. 

Figure 12 makes it very evident that the High Psychosocial Care group has 

experienced low Trauma not only on overall scores but also on all dimensions with its 

bars showing shorter heights compare to the Medium and Low psychosocial Care 

group. Figure 13a to 13d depict the mean plots of the three groups with differential 

Psychosocial Care on overall Trauma, and the dimensions of Re-experience, 

Emotional Numbing and Avoidance and Hyper Arousal respectively. All these graphs 

clearly project the upward slope of the line indicating that higher the Psychosocial 

Care lower the Trauma. 
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      Figure -12 Graph showing the differences in Trauma among patients with High,   

            Medium and Low Psychosocial Care   

 

   

 Figure 13 a Graph showing mean plots of overall Trauma in patients with High, Medium   

and Low Psychosocial Care 

 Note. PSC= Psychosocial Care 
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Figure 13 b Graph showing mean plots of Re Experience in patients’ with High, Medium and 

Low Psychosocial Care 

 Note. PSC= Psychosocial Care 

 

 

             

 

 Figure 13c Graph showing mean plots of Emotional Numbing and Avoidance in patients 

with High, Medium and Low Psychosocial Care 

Note. PSC= Psychosocial Care 
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 Figure 13d Graph showing mean plots of Hyper-Arousal in patients’ with High,   Medium 

and Low Psychosocial Care 

 Note. PSC= Psychosocial Care 
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significant role in patients’ Wellbeing and Trauma. It may be of research interest to 
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distribution/association of patients in the three Qualities of ICUs based on their 
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classify patients into clusters based on their responses or scores on the Psychosocial 
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Psychosocial Care and three each for Trauma and Wellbeing. This classification was 

used to find the association between the above variables viz. Psychosocial Care, ICU 

Trauma and Hospital Wellbeing and ICU Quality. 

 

9 

9.5 

10 

10.5 

11 

11.5 

12 

High PSC Medium PSC Low PSC 

M
e

an
 s

co
re

s 
o

f 
p

at
ie

n
ts

 o
n

 H
yp

e
r-

A
ro

u
sa

l 

Hyper-Arousal 



131 
  

Association between ICU Quality and Psychosocial Care  

              A 2x3 Chi-Square Contingency Test for Independence was carried out to see 

if there was a significant association between the Psychosocial Care received by 

patients and the ICU Quality in which they have been treated. The results of the Chi-

Square are presented in Table 23. The results revealed that out of the 250 patients, 

115 received High Psychosocial Care while 135 belonged to the Low Psychosocial 

Care group. Further out of the 250 patients 100 each belonged to High and Medium 

ICU Quality while 50 belonged to Low ICU Quality. It may be observed from Table 

23 that  there is  a significant association between the level of Psychosocial Care in 

patients and the ICU Quality  χ
2
 (2) =54.22, p <0.01, n=250. A further scrutiny of the 

table revealed that out of the 115 patients of High Psychosocial Care a significant 

proportion of 54 patients belonged to High ICU Quality, as against the expected 

frequency of 46, and 61 against 46 belonged to Medium ICU Quality. As a contrast, 

while 23 of 115 are expected to be treated in Low ICU Quality none of them belonged 

to Low ICU Quality. This suggests that high level of Psychosocial Care is closely 

associated with High ICU Quality. Similarly out of the 135 patients receiving Low 

Psychosocial Care 46 belonged to High ICU Quality as against the expected 

frequency of 54. As a contrast 50 belonged to Low ICU Quality while only 27 were 

expected to be from this group. This indicates that in Low ICU Quality patients are 

more likely to receive Low Psychosocial Care. 
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Table 23 

Chi-Square showing association between the ICU Quality and Quality of 

Psychosocial Care 
 
 

ICU Quality 

 Psychosocial Care  

  High 

Psychosocial 

Care 

Low 

Psychosocial 

Care 

Total 

High ICU 

Quality  

Count 54 46 100 

 Expected Count 

 

46 54 100 

Medium ICU 

Quality  

Count 61 39 100 

 Expected Count 

 

 

46 54 100 

Low ICU 

Quality   

Count 0 50   50 

 Expected Count 

 

 

23 27   50 

Total Count 115 135 250 

 Expected Count 115 135 250 

 % within hospital 

category 

46% 54% 100% 

χ2 = 54.22** 

Note. ** p<0.01 

 

 

 

The results of high association between quality of Psychosocial Care and Quality of 

ICU lead to further enquiry into the association between Quality of ICU and Hospital 

Wellbeing in patients. 

Association between ICU Quality and Wellbeing  

A 3X3 contingency test for independence was carried out to see if there is any 

association between ICU Quality and Wellbeing. The 3X3 contingency table 

presented in Table 24 revealed that out of the 250 patients, 36 patients belonged to 
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high Wellbeing group, 121 to the medium wellbeing group and 93 patients were in the 

low Wellbeing group. Out of the 250 patients taken into the study, 100 patients each 

were from the high and medium ICU Quality and 50 patients from low ICU Quality. 

The χ
2 

computed revealed significant association between ICU Quality and Wellbeing   

χ
2
 (2) = 5.11, p <0.01, n = 250. An in depth analysis of the results showed that out of 

the 36 patients with high Wellbeing 16 belonged to High ICU Quality, which is 

higher than the expected frequency of 14.4. It was also observed from the table that 

the expected (14.4) and observed (14) frequency of high Wellbeing patients in 

medium ICU Quality are comparable. On the contrary the frequency of high 

Wellbeing patients in low ICU Quality is lower (6) than the expected count (7.2). The 

results of the table also revealed that out of the 121medium Wellbeing patients 52 

belonged to high ICU Quality, where the expected frequency was 48.4. The frequency 

of the medium Wellbeing patients belonging to medium ICU Quality is lower (41) 

than the expected frequency (48.4). On the contrary the frequency of medium 

Wellbeing patients in low ICU Quality is higher (28) than the expected frequency of 

24.2. An interesting observation in expected lines is that out of the 93 low Wellbeing 

patients only 32 belonged to high ICU Quality, which is lower than the expected 

frequency of 37.2, in contrary 45 belonged to medium ICU Quality, which is higher 

than the expected frequency of 37.2. The observed frequency of medium Wellbeing in 

low ICU Quality is lower than the expected frequency (18.6). The above results 

facilitate to say that Wellbeing is an outcome of ICU Quality and a decline in the ICU 

Quality also decreases the patient Wellbeing. The results once again ascertain that the 

ICU Quality has a powerful relationship with the levels of Wellbeing in patients. 
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Table 24 

 

Chi-Square showing association between the ICU Quality and patients with high, 

medium and low Wellbeing 
 

    

 ICU Quality 

 Well Being  

  High 

Wellbeing 

Medium 

Wellbeing 

Low 

Wellbeing 

Total 

High ICU 

Quality 

Count 16 52 32 100 

 Expected Count 14.4 48.4 37.2 100 

 

Medium ICU  

Quality 

Count 14 41 45 100 

 Expected Count 14.4 48.4        37.2 100 

 

Low  ICU 

Quality 

Count 6 28 16 50 

 Expected Count 7.2 24.2 18.6 50 

 

 

Total Count 36 121 93 250 

 Expected Count 36 121 93 250 

                                                                           χ2 =5.11** 

 

  Note. ** p<0.01 

 

Association between ICU Quality and Trauma 

A Chi square test for independence was conducted to find out the association 

between ICU Quality and Trauma. The 3X3 contingency of Chi square table was 

prepared and the results are presented in Table 25. The results showed a strong 

association between ICU Quality and ICU Trauma in patients χ
2
 (2), =46.95 p <0.01 

n=250. It may be observed from Table 25 that out of the 250 patients, 74 patients had 

high ICU Trauma, 85 had medium level of ICU Trauma and 91 patients had low ICU 

Trauma. Out of the 74 patients with high levels of ICU Trauma only 11 belonged to 

high ICU Quality which is significantly lower than the expected frequency of 29.6, 
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ascertaining once again that high ICU Quality is associated with lower ICU Trauma. 

It can be also observed from the table that the frequency of high ICU Trauma patients 

in medium ICU Quality (48) is significantly higher than the expected frequency which 

is 29.6. On the contrary the expected (14.8) and observed (15) frequency of high ICU 

Trauma patients in low ICU Quality is nearly the same. An interesting observation 

that can be noted from the results is that out of the 91 low ICU Trauma patients 39 

each belonged to the high and medium ICU Quality, where the expected frequency 

was 36.4, while a small proportion of 13 low ICU Trauma patients belonged to low 

ICU Quality which is lower than the expected frequency of 18.2. From the above 

findings it is evident that patients treated in a high ICU Quality undergo lesser amount 

of ICU Trauma and low ICU Quality undergo higher levels of Trauma, suggesting a 

strong association between ICU Quality and ICU Trauma in patients. 

Table 25 

Chi-Square showing association between the ICU Quality and patients experiencing 

high, medium and low trauma 

 
    ICU 

Quality 

 Trauma  

   High Trauma Medium 

Trauma 

Low 

Trauma 

Total 

High ICU 

Quality 

Count 11 50 39 100 

 Expected Count 29.6 34 36.4 100 

Medium ICU  

Quality 

Count 48 13 39 100 

 Expected Count 29.6 34 36.4 100 

Low ICU 

Quality 

Count 15 22 13 50 

 Expected Count 14.8 17 18.2 50 

Total Count 74 85 91 250 

 Expected Count 74 85 1 250 

                                                                                χ
2
= 46.95** 

 

Note. ** p<0.01 
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Summary of Results 

The findings of the study can be summarized as follows 

One of major findings of the study was a significance of Psychosocial Care in 

the Intensive Care Units. The results of the study not only ascertained the positive 

impact of Psychosocial Care on Wellbeing but also found that Psychosocial Care 

played a significant role in reducing psychological trauma in CABG patients.  

The results also revealed that the Quality of ICU was negatively correlated 

with ICU Trauma i.e. enhanced ICU Quality can reduce the trauma experience in 

CABG patients. 

Increased Psychosocial Care in ICUs enhanced Wellbeing in patients and 

moderated the Trauma levels. This was observed when individual hospitals were 

compared on their Psychosocial Care practices in their respective ICUs. The results 

revealed that patients treated in Intensive Care Units that provided high Psychosocial 

Care, reported higher Wellbeing and lower ICU Trauma.  

The above findings were significant and indicated that while standard 

guidelines were provided to hospitals to protect the patients’ rights and patient 

dignity, with significant reference to information and communication, hospitals were 

yet to create quantifiable evaluation techniques to ensure Psychosocial Care in ICUs. 

It was observed that ICU Care was skewed towards bio-medical care, rather than 

environmental and psychosocial aspects of care, which was found to have a direct 

effect on ICU Trauma 

The ICU Quality which was assessed against the bench mark set by the 

standard guidelines was found to have a significant influence on the Psychosocial 

Care received by patients and the ICU Trauma experience.  
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The results revealed that ICUs which adhered to standard guidelines had better 

means of communication with family and patients and took necessary measures to 

provide the family with information regarding diagnostics, discharge, diet etc.  

The findings pointed out a close association between the Quality of ICU with 

Psychosocial Care received by patients, Trauma experiences and Wellbeing. 

Thus to summarize the results, it may be stated that Psychosocial Care 

emerged as a powerful predictor of ICU Trauma, Hospital Wellbeing and ICU quality. 

The significance of the results is discussed in detail in the chapter that follows.  
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The good physician treats the disease; the great physician treats the patient 

who has the disease. 

                                                                            Sir William Osler, circa 1900 

    

 

The present study was taken up with the primary objective of finding out the 

impact of Psychosocial Care on ICU Trauma and Hospital Wellbeing. It was 

hypothesized that Psychosocial Care will have a significant positive impact on the 

ICU Trauma and Hospital Wellbeing. The results revealed the impact of Psychosocial 

Care on Hospital Wellbeing and ICU Trauma in more than one way. The results of 

multiple regressions clearly indicated that Psychosocial Care is a powerful predictor 

of Hospital Wellbeing and ICU Trauma. Further the results of ANOVA clearly 

indicated that Psychosocial Care plays a significant role in mitigating ICU Trauma 

and also in enhancing Hospital Wellbeing.  

  What constitutes Psychosocial Care relates basically to the attitude and 

behavior of the middle level workers like nursing staff, and attendants. Psychosocial  

Care concerns to some extent with, the ethical practices like protecting the patient’s 

privacy, obtaining oral informed concern before procedures, explaining the 

procedures before initiating so as to minimize, if not mitigate the anxiety, responding 

to non-verbal communication of the patient, and liaisoning  between the patient and 

family. These practices do not call for specific allocation of time or funds. This can be 

introduced, incorporated, monitored and measured by introducing regular in-service 

training for the staff where they should be oriented and sensitized to the psychosocial 

needs of the patients. This minor intervention through a policy by the management of 
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hospitals will be highly beneficial both to the patient and to the management in view 

of the pace of recovery for the patient and reputation of the hospital. The importance 

of Psychosocial Care in ICU setting has been emphasized in the past research.  

Wilkin et al., (2004) highlighted that clinician-patient relationship is extremely 

vital in a critical care setting. Supportive interventions viz. explanations, giving 

advice, reassuring and raising faith and hope, strengthening patients’ self- esteem, 

giving emotional warmth, empathetic listening and empathetic touch, emotional care, 

and spending extra time with patients are some of the psychological and social aspect 

(Frazier et al.. 2003).  

ICU care that does not include the above aspects leaves the patient anxious, 

disoriented, uncertain, vulnerable, unattended and perhaps unventilated and 

suppressed. This will have its repercussion in the form of nightmares, flashbacks, re-

experience, avoidance and numbing culminating in trauma that sometimes closely 

resembles PTSD even after their discharge from ICU.  The results of the present study 

corroborate with earlier findings that negative emotions, when intervened with 

Psychosocial Care, can prevent the immediate and long term negative impact.  

Negative emotions and stress have both immediate and long term effect on patients’ 

physical and psychological wellbeing (Deja et al. 2006). Providing Psychosocial Care 

helps reducing negative stress and restores Wellbeing. The results of the study proved 

that patients who received high Psychosocial Care had higher levels of Wellbeing and 

lower levels of Trauma. It is important for the hospitals to reorient themselves on 

Psychosocial Care in view of its great contribution in mitigating Trauma and 

enhancing Wellbeing. Research has proved that Trauma negatively impacts 

convalescence (Barskova & Oesterreich, 2009) and sometimes is responsible for 

relapse and rehabilitation (Hudetz, Gandhi, Iqbal, Patterson, Byrne, Warltier & Pagel., 
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2010). Psychosocial Care functions as prophylactic in preventing such repercussions 

of ICU trauma.  

The findings of the study clearly indicated that Psychosocial Care is a strong 

predictor of hospital Well being and ICU Trauma. Thus the first hypothesis 

Psychosocial Care provided in ICUs will have a significant impact on ICU Trauma 

and Hospital Wellbeing is accepted. 

The study hypothesized that hospitals will significantly differ in providing 

Psychosocial Care practices in ICUs. This implies that the ICUs differ in their quality. 

The Indian Medical Council has not made it mandatory for the hospitals to be 

accredited by NABH. The hospitals may or may not opt to be assessed and accredited 

by this body. Even among the hospitals which opt for NABH accreditation it is not 

binding on them to abide by all the guidelines stipulated by them. Given these 

circumstances the probability of Quality differences in ICUs of hospitals is very high. 

The results of the study clearly revealed that the five hospitals included in the 

study significantly differed in the quality of Psychosocial practices adopted in ICUs. 

The hospitals were also found to differ significantly on each of the three of 

dimensions of Psychosocial Care. The study proved that the hospitals differed on 

aspects related to Protection of Human Dignity in ICU, factors included in liasoning 

between the patient undergoing treatment in ICU and the family waiting outside ICU. 

In addition, significant differences were also found in practices related to preventing 

anxiety in patients and family. Once again it is reiterated that introducing small but 

essential practices, such as drawing a curtain around a patient during physical 

examinations and private services such as sponging, attending to toilet needs and 

conducting procedures would go a long way in protecting and preserving the self 

respect of the patient. The hospitals are found to differ significantly on these aspects. 
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Adopting such practices calls for more of an attitudinal change and skills of empathy 

than any investment of finances or time. Hospitals are also found to differ 

significantly in connecting the patient in the ICU to the attendant family members 

waiting outside. Informing the family members about the condition of the patient, 

timings of the procedures to be done, reactions of the patients if any, the possible time 

for recovery and subsequent shift from the ICU helps in preventing anxiety in the 

family members arising out of ambiguity and uncertainty. In case the patient is 

conscious a feed back to the patient that the family members are present outside the 

ICU and that they are kept informed about everything happening to the patient will 

provide a sense of security and reassurance to the patient. 

Unstructured interviews revealed that patients missed their families and 

wanted them by their side after gaining conscious in the ICU. Some of the patients 

expressed their fears about getting back to family and social roles. With movement 

restricted, verbal communication not being effective or possible, lack of privacy, 

ambiguity about the outcomes and deprivation of sleep, critical care patients 

experience high levels of vulnerability. Emotional support and providing information 

of what was occurring while in ICU helps to bring down the emotional distress and 

vulnerability (McKinley et al. 2002). The present study supports the earlier findings, 

reiterating that patients of hospitals who provided high Psychosocial Care experienced 

lower trauma of this kind.  

Indian culture being highly affiliation oriented, there is a natural desire for the 

family to be together in times of crisis. A family member undergoing CABG and 

admitted into ICU is considered a major family crisis. The separation of the patient 

from rest of the family tends to create anxiety in both the patient and the family. 

Under such circumstances, reducing the anxiety in family and patients is one of the 
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aspects of Psychosocial Care. Research has shown that presence of family members 

or a support system reduces anxiety in patients. A study on perceived social support in 

CABG patients by Chivukula, Swain, Rana and Hariharan, (2013) found that social 

support functions as an effective intervention in minimizing anxiety and depression. 

The study referred above also endorses the fact that invasive procedures 

spontaneously elicit social support from significant others, and this support has a 

positive impact on lowering anxiety in patients. 

With restriction on visiting the ICU, the family members expect continuous 

information about the patient’s condition and prognosis. It is imperative that the nurse 

or the doctor on duty give complete information about the procedures done and the 

patient’s prognosis. However, noticeable gaps in information came to the limelight in 

this study. Such gaps in information cause anxiety both in patients and family. A 

study on patient care practices in ICUs by Hariharan and Chivukula (2011) found that 

hospitals often claim to have provided care to patient but in reality the patients and 

family do not receive the expected care. The study found differences in the care 

claimed to have provided by the ICU staff and the care received by the patient. Such 

discrepancies in care practices were found in the area of information and 

communication, being sensitive to the needs of patients and reducing anxiety and 

tension in patients and family. These gaps can be handled if the hospital management 

endorses the need for implementation of care practices and looks into the needs of 

patients in a biopsychosocial perspective instead of implementing them in a 

mechanical routine fashion. A significant finding of the present study in the area of 

communication and information was that hospitals that communicated well with the 

patient and the family members showed higher patient Wellbeing scores. Similar 

observations were made by Stewart et al. (2000), who found that patient-centered care 
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which includes proper communication with patients and their family members had a 

positive impact on the patient’s outcomes. This indicates that introduction of such 

simple practice ensured a disproportionately large benefit in terms of patient’s 

psychological state which is a desirable outcome for the hospital.   

When a patient is in ICU, the family also shows signs of psychological 

distress. Fear anxiety, acute stress disorder and depression (Mc Adam, 2009. Schmidt 

and Azoulay, 2012) are some psychological phenomenon observed in families of 

patients. The anxiety and stress can be handled if the ICU team constantly 

communicates with family members and informs them about the patient. Schaefer & 

Block, (2009) in their study pointed out that empathic communication, discussing 

prognosis with family, involving family in decision making are core elements of 

Quality Care in ICU. Rendering the above mentioned Psychosocial Care services 

require more of attitude change through training than time, and money. 

The present research found that the hospitals significantly differed in this 

aspect. The reasons could be that all these hospitals did not give prominence to 

handling the anxiety and psychological distress in patients and their family. It is 

important to note that none of the hospitals employed a health psychologist who is 

trained in helping patients handle stress, anxiety, trauma and other negative effect. 

Hospitals can provide high quality Psychosocial Care only when the ICUs 

maintain their quality. Apart from the interaction with doctors and nurses the families 

of patients also need some privacy. They require a place where they can wait, discuss, 

share their anxieties and fears with other family members and also take care of their 

spiritual needs. Sharing their issues with others would help them in emotional venting 

and drawing social support. Shared decision making may decrease family stress and 

help families to cope (Davidson et al. 2005). The present study found that the 
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hospitals scoring low on the dimension related to communication and handling 

anxiety and trauma did not have waiting areas, refreshing rooms and areas for lodging 

the grievances for the family. When the patient’s family is not allocated a room or 

allowed into the ICU they end up waiting either in the reception area or a vacant area 

outside the hospital, which adds to the stress, frustration and discomfort. In such 

situations a waiting area would certainly help, and more so with outstation patients. 

Creating an exclusive place for the family of ICU patients may demand a onetime 

investment for the hospital, which may prove highly cost effective in view of patient 

satisfaction and comfort. This is one of the recommendations of the Boards that set 

guidelines for the hospitals and ICUs.  

The five hospitals are found to be on different levels on all the aspects related 

to Psychosocial Care. Those hospitals which took care of the dimensions related to 

Psychosocial Care contributed positively in handling ICU Trauma and added to 

hospital Wellbeing of the patients. The second hypothesis that the hospitals will 

significantly differ in providing Psychosocial Care practices is accepted.  

The third hypothesis of the study stated that there will be a significant 

difference in Psychosocial Care provided to patients belonging to different ICU 

qualities.  

The Quality of ICU is assessed on several dimensions such as Biomedical, 

Environment and Psychosocial Care. Majority of hospitals included in the study were 

found to be abiding by the biomedical norms to the extent of more than 90% of what 

is laid down in the guidelines. To this extent, parity was observed among the five 

hospitals included in the study. What contributed to the differences between the 

hospitals in their ICU Qualities are factors related to Physical Environmental and 

Psychosocial Care practices. The results revealed that the hospitals’ adoption of 
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environment norms in ICU ranged between 18% – 36%, while their adherence to 

Psychosocial Care ranged between 20%-60%. Given such wide variations in 

Psychosocial Care practices, those hospitals scoring high on this aspect are naturally 

likely to be either higher on the overall Quality of ICU or in case they lag behind on 

aspects related to physical environment , the higher scores on Psychosocial Care 

practices are likely to counter balance the loss of scores in physical environment. 

While physical environment is a significant factor, concern for the patients and their 

psychological needs (which constitutes Psychosocial Care) is responsible for 

regulating the physical environment, to suit the needs of the patients. 

Physical environment includes ventilation, temperature, noise etc. In addition 

to these the significant people extending the services in ICU also contribute to the 

environment. Such environment plays a significant role in providing adequate rest, 

sleep and feeling of security which are highly essential for faster convalescence and 

prognosis. 

Sleep is one of the most important requirements of ICU patients. Though, 

illness, pain and medication, are some of the causes of sleep disturbance, research has 

shown that the ICU environment is the primary cause of sleep disturbance. Noise 

from ventilators, alarms, beepers, telephones and conversations are some of the 

environmental causes. The artificial lights, the nursing activities such as dressing, 

adjustment of intravenous drips, medication administration are also some of the 

causes for sleep disturbance (Gabor et al., 2003). The recommendations say that the 

lights should be dimmed and noise levels should not exceed 35 dB during the night, 

but the present study revealed that none of the hospitals follow this recommended 

guideline. Perhaps one of the reasons for variation of light and sound between day and 

night is to prevent the disorientation in patients. In one of their research Bourne and 
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Mills, (2004)  advocate efficacy of guidelines for controlling night time noise and care 

activities to improve patient sleep quality and outcomes. 

While this was not observed by the hospitals, an undesirable practice of giving 

sponge bath to patients at 4 am was found to contribute to the loss of day and night 

orientation in patients. The patients during the unstructured interview expressed their 

discomfort about their sleep being disturbed in the early hours. It was found by the 

investigator that this practice was adopted only to accommodate the work load 

distribution between the nurses on day and night shifts.  This is the testimony of 

underplaying the importance of Psychosocial Care in ICUs. 

Those hospitals caring for regulating the physical environment and 

minimizing the interference of physical environment, to suit the psychosocial needs of 

patients were found to focus on Psychosocial Care. Thus the differences in providing 

Psychosocial Care to patients in three ICU qualities can be attributed to the 

differences in empathy leading to converting the environment to suit patient needs. 

The hypothesis that there is a difference in the Psychosocial Care provided to the 

patients belonging to different Qualities of ICU is accepted. 

The study hypothesized that there will be a significant difference in ICU 

Trauma in the patients receiving different levels of Psychosocial Care. The results of 

the study revealed that the patients who were clustered into high Psychosocial Care 

were found to be higher on hospital Wellbeing, while those belonging to lower cluster 

of Psychosocial Care had lower Wellbeing. The results also revealed that patients 

belonging to the uppermost cluster of received Psychosocial Care experienced 

significantly lower level of ICU Trauma compared to those in middle and lower 

clusters of Psychosocial Care. 
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ICU Trauma originates from various factors such as physical immobility, 

uncertainty of prognosis, external locus of control, sleep deprivation, unfavorable 

environment, loss of orientation, insecurity of being administered by strangers, 

isolation from family members, inadequate information on procedures and outcomes, 

critical state of other patients around, lack of emotional and social support, 

apprehensions about resuming normal family and social roles etc. Unstructured 

interviews with the patients revealed that the patients longed to have their families 

beside them after gaining consciousness in ICU. Under such circumstances emotional 

support plays a crucial role in handling the Trauma. McKinley et al., (2002) strongly 

argued that emotional support and providing information of what was occurring while 

in ICU help as a positive intervention to emotional distress and vulnerability. The 

findings of the present study concurred with the above finding with the results 

reiterating that patients receiving high levels of Psychosocial Care experience lower 

levels of Trauma and vice versa. 

The hypothesis that there will be significant difference between patients receiving 

different levels of Psychosocial Care in ICU Trauma is accepted.  

The hypothesis of the study stated that there will be significant difference in 

Hospital Wellbeing among patients receiving different levels of Psychosocial Care in 

ICUs. The results of the study clearly indicated that patients belonging to the top most 

cluster of received Psychosocial Care were found to experience higher level of 

Hospital Wellbeing and vice versa. 

The health care delivery system has always viewed the medical and 

psychological health as two different entities, and ICU care is no exception. The 

present health care delivery is more skewed to a disease centered approach. This 
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disease based approach views a patient as a ‘case’ and undervalues the psychological 

aspects of patient care. The technology driven medical system has always focused on 

the disease and the psychological and socio-cultural dimensions of care are blurred to 

the background. When this is extended to ICU care, the patient who gets discharged 

from the hospital may be relieved of the symptoms for which he/she got admitted but 

may have lowered state of psychological wellness and also experience the trauma of 

ICU which in turn deprives the person of the buffering effect that wellbeing provides 

ensuring sound immune system. As a consequence the chances of slower recovery, 

relapse and re-hospitalization are high. In view of this there is a pressing need to bring 

about a change in the ICU policies of the hospitals as well as outlook of the health 

care professionals. An orientation and training in holistic care is the need of the hour. 

The training in holistic health care will help medical care professionals to take a 

‘patient-as-person’ approach and not ‘patient-as-disease’ or organ approach (Mead & 

Bower, 2000). In view of the large number of surgeries and their outcomes in the 

ICU, hospitals could provide intermittent reinforcement in the form of in-service 

training programmes which could help ICU staff to reduce the psychological distress 

and enhance the wellbeing in patients.  

The study clearly indicated that high level of Psychosocial Care played a 

significant role in sustaining higher levels of Wellbeing in patients admitted into ICU 

for CABG. The hypothesis states that there will be a significant difference in hospital 

Wellbeing among patients receiving different levels of Psychosocial Care is accepted.  

The last hypothesis of the study states that ICU Quality will be associated with 

Psychosocial Care, Wellbeing and ICU Trauma in patients. 

The results of the study threw light on the fact that ICU Quality is closely 

associated with Psychosocial Care, Wellbeing and ICU Trauma. It was found that 
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patients treated in High ICU Quality received good Psychosocial Care showed high 

levels of Wellbeing and suffered lower levels of Trauma. The reverse is found in case 

of patients treated in Low ICU Quality. The major finding of this study is that 

Psychosocial Care and ICU Quality positively contribute in enhancing wellbeing 

among the CABG patients. While Psychosocial Care had a significant impact both on 

Wellbeing and Trauma, ICU Quality was found to have a significant impact on 

minimizing the ICU Trauma. 

A significant finding of the study is that Psychosocial Care and ICU Quality 

are negatively correlated with Trauma, indicating that they play a positive role in 

minimizing Trauma in patients. ICU Quality is indicated by a number of tangible 

factors related to medical intervention, the physical environmental setting, norms such 

as the number of beds, patient nurse ratio, availability of help in terms of time, 

temperature, lighting, noise level etc., and intangible factors related to the level and 

quality of communication with patient and family. All these factors determine the 

ICU experience of the patient which in turn contributes to the level of ICU Trauma.  

The ICU environmental conditions such as noise, light, temperature, lack of 

orientation of time and space, use of sedatives like benzodiazepines and lack of 

privacy cause ICU delirium and ICU Trauma. Reducing the light and noise levels 

during the night, making available a calendar and a watch, or titrating the levels of 

sedation (Jacobi et al., 2002, Ouimet et al., 2007) could lower ICU Trauma. All the 

above and the physical environment such as noise, temperature and light can be 

regulated easily by introducing a routine as per NABH guidelines. 

 Another reason for ICU Trauma is the recollection of memories and 

experiences in the ICU. This is by and large caused because of apprehensions induced 

by incomplete information, ambiguity, uncertainty and confusion that are added to the 
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health condition. This can only be prevented or minimized through effective 

Psychosocial Care. Some of these can be introduction of practices such as pre-

operative preparation by giving prior information about the procedure, 

communicating about the outcome of the surgery, providing social support etc. This 

can be done through peer intervention where a person with successful history of 

CABG interacts with the patient prior to surgery explaining the personal experiences 

and the recovery process. This model may help instilling confidence and help patient 

cope with the uncertainty and prevent trauma, anxiety and depression which are the 

after effects of ICU stay.  

Controlling the adverse impacts of ICU, leading to Trauma, through 

Psychosocial Care not only results in minimizing distress and trauma but the 

interaction of paramedical staff with the patients may constitute empathetic support 

factor for the patients undergoing treatment. Such perception of social support 

positively contributes to inducing and sustaining Wellbeing. This phenomenon is 

clearly indicated in the results of the study. 

Thus the last hypothesis stating that ICU Quality will be associated with Psychosocial 

Care, ICU Trauma and Hospital Wellbeing and is accepted.  

Conclusion 

Providing extensive health services is one of the aims of health care delivery 

system. Enormous amounts are spent by the hospitals on the medical equipment, 

pathological and diagnostic services. Appointing Health Psychologists may add to the 

recurring cost of the hospitals, but compared to the services offered by Health 

Psychologists, and in terms of the outcome reflected in higher wellbeing and lower 

trauma, it may prove highly desirable and beneficial. Employing of a Health  
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Psychologist would help hospitals handle the psychosocial issues of the 

patients.  A Health Psychologist not only provides direct intervention to the patients 

and their families to reduce their anxiety, trauma and enhance wellbeing but also can 

provide training to the medical and para-medical professionals in effective 

intervention through psychosocial approach to patients in hospital in general and ICU 

patients in particular.   A multidisciplinary treatment plan which includes a Health 

Psychologist in the team will go a long way in providing interventions to prevent ICU 

trauma.  

In view of available statistics improving the ICU quality through Psychosocial 

Care intervention will certainly be cost effective. According to the available Indian 

statistics in the year 2010, 47 million patients were treated for Coronary Artery 

Diseases. Further according to the available data 10% of Coronary Artery Disease 

patients undergo CABG surgery (Michaels & Chatterjee., 2002). As per the hospital 

norms ICU stay for 4-6 days is mandatory for CABG patients. Going by such 

calculation in a year about 4.7 million Indians have ICU stay for 4- 6 days after 

CABG. Laying emphasis on Psychosocial Care in ICUs will benefit such large 

population belonging to just CABG category. If it is extended to all ICUs several 

million of patients would reap the benefit of prevention or minimizing of ICU Trauma 

and optimizing on Hospital Wellbeing. 
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Implications 

The subject of ICU Trauma and impact of Psychosocial Care is considered a 

virgin area of research in India. With the alarming increase in Coronary Artery 

Disease there is a wide scope to carry out interventional research.  The study gives 

scope for further research in the area of ICU Care. This assumes a lot of significance 

in the context of India emerging as a country that is attracting medical tourism.  

Intervention studies in this topic by comparing the model ICU with others 

varying in their levels of Psychosocial Care are necessary to drive home the positive 

impacts of holistic care in the ICUs. Inputs on the significance of biopsychosocial 

approach to the patients must form a significant part of the curriculum of medical, 

nursing and paramedical courses so as to make them integral part of professional 

training. It must be mandatory for the ICU staff to attend intermittent in-service 

training programmes to reinforce the significance of every aspect of Psychosocial 

Care practice in ICUs. These training programmes must present the case studies of 

patients who were victims of ICU Trauma due to neglect of holistic approach. 

Appointment of a Health Psychologist in ICU must be a part of the mandate of 

NABH. The study also implies the significance of exit meetings with the patients and 

the family where briefing is given not only by the surgeon but also by the Health 

Psychologist, Dietician and Physiotherapist. 

In addition to all these the follow up or review visits of the patients must 

include assessment by the Health Psychologist in order to measure wellbeing, post 

discharge trauma and anxiety in patients. 
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Limitations 

The study suffers from a few limitations. The first limitation of the study is 

that it is limited to Cardiac ICU and that too with CABG patients. Since it has not 

included the patients from different ICUs such as Surgical ICU, Medical ICU, 

Neurological ICU etc. generalization of the findings to all ICUs cannot be scientific. 

The second limitation is that the study could not include Government hospitals 

as the number of CABG procedure is very rare because of the Government scheme for 

the low income population who get their surgery done in the corporate hospitals 

whose expenditure is met by the Government. Hence contribution of other factors 

related to SES on Trauma and Wellbeing could not be established concretely. 
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Appendix-I 

Guidelines and Recommendations of Hospital Boards 

Appendix I A               

Joint Commission International (JCI) 

The Joint Commission International Recommendations for hospitals  
Admission 

� Inform patients of their rights. 

� Identify the patient’s preferred language 

for       discussing health care. 

� Identify whether the patient has a sensory 

or 

     communication need. 

� Determine whether the patient needs   

assistance completing admission forms. 

� Collect patient race and ethnicity data in 

the medical record. 

� Identify if the patient uses any assistive 

devices. 

� Ask the patient if there are any additional 

needs that may affect his or her care. 

� Communicate information about unique 

patient needs to the care team. 

End-of-Life Care 

� Address patient communication needs 

during end-of-life care. 

� Monitor changes in the patient’s 

communication status during end-of-life care. 

� Involve the patient’s surrogate decision-

maker and family in end-of-life care. 

� Address patient mobility needs during end-

of-life care. 

� Identify patient cultural, religious, or 

spiritual beliefs and practices at the end of life. 

� Make sure the patient has access to his or 

her chosen support person. 

Assessment 

� Identify and address patient 

communication needs during assessment. 

� Begin the patient–provider relationship 

with an introduction. 

� Support the patient’s ability to understand 

and act on health information. 

� Identify and address patient mobility needs 

during assessment. 

� Identify patient cultural, religious, or 

spiritual beliefs or practices that influence care. 

� Identify patient dietary needs or 

restrictions that affect care. 

� Ask the patient to identify a support 

person. 

� Communicate information about unique 

patient needs to the care team. 

Discharge and Transfer 

� Address patient communication needs 

during discharge and transfer. 

� Engage patients and families in discharge 

and transfer planning and instruction. 

� Provide discharge instruction that meets 

patient needs 

� Identify follow-up providers that can meet 

unique patient needs. 

Treatment 

� Address patient communication needs 

during treatment. 

� Monitor changes in the patient’s 

communication status. 

� Involve patients and families in the care 

process. 

� Tailor the informed consent process to 

meet patient needs. 

� Provide patient education that meets 

patient needs. 

� Address patient mobility needs during 

treatment. 

Organization Readiness 

Leadership 

� Demonstrate leadership commitment to 

effective communication, cultural competence, 

and patient- and family-centered care. 

� Integrate unique patient needs into new or 

existing hospital policies. 

Data Collection and Use 

� Conduct a baseline assessment of the 

hospital’s efforts to meet unique patient needs. 

� Use available population-level 

demographic data to help determine the needs of 

the surrounding community. 
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� Accommodate patient cultural, religious, 

or spiritual beliefs and practices. 

� Monitor changes in dietary needs or 

restrictions that may impact the patient’s care. 

� Ask the patient to choose a support person 

if one is not already identified. 

� Communicate information about unique 

patient needs to the care team. 

� Develop a system to collect patient-level 

race and ethnicity information. 
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Appendix I B           
National Accreditation Board of Hospitals (NABH) 

 

Guidelines for hospitals on patient care practices  

 

1. Patient care is continuous and multidisciplinary in nature 

2. The patient’s record (s) is available to the authorized care providers to 

facilitate the exchange of information 

3. The organization has a documented discharge process 

4. A discharge summary is given to all the patients leaving the organization 

5. The organization protects patient and family rights during care 

6. Patients and families are informed of their rights in a format and language that 

they can understand 

7. Patient rights support individual beliefs, values and involve the patient and 

family in decision making processes 

8. Patient rights include respect for personal dignity and privacy during 

examination, procedures and treatment 

9. Patient rights include information on how to voice a complaint 

10. Patient has a right to have an access to his / her clinical records 

11. A documented process for obtaining patient and / or families consent exists 

for informed decision making about their care 

12. Patient and families have a right to information and education about their 

healthcare needs 

13. Patient and families have a right to information on expected costs 
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Appendix I C                      

Indian Society of Critical Care Medicine (ISCCM) 

Guidelines for ICUs 

Human Resource for ICU  
Human resource development is one of the most important task and component of 

the whole programme. Dedicated, highly motivated, ready to work in stress situations 

for long periods of time are the type of personal needed. They include  

 

Team Leader  
It is important to have a good team led by an Intensivist (who spends >50% of his 

time in ICU). He should be a full timer particularly for tertiary centres. He should be 

qualified and trained and able to lead the team. Experience is absolutely essential to 

lead the ICU team.  

 

Resident Doctors (only MCI endorsed)  
Post graduates from Anaesthesia, Medicine or Respiratory Medicine or other 

allied branches even surgical specialties. Other residents may be graduates depending 

upon total Bed strength of ICU.  

Though need of resident doctors per number of patient has not been prescribed in 

literature, however, it is understood and recommended that one doctor cannot take 

care of more than five patients who are critically sick on ventilator and/or undergoing 

invasive monitoring with MOFS.  

Therefore, it is suggested that one PG resident with one graduate resident may be 

good for an ICU of 10 to 14 beds with 1/3 of the pts may be falling into above 

category. Total no of residents should include who will relieve those going on leave 

or have to take sudden offs.  

 

Nursing staff ( only NCI Endorsed)  
Nursing – 1/1 nursing for Ventilated or MOFS patients is desirable but in no 

circumstance the ratio should be < 2 /3 (Two nurses for 3 such patients).  

This will affect the outcome immensely.  

1/2 to 1/3 nurse patient ratio is acceptable for less seriously sick patients who do 

not require above modalities.  

 

Other staff  
Respiratory Therapist looks after the patients being ventilated respiratory 

physiotherapy, this takes away lot of load off the duty doctor and the nurses 

 Physiotherapist help in mobilisation, and Technicians who can perform simple 

procedures like taking samples and sending them to proper place in proper manner 

makes the task easy and less stressful.  

Computer person can prepare reports, enter data and bring out print outs as and 

when needed. He can also maintain library, Internet and protocols practiced in ICU.  

Biomedical engineer within the campus makes the job of ICU less frustrating 

when snags creep in within sensitive ICU equipment. He can be correct them fast.  
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Nutritionist is also a very important professional who can contribute to outcome 

of patient. They have to be trained in desired practices and should be more inclined 

towards enteral feeding than TPN.  

Cleaning, class IV and Guards are also important to ICU particularly when they 

understand needs of ICU and its patients. They have a huge role to play in prevention 

of Nosocomial infection, keeping ICU clean and protect from overcrowding.  

One person should be responsible for observing protocols of Pollution and 

Infection control. Such person should act in close collaboration of Microbiology 

personnel  

Pathologist and Pharmacist 

In addition the ICU should be ably supported by clinical Lab staff, Microbiology 

and Imaging staff who can understand the protocols of ICU and act within discipline 

of ICU protocols.  

Having professionals from Clinical Lab, Microbiology, Imaging, Pharmacy for 

support whenever needed will be desirable.  

Not only they have to be qualified but have to be trained and have to be a team 

person. Scarce availability of these qualities all in one has made their availability 

extremely difficult and the turnover is high. 

 

Bed Strength it is recommended that total bed strength in ICU should be between 

8 to 12 and not <6 or not >14 in any case  

Space between beds  Bed space- minimum 100 sq ft (Desirable) >125. 

 

Partition between two room and maintaining privacy of patients  
It is recommended that there should be a partition/separation between rooms when 

patient privacy is desired which is not unusual.  

Standard curtains soften the look and can be placed between two patients which is 

very common in most Indian ICUs, however they are displaced and become unclean 

easily and patients privacy is disturbed  

Therefore, two rooms may be separated by unbreakable fixed or removable 

partisans, which may be aluminium, wood or fibre. However permanent partitions 

takes away the flexibility of increasing floor space temporarily (In Special 

circumstances) for a particular patient even when the adjoining bed/room may not be 

in use.  

There are also electronic windows which are transparent when the switch is off 

and are opaque when the switch is on, Although expensive now, the cost of this 

option may come down over time.  

 

Central Nursing station  
This is the nerve centre of ICU, despite lots of development, the old standard of a 

central station is still holds good and endorsed by most guidelines and regulations 

regardless of today's practice needs.  

All/near-all monitors and patients must be observable from there, either directly or 

through the central monitoring system. Most ICUs use the central station, serving six 

to twelve beds arranged in an L or U fashion,  

 

Alarms . music . phone beside-clock 
Each group should decide if they want to provide the patient access to music 

(audio), telephone etc.  
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However an alarm bell which has both indicators by sound and light must be 

provided to each patient and he be taught about it, how to use it when needed. 

Bedside clocks, calendars and bulletin boards help the conscious patient well 

oriented and in better moods  

 

Light in room  
Natural Light – Access to outside natural light is recommended by regulatory 

authorities in USA,  

It may be helpful in maintaining the circadian rhythm  

Natural lighting in the unit can decrease power consumption and the 

electrical bill which is so relevant to Indian circumstances.  

Access to natural light also means one may have access to viewing external 

environment which may be developed into green and soothing.  

Recommended Spot lighting should be shadow free l50 foot candles (fc) strength  

Patients may need rest and quiet surroundings during the day, Blackout 

curtains or blinds or Individual eye may be used. These may be helpful when the 

staff requires a high level of lighting at the bedside while the patient is resting.  

Light switches should be strategically located to allow some patient control and 

adequate staff convenience. A second remote control can be turned on/off by the 

nurses/doctors to observe patients intermittently at night without entering the room 

and disturbing the patient.  

 

Noise Control in ICU  
The international Noise Council recommends that the noise level in an ICU be under 

45 dBA in the daytime, 40 dBA in the evening. and 20 dBA at night (dBA is a scale 

that filters out low frequency sounds and is more like the human hearing range than 

plain dB 

A watch ticks at about 20 dBA,  

A normal conversation is at about 55 dBA.  

A vacuum cleaner produces -about 70 dBA  

A garbage disposal-- about 80 dBA.  

Noise level monitors are commercially available.  

lf the unit noise exceeds that level, a light comes on or flashes to remind the staff to 

decrease the noise level. 

Furnishing  

Providing the patient with a place to keep a few small personal items of their own 

make the environment more familiar and personalized.  

Some finishing touches like some art work/décor/ sculpture may change the ICU 

atmosphere a great deal and has been recommended by the SCCM.  

Ceiling design may be enhanced by varying the ceiling height, softening the 

contours, griddled lighting surfaces, painting it with a medley of soft colours rather 

than a plain back ground colour, or decorating it with mobiles, patterns or murals, to 

make it more patient and staff friendly.  

Hand Hygiene and Prevention of Infection  
Every bed should have attached alcohol based anti-microbial instant hand wash 

solution source, which is used before caregiver (doctor/Nurse/relative/Paramedical) 

handles the patient.  
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Water basin at all bedsides has not proven popular and successful because of poor 

compliance by one and all and also for reasons of space constraints and maintenance 

issues.  

All surroundings of ICU should be kept absolutely clean and green if possible for 

obvious reasons  

 

MEETING THE NEEDS OF FAMILIES AND VISITORS  
It is very important to value family members and take care of their needs.  

Many features that ease the stress of facing threat of death because of critical 

illness may not be necessarily expensive. Identifying these needs by acting as a visitor 

of a patient in ICU may be useful. Some of these may be as follows:  

Signages--Clearly marked and multilinguistic including English and Hindi + 

Local Language guiding them to correct desired location, Once they reach the unit, it 

should be easy for them to learn how to gain entry into the unit.  

Waiting and seating space  
Many guidelines suggest that l-l/2 to 2 seats per patient bed be provided in the 

waiting area, Despite using this ratio, many admit that their waiting area is still too 

small.  

In rural and semi-urban India, there are large and extended families, This should 

be reflected in the size of waiting rooms of institutions that commonly serve such 

populations,  

Designers can establish several small areas within a larger space with a variety of 

seating and lighting options, Large open rooms may be easier to achieve, but they are 

often noisy and lack the capability to provide areas for privacy, intimacy and rest,  

Minimally, a separate small room for grieving or private conferences should be 

provided near the unit with soothing decor and comfortable seating, This may be used 

for counselling the family members in times of need.  

One large TV should be provided for them  

Family members often go through periods when they spend several long hours in 

the waiting room, ln such cases, recliners or even hideaway beds are greatly 

appreciated,  

Enough number of restrooms should be provided.  

Some institutions have their own hotels, motels, or guesthouses /Dharmshalas.  

Lockers be provided to families, that can allow them to bring things they need 

without having to drag them all with them whenever they come and go.  

Written information about dining facilities inside and outside the hospital should 

be available.  

Ideally, a café or tea counter with refrigerator, microwave, sink and/or vending 

machines can be provided in or near the waiting area,  

An information shelf having booklets or videos on diseases relevant to critical 

care are helpful.  

Pamphlets for the consumer on critical care and on advanced directives may be 

very useful.  

Trained volunteer or social workers can help families cope and to reduce their 

anxiety, keep them updated with compassion about condition, progress, procedures, 

expenses about the patient.  

SCCM has also recently published a manual in this regard  

Communication  
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A central communication area is also needed for unit, committee and hospital-

wide announcements; newsletters and memos: and announcements of outside events 

and meetings.  

Bulletin boards are necessary but often unsightly. lt is better to plan them because 

they may be added after the fact in a less effective or appealing manner. 
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Appendix-II  

                 

Appendix-II A 

Patient History Record 

Instructions 

You are requested to provide the information asked below. All the information 

provided by you will be kept confidential and will be used only for research purpose. 

 

Name       ______________________________ 

Age       ______________________________ 

Gender     _______________________________ 

Occupation     _______________________________ 

Income Level     _______________________________ 

     Condition at the time of admission  Conscious   

 

       Unconscious 

 

       Semi-conscious 

 

History of any other chronic or acute disease other than cardiac problem 

________________________________________________________________________ 

________________________________________________________________________ 

Any other medical complication before or after surgery 

________________________________________________________________________

________________________________________________________________________

        

Number of days of stay in ICU ____________________________ 
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Appendix-II B   Checklist for ICU Practices 

    Hospital ID ---------------------  

                   

S.No  Yes No 

1 There is a Physician in the ICU (round the clock) who will be 

available within 5 minutes in an emergency. 

  

2 The Nurse Patient ratio higher than 1:4. 

 

  

3 The noise level in the ICU follows the recommended standards of 

45dBA, 40dBA and 20dBA in the morning, evening and night. 

  

4 There is a window so that patients have an access to natural light. 

 

  

5 There a calendar in the ICU to help the conscious patient well 

oriented. 

 

  

6 There is a bed side clock for the patient to get to know the time. 

 

  

7 The Doctors wear a cap to maintain the sterile conditions in the ICU. 

 

  

8 The Doctors use infection preventing mask to maintain the sterile 

conditions. 

 

  

9 The Nurses wear a cap to maintain the sterile conditions in the ICU. 

 

  

10 The Nurses use infection preventing mask to maintain the sterile 

conditions. 

 

  

11 The nurses follow the hand hygiene procedures every time they come 

in contact with the patient. 

 

  

12 The total number of beds in the ICU within the norm of 8-12. 

 

  

13 There is a partition between two beds to maintain privacy of the 

patient. 

  

14 There is an alarm bell (indicated by sound and light) provided to the 

each patient to have an easy accessibility to the nurse or doctor. 

 

  

15 There is a room for grieving or private conference. 

 

  

16 The waiting area has a smooth décor. 

 

  

17 There are lockers provided to the families.   

18 The hospital provides an information booklet on the diseases relevant 

to critical care. 

  



12 
  

19 The hospital provides pamphlets with rules and regulations for the 

families of the patients on critical care. 

 

  

20 There are waiting rooms or suitable and quiet areas available for the 

relatives of the patients. 

 

  

21 There is a Pharmacist in the ICU. 

 

  

22 There is a Physiotherapist in the ICU. 

 

  

23 There a Social Worker in the ICU. 

 

  

24 The hospital has a diagnostic pathological laboratory support. 

 

  

25 The ICU nurses are trained in critical care. 

 

  

26 There is an isolation room for patients who are seriously ill (burns or 

contagious diseases). 

 

  

27 There is written information about the availability of dining facilities 

for family members. 

  

28 The nurse see all the monitors from the nursing station 

 

  

29 The hospital provides a trained professional Psychologist to help 

patients and family cope with stress. 

  

30 The waiting area has a refreshment counter for the family member.   

31 The lights in the ICU are turn down during night 

 

  

     

*32 

The practice of bathing/sponging the patients in the early hours is 

practiced 

  

33 Patient privacy is ensured by closing door or pulling curtains. 

 

  

34 The alarms are turned down and the noise level of the monitors is 

reduced at night 

  

 

Scoring ‘Yes’=1, ‘No’=0  

* reverse score 
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Appendix-II C                                  Hospital ID 

________ 

 

ICU Psychosocial Care Scale 

                                               Respondents: Patients and Family 

 

Name: ---------------------                     Nature of Problem          --------------- 

Age: -----------------------          Duration of stay in ICU    -------------

---- 

Gender: -------------------                                             Patient I.D ------------------              

                                                                                                      

There is an attempt to observe and identify the practices in ICU. This rating scale relates to 

the specific practices adopted in the ICU of the hospital you are admitted. Kindly read them 

carefully and respond appropriately by giving information regarding the ICU practices. 

            Listed below are a few statements. You need to read each statement and select a 

response from the five options mentioned in columns. 

  

Example: The patient is monitored round the clock by the medical staff. 

Never   Rarely                   Sometime                 Most Often                     

Always 

(1)     (2)             (3)                   (4)                                 (5) 

In case you feel that the medical staffs rarely monitor the patient, you need to check √ in the 

column ‘2’ against the statement. 

There   is no ‘right’ or ‘wrong’ answer. Your responses will be kept confidential and will be 

used purely for research purposes. 

 

S.No                                        Item Never Rarely Some 

times 

Most 

Often 

Always 

1 The family is informed in advance about 

the expenditure of the procedures. 

     

2 Specific time is allotted to the family by 

one of the members of the health care team 

to answer questions and concerns. 

     

3 The diagnosis is informed to the family. 

 

     

4 The doctors experience and expertise in 

 handling particular kinds of cases is 

notified. 

     

5 The family members are unsure as to where 

they can lodge a complaint or represent 

their grievances. 

     

6 The patient/family is clearly explained  

 about the benefits of the treatment program 

     

7 The patient’s feelings agitation, and anxiety  

 are handled effectively by the  ICU team. 

     

8 The patient is assured that his/her family is       
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just outside the ICU and  available on call. 

9 Patient / family are informed about tests  

and procedures only after they are done. 

     

10 A curtain is drawn around the patient 

during examination, procedures and 

treatment. 

     

11 There is a provision in the hospital to take  

care of the spiritual needs of the 

patient/family. 

     

12 The family is kept informed about the 

progress or decline of the patient’s health 

status. 

     

13 There is an exit meeting before the patient 

is discharged, where the patient or family is 

explained about post discharge care like 

diet, exercise, alarm signals etc. 

     

14 A curtain is around the patient while taking 

care of his/her toilet and bowel needs. 

     

15 The patient is kept informed about the 

change in the day, date and time (day & 

night). 

     

16 A curtain is drawn around the patient while    

he/ she is sponged. 

     

17 The family is uncertain as to where the 

 patient is taken for specific tests.  

     

18 The doctor or the nurse briefs the family 

about the condition of the patient on a  

 day to day basis. 

     

 

 

Dimensions & Scoring The item numbers 1,2,4,6,7,8,10.11,12,13,14,15,16,and 18  

are positively scored and  items 5, 9 and 17 which are negative items the scores are 

reversed. To obtain the total score of the scale, scores of items are added. The scale 

yields a maximum score of 90 and a minimum score of 5. 

 

Protection of human Dignity- 9, 10, 11, 12, 13, 14, 16  

Family Patient Communication Channel-1, 2, 3,4,6,8  

Family Patient Anxiety Prevention-5, 7,15,17,18  
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                                                                                                         रोगी के पहचान की सखं् ाा: -------
         

                                                                                                       अस्पताल पहचान की सखं् ाा: ------ 

 

आई.सी.ा.ू में मनोसामाजिक देखभाल की प्रणालला  ं 

  नाम: .................                 समस् ाा: ................. 
  उम्र : ................                            आई.सी.ा.ू की अवधि: ................. 

  ललगं: ................          भती के समा की जस् :तत: 
................. 

                                              सचेत 

                        अचेतन 

                  अल् प चेतन   

तनदेश: ाह आई.सी.ा.ू के प्रणाललाों को पहचानने और परीक्षा करने का एक प्रात् न ह।  ाह 
रेट गं स् केल उन शवलशट   प्रणाललाों की परीक्षा के ललए ह। िो अस् पताल के आई.सी.ा.ू में 
लाग ूककए गए ह।, िह  ंआप हैं  कृपाा उन हें ा ाान से पेे  और उपात् त उत् तर दें  
 नीचे क्छ वत तव् ा टदाे गाे हैं  आप नन वत तव् ाों को पे कर एक उत् तर च्नें  
क लम में प चं शवकल् प टदाे गाे हैं  

उदाहरण: रोगी का तनरीक्षण हर वत त धचककत् सक ्वारा ककाा िा रहा ह।   

कभी नहीं कभी एक बार  कभी-कभी  कई बार  हमेशा 
  (1)      (2)     (3)    (4)        (5)    ाटद 
आपको लगता ह। कक डात  रों के ्वारा कभी भी एक बार तनरीक्षण ककाा िा रहा ह। तो 
आपको क लम '2' के सामने (√) लगाए  ाे प्रश् न आपके सही ाा गलत िवाब पाने के ललए 
नहीं ककए िा रहे ह। लसर्फ  आपकी प्रततकिाा िानने के ललए ककाा िा रहा ह।  

 

िम 
सखं् ाा 

 

शवषा 
कभी 
नहीं 

कभी 
एक 
बार 

कभी 
कभी 

कई 
बार 

हमेशा 

1 पररवार को पहले ही आई.स.ूा.ू नलाि के 
खचफ के बारें में सधूचत ककाा गाा ह।  

     

2 आपके सवालों का सतंोषिनक िवाब देने के      
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ललए धचककत् सकों ने तनदेलशत समा टदाा ह।  

3 रोग तनणफा के बारें में पररवार को सधूचत 
ककाा गाा   

     

4 धचककत् सक के अनभ्व और तनपण्ता के बारें 
में पहले ही बतााा गाा ह।  

     

5 पररवार के सदस् ा नस बात को लेकर स् पट   
नहीं ह। कक अपनी समस् ााओं ं को लेकर कह  ं
लशकाात करें ाा तकलीर्ों के बारें में ककस े
बतााा ाा कह  ंककनसे लमले? 

     

   6 रोगी/पररवार को धचककत् सा के र्ाादा के बारें 
में शवस् तार से समयााा गाा ह।  

     

   7 रोगी की भावनाओं ं, व् ााक्लताओं ं और 
घबराह  को आई.सी.ा.ू के सदस् ाों ने अे  छे स े
सभंाला  

     

   8 रोगी को शवश् वास टदलााा गाा ह। कक 
पररवार के लोग आई.सी.ा.ू के बाहर हैं और 
बल्ाने पर तर्न त आ िाएगगे  

     

      9 रोगी और उनके पररवार को  ेस्  ों और 
धचककत् साप्रणाली के बारें में बाद में सधूचत ककाा 
गाा ह। पहले नहीं  

     

  10 रोगी के तनरीक्षण, शवधिाों और नलाि के 
वत त उसके चारों ओं र पदाफ डाला गाा  

     

  11 अस् पताल में रोगी और पररवार की 
आा ााजत् मक आवश् ाकताओं  ंकी आपतूत फ के ललए 
प्रबिं ककाा गाा ह।  

     

  12 पररवार को रोगी की हालत में सि्ार, 
धगराव  ाा रोग के कम होने के बारें में सचूना 
दी गई  

     

  13 अस् पताल से िाने से पहले एक मीट गं रखी 
गई जिसमें रोगी ाा पररवार को रोगी के आहार, 
व् ााााम और साविानी की िानकारी दी गई  

     

  14 रोगी की शवसिफन-किाा के दौरान चारों ओं र 
पदाफ डाला गाा  

     

  15 रोगी को ततध: और समा (रात-टदन) के 
बदलाव की िानकारी दी गई   

     

  16 रोगी के शरीर को पोंछत े वत त चारों ओं र      
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पदाफ डाला गाा ह।  

  17 पररवार को मालमू नहीं ह। कक रोगी को 
शवलशट   परीक्षा ( ेस्  ों) के ललए कह  ं ले िााा 
गाा  

     

  18 धचककत् सक ाा नसफ के ्वारा पररवार को 
रोगी की हालत हर रोज़ शवस् तार से बताई गई 
ह।  
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Appendix-II D        

                             Hospital ID ________ 

Patient Well Being Scale 

Name _____________                Nature of Problem            ____________ 

Age _____________     Duration of stay in ICU    ____________ 

Gender ______________                             Patient I.D.                       ____________      

  

Instructions: Given below are statements. Choose the answer that best describes your 

thoughts and feelings and tick (√) in the column that best suits your options. There no 

right or wrong answer. 

S.No                                  Item None of 

the time 

Rarely Some 

of the 

time 

Often All of 

the 

time 

1 I’ve been feeling optimistic about my health.      

2 I feel that I will be useful.      

3 I feel relaxed.      

4 I am getting back to my normal sleep and 

wake up rhythms. 

     

5 I am picking up energy.      

6 I thank god for my recovery.      

7 I believe God loves and cares about me.      

8 I feel close to other people.      

9 I feel confident.      

10 I feel loved.      

11 I feel emotionally stable and sure of myself.      

12 I feel wanted.      

13 I have specific future plans.      

14 I am able to eat well.      

15 I feel peaceful after I do my prayers.      

16 I am able to move around.      

17 I feel interested in other people.      

18 I set aside some time for my prayers.      

19 I am able to think clearly.      
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20 I am gradually picking up physical strength to 

get back to normal activities. 

     

21 My faith in God infuses strength in me.      

22 I strongly believe in the presence of God to 

protect me. 

     

23 I feel cheerful.      

24 My physical pain has reduced remarkably.      

25 I am getting back to a state where I can 

effectively deal with problems. 
     

26 I believe that there is some real purpose of my 

life. 

     

27 I am enjoying the strong support of my family.      

28 I enjoy the company of the people who 
visit me. 

     

 

Dimensions:  

 Psychological: 3, 9, 11, 13, 19, 23, and 25. 

 Physical          : 1, 4, 5, 14, 16, 20, and 24. 

 Social              : 2, 8, 10, 12, 17, 27, and 28. 

 Spiritual          :  6, 7, 15, 18, 21, 22, and 26. 

Scoring  

Sum of the items on each dimension is the score for that particular dimension. The 

total score on the Hospital Wellbeing scale is obtained by adding the scores on all the 

dimensions. The maximum score for the scale is 140 and the minimum score is 28. 

Each dimension comprised of 7 items the scoring for each of the dimensions viz. 

Psychological Wellbeing, Physical Wellbeing, Social Wellbeing and Spiritual 

Wellbeing ranged between 7 and 35 
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                              रोगी के पहचान की सखं् ाा: -------         

                                                                                               अस्पताल पहचान की सखं् ाा: ------ 

रोगी के भलाई की मापनी 

सचूना: नीचे क्छ वत तव् ा टदाे गाे हैं  उनमें से िो िवाब आपके शवचार और भावनाओं ं के 
अधिक तनक  हो उस पर सही (√) का धचह्न लगानए  

 

क्रम  

सखं या 
 

विषय/िक् पव् य 
कभी  

नह ं 
कभी 
एक 
बार 

कभी 
कभी 

कई 
बार 

हमेशा 

1 मैं अपने स् वास् ् ा के बारें में आशाजन वत हूग        

2 मय्े लगता ह। कक मैं अपने और दसूरों के ललए 
उपाोगी होऊग गा  

     

3 मैं 'तनजश् चंत' अनभ्व करता हूग        

4 मैं कर्र से अपने सोने और िगने की सामान ा 
जस् :तत प्रात त कर रहा हूग  

     

5 मैं ताकतवर बनता िा रहा हूग       

6 मैं अपने स् वास् ् ालाभ के ललए ईश् वर को 
िन ावाद देता हूग  

     

7 मैं शवश् वास करता हूग कक भगवान की कृपा मय् 
पर ह। और वे मेरी रक्षा करत ेहैं  

     

8 मैं अनभ्व करता हूग कक मैं लोगों के तनक  हूग 
और उनसे लमल य्लकर रह सकता हूग  

     

9 मैं आत् मशवश् वास का अनभ्व करता हूग       

10 मैं अनभ्व करता हूग कक लोग मय्े त ाार करत े
हैं/चाहत ेहैं  

     

11 मैं भावा्वेगों से दरू शांत अनभ्व करता हूग और 
ख्द पर शवश् वास करता हूग  

     

12 मैं अनभ्व करता हूग कक लोग मय्े चाहत ेहैं       

13 भशवट ा की मेरी अपनी शवशषे ाोिनां ंहैं       

14 मैं ठीक स ेभोिन कर पा रहा हूग       



24 
  

15 मैं अपनी प्रा:फना करने के बाद शांतत का अनभ्व 
करता हूग  

     

16 मैं निर उिर िा पा रहा हूग       

17 दसूरों के सा: वत त गि्ारने से मय्े अे  छा लग 
रहा ह।  

     

18 मैं हर टदन क्छ समा के ललए प्रा:फना करता हूग       

19 मैं स् पट   सोच पा रहा हूग       

20 मरी अपनी ताकत िमश: बे  रही ह। और मैं 
अपने द।न:टदन काम कर पा रहा हूग  

     

21 भगवान के प्रतत मरेा शवश् वास मय्में शजत त 
बे ाता ह।  

     

22 मय्े दृे  शवश् वास ह। कक ईश् वर मेरी रक्षा करता 
ह।  

     

23 मैं बेहद ख्श हूग       

24 मेरा शारीररक ददफ बेहद कम हो गाा ह।       

25 मैं अपनी पर्ानी ताकत पा रहा हूग और 
समस् ााओं  ंका सामना अे  छी तरह से कर सकता 
हूग    

     

26 मैं शवश् वास करता हूग कक मेरी अपनी ज निन दगी का 
क्छ खास उद्देश् ा ह।  

     

27 मैं अपने पररवार के दृे  सहारे से सतंट्   हूग       

28 िो लोग मय्से लमलने आत े हैं उनके सा: में 
आनदं अनभ्व करता हूग  
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Appendix-II E                                        Hospital ID 

________ 

Post ICU Patient’s Trauma Scale 

Instructions: Here are some statements related to your experiences in the ICU please 

tick (√) the number that describes your experience. There is no ‘right’ or ‘wrong’ 

answer. 

1- Not at all, 2- Once a while, 3- Sometimes, 4- A lot of times, 5- Always 

 

S.No                                               Item 1 2 3 4 5 

1 I get painful images/ memories or thoughts of my stay in 

ICU.       

 

     

2 I am not able to experience either happiness or sorrow. 

 

     

3 I feel as though some of the experiences are reoccurring      

4 I am upset by some of my experiences in the ICU. 

 

     

5 I experience strong physical sensations (increased heart 

beat, sweating etc) whenever I remember my stay in ICU. 

     

6 I am avoiding any thoughts or feelings related to ICU. 

 

     

7 I find it hard to imagine a long life span. 

 

     

8 I wish to avoid any situation that would remind me of 

ICU. 

 

     

9 I am unable to recall some of the events in ICU. 

 

     

10 I find it difficult to concentrate. 

 

     

11 It is hard for me enjoy anything. 

 

     

12 I don’t want to be left alone after my stay in ICU. 

 

     

13 I get distressing dreams of my stay in ICU. 

 

     

14 I find myself irritable and angry. 

 

     

15 I have trouble falling asleep. 
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Scoring:  

The total scores for each dimension are obtained by adding the item scores of the 

dimension. The scores of all the three dimensions are summed up to obtain a score on 

ICU Trauma. The total score ranges from 15 to 75 with high scores indicating more 

severe trauma. 

 

Re-Experience                               :1, 3, 4, 13, 14,   (5 items) Scoring range  

Emotional Numbing& Avoidance: 2, 6,8,9,10,12    (6 items) 

Hyper arousal                                : 5,  11, 15, 16    (4 items) 
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  रोगी के पहचान की सखं् ाा: -------         

                                                                                           अस्पताल पहचान की सखं् ाा: ------ 

   आई.सी.य.ू के पश चाप रोगी की भािनाम मक चो  की मापनी 
सचूना: ाह  ं क्छ वत तव् ा टदाे गाे हैं िो आपके आई.सी.ा.ू के अनभ्वों से सबंधंित हैं  
कृपाा उस सखं् ाा पर सही का धचह्न लगाए िो आपका अनभ्व बतां ं  

1. बबल् क्ल नही ं 
2. कभी एक बार 
3. कभी-कभी   
4. कई बार 
5. हमेशा 
क्र.स ं िक् पव् य 1

1 

2
2 

3
3 

4
4 

5
5 

1 मय्े आई.सी.ा.ू की ददफनाक स् मतृता  ंकी ााद आती रहती ह।       

2 मैं सख् ाा दख् अनभ्व नहीं कर पा रहा हूग        

3 मय्े ऐसा लगता ह। कक क्छ अनभ्व कर्र से घट त हो रहे हैं       

4 मैं आई.सी.ा.ू के अनभ्वों से मय्े अभी भी घबराह /परेशान हो 
रही ह। 

     

5 िब भी मैं अपने आई.सी.ा.ू में रहने की ााद करता हूग तब मैं 
अधिक शारीररक सवेंदनाओं  ंको अनभ्व करता हूग  (तिे िड़कन, 
पसीना आना आटद)  

     

6 आई.सी.ा.ू के अनभ्वों ाा शवचारों को मैं  ाल रहा हूग       

7 मैं अत सर चौकता हूग       

8 लम् बी उम्र की उम् मीद करना मेरे ललए मज्श् कल ह।       

9 मैं आई.सी.ा.ू की ााद टदलाने वाली हर पररजस् :तत को  ालना 
चाहता हूग  

     

10 मैं आई.सी.ा.ू की क्छ बातों को ााद करने में असम:फ हूग       
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Development of Scales and Pilot Testing 
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Appendix III 

 

 The process of evolution of ICU Psychosocial Care Scale 

 

Appendix-III A                                 Content Validity 

An attempt was made to establish the content validity of the scale. For this 

purpose the scale was given to a panel of 10 experts in the field of psychology and 

medicine. The panel constituted of 5 doctors (intensivists / cardiothoracic surgeons) 

and 5 psychologists. The panels of experts were asked to read each of the items 

carefully and decide whether that item was essential to measures the ‘Psychosocial 

Care’ or not. If they felt it is essential ‘E’ was marked against the item in the column 

provided and if they felt it was not essential ‘NE was marked against the item. The 

total number of ‘Essential’ and ‘Not Essential’ scores was found. The Content 

Validity Ratio for each item was established using the Lawshe formula for Content 

Validity Ratio (Lawshe1975). The analysis suggested the dropping of 6 items (items: 

4, 5, 6, 7, 12, and 17). 
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Appendix III B 

Internal Consistency 

   The results of the pilot study were used for a reliability analysis of the scale. 

Item analysis was used to find the internal consistency. The internal consistency is 

calculated as Cronbach’s Alpha. The results of the item analysis on the 24-item ICU 

Psychosocial Care in Scale gave a Cronbach’s alpha value of 0.527, which is not an 

acceptable value for a research instrument, suggesting the removal of inconsistent 

items. Tables 1a - 1d show the item total statistics after removal of each of the items 

that were inconsistent. The tables also show the item total correlation which helps to 

decide whether the item should be removed. The table further gives the value of what 

Cronbach's alpha would be if that particular item was deleted. Looking into table-1a 

we can observe that removal of item 12 will lead to an improvement of Cronbach's 

alpha value from 0.527 to 0.59. We can observe that the item total correlation of item 

12 is also low. To further increase the alpha value, some more items needed to be 

deleted. Observing the item total correlation of items 17, in Table-1a and items 6 and 

7 in Table 1b, we can see that the item total correlations of these items are lower than 

the other items of the scale and deleting these items would give us a Cronbach’s alpha 

value of =.651.Table-1c shows the item total correlation of item 9 is much lower 

than the correlations of the other items. Removal of this item would further increase 

the Cronbach’s alpha value to =.727. From Table 1d we can observe that dropping 

of item 4 will further increase the alpha value to .753. Since this is a high alpha value, 

no further analysis was done. A summary of changes in the Cronbach’s Alpha value 

after each item is deleted is shown in table 2. According to this table, the analysis 

suggested deletion of items 4, 6, 7,9,12 and 17. The results of the content validity and 
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the item analysis were comparable, except for item 9. Keeping in view of the 

necessity of the items, item 9 was retained and items 4, 5 6, 7, 12 and 17 were 

removed. The internal consistency of the scale with 18 items after dropping the six 

items was Cronbach’s =0.753. 

Item total statistics of Psychosocial Care in ICU Practices 

Item No Scale Mean if 

Item Deleted 

Scale Variance 

if Item Deleted 

Corrected Item 

Total 

Correlation 

Squared Multiple 

Correlation 

Cronbach's 

Alpha if Item 

Deleted 

PQ1 77.30 39.153 .307 .639 .489 

PQ2 77.42 38.820 .476 .722 .471 

PQ3 77.24 40.880 .271 .535 .500 

PQ4  78.12 47.332 -.279 .574 .576 

PQ5 78.82 41.212 .182 .490 .512 

PQ6 78.12 45.985 -.173 .533 .564 

PQ7 77.64 45.704 -.152 .544 .561 

PQ8 77.80 38.735 .350 .763 .481 

PQ9 78.26 44.890 -.089 .528 .552 

PQ10 77.48 39.806 .317 .679 .490 

PQ11 77.62 43.098 .017 .468 .541 

PQ12 77.62 47.547 -.265 .511 .589 

PQ13 78.38 35.832 .518 .697 .443 

PQ14 77.82 41.334 .209 .480 .508 

PQ15 76.50 40.704 .456 .682 .488 

PQ16 77.58 41.922 .142 .584 .518 

PQ17 77.08 44.565 -.069 .368 .551 

PQ18 77.42 41.963 .194 .677 .512 

PQ19 77.50 41.398 .199 .634 .510 

PQ20 76.52 39.969 .468 .706 .481 

PQ21 78.62 41.914 .191 .458 .512 

PQ22 76.46 39.233 .404 .826 .479 

PQ23 78.02 40.591 .232 .496 .504 

PQ24 77.66 41.862 .172 .418 .514 

Note: * Cronbach’s Alpha if item-12 & 17 are deleted 
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Table1-b 

Item total statistics of Psychosocial Care in ICU Practices 

 Scale Mean if    

Item Deleted 

Scale Variance 

if Item Deleted 

Corrected Item-

Total 

Correlation 

Squared 

Multiple 

Correlation 

Cronbach's 

Alpha if Item 

Deleted 

PQ1 70.00 41.918 .338 .611 .587 

PQ2 70.12 41.455 .526 .719 .569 

PQ3 69.94 43.364 .339 .475 .591 

PQ4 70.82 51.620 -.338 .542 .666 

PQ5 71.52 44.214 .202 .482 .606 

PQ6 70.82 49.416 -.172 .532 .651 

PQ7 70.34 49.576 -.185 .426 .651 

PQ8 70.50 40.908 .425 .735 .574 

PQ9 70.96 48.366 -.095 .511 .641 

PQ10 70.18 42.763 .337 .670 .589 

PQ11 70.32 46.793 -.005 .422 .637 

PQ13 71.08 38.075 .578 .685 .545 

PQ14 70.52 44.418 .224 .467 .604 

PQ15 69.20 43.755 .477 .677 .586 

PQ16 70.28 45.553 .116 .516 .617 

PQ18 70.12 45.455 .174 .654 .610 

PQ19 70.20 44.082 .248 .621 .601 

PQ20 69.22 42.420 .553 .700 .574 

PQ21 71.32 45.365 .175 .436 .609 

PQ22 69.16 41.362 .499 .808 .570 

PQ23 70.72 43.716 .241 .477 .601 

PQ24 70.36 45.337 .155 .416 .612 

Note: * Cronbach’s Alpha if item 6&7 are deleted 
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Table1-c 

Item total statistics of Psychosocial Care in ICU Practices 

 Scale Mean if 

Item Deleted 

Scale Variance if 

Item Deleted 

Corrected Item-

Total Correlation 

Squared Multiple 

Correlation 

Cronbach's Alpha 

if Item Deleted 

PQ1 63.76 45.370 .317 .542 .668 

PQ2 63.88 44.026 .578 .714 .644 

PQ3 63.70 46.908 .309 .418 .670 

PQ4  64.58 54.779 -.314 .535 .727 

PQ5 65.28 46.410 .279 .474 .672 

PQ8 64.26 43.707 .449 .692 .652 

PQ9 64.72 51.879 -.104 .491 .709 

PQ10 63.94 45.649 .361 .652 .663 

PQ11 64.08 49.340 .045 .356 .700 

PQ13 64.84 41.443 .552 .677 .636 

PQ14 64.28 47.553 .233 .467 .677 

PQ15 62.96 46.651 .515 .676 .659 

PQ16 64.04 47.672 .204 .383 .680 

PQ18 63.88 48.353 .208 .648 .679 

PQ19 63.96 46.937 .278 .588 .672 

PQ20 62.98 45.612 .549 .699 .653 

PQ21 65.08 49.626 .089 .326 .689 

PQ22 62.92 44.647 .485 .797 .652 

PQ23 64.48 46.785 .253 .458 .675 

PQ24 64.12 48.965 .127 .401 .687 

 
 

Note: * Cronbach’s Alpha if item 4&9 are deleted 
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Table1-d 

Item total statistics of Psychosocial Care in ICU Practices 

 Scale Mean if Item 

Deleted 

Scale Variance if 

Item Deleted 

Corrected Item-

Total Correlation 

Squared Multiple 

Correlation 

Cronbach's Alpha if 

Item Deleted 

PQ1 61.02 45.734 .327 .542 .693 

PQ2 61.14 44.204 .607 .709 .669 

PQ3 60.96 47.590 .294 .392 .697 

PQ4 61.84 55.933 -.357 .496 .753* 

PQ5 62.54 46.988 .274 .465 .699 

PQ8 61.52 43.561 .497 .681 .674 

PQ10 61.20 45.633 .403 .613 .686 

PQ11 61.34 49.617 .060 .341 .723 

PQ13 62.10 41.969 .549 .667 .665 

PQ14 61.54 48.131 .228 .465 .703 

PQ15 60.22 47.277 .500 .622 .686 

PQ16 61.30 47.847 .230 .362 .703 

PQ18 61.14 48.613 .231 .606 .702 

PQ19 61.22 47.196 .298 .588 .696 

PQ20 60.24 46.064 .554 .699 .679 

PQ21 62.34 50.351 .071 .324 .715 

PQ22 60.18 45.130 .485 .797 .679 

PQ23 61.74 47.625 .228 .456 .703 

PQ24 61.38 49.506 .125 .392 .712 

 

Note: * Cronbach’s Alpha if item 4is deleted 
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Table 2 

  A summary of changes in Cronbach’s Alpha value after each item deleted  

 

S.No Deleted Items  Cronbach’s Alpha  

after Items are deleted 

1 12 .589 

 

2 17 .617 

 

3 6&7 .651 

 

4 9 .709 

 

5 4 .753 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



38 
  

 

Appendix III C 

Factor Analysis 

 

A Factor Analysis is done to group the items to identify the dimensions of the scale. 

The maximum likelihood approach was used for extraction of factors. The Oblimin 

Kaiser Rotation was used to extract factors that are correlated with one another. The 

results of Factor Analysis are shown in Tables’ 3a and 3d Table 3b shows the items in 

the scale grouped into three Factors. Factors with Eigen value of 1 or more was taken 

as a cut off, consequently it may be observed that 3 factors could be extracted, with 

Factor 1 accounting for 27% of variance, Factor 2 for 5.5% of variance and Factor 3 

for 4.2% of variance. 

Table 3a 

       The Eigen values and sums of squared loading of the three factors extracted by 

Maximum Likelihood method. 

 

Factor Extraction Sums of Squared Loadings Rotation Sums of  

Squared Loadings 

Total % of Variance Cumulative % Total 

1 4.86 27.03 27.03 3.91 

2 .98 5.46 32.49 3.36 

3 .75 4.20 36.69 2.61 
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Table 3b  

Oblimin Rotated factor loadings of 18 variables 

S.No Variables  Factors Eigen Values 

%of variance 

  1 2 3  

1 The family is informed in advance about the expenditure of 

the procedures.  .60  

30.28 

2 Specific time is allotted to the family by one of the members 

of the health care team to answer questions and 

concerns. .43 .66 .28 

8.51 

3 The diagnosis is informed to the family. .44 ,69  7.85 

4 The doctors experience and expertise in handling particular 

kinds of cases is notified. .42 .59 .33 

6.69 

5 The family is well informed as to where they can lodge their 

complains or grievances.   .24 

5.70 

6 The patient/family is clearly explained  about the benefits of 

the treatment program .41 .52 .32 

5.26 

7 The patient’s feelings agitation and anxiety are handled 

effectively by the ICU team.   .28 

4.89 

8 The patient is assured that his/her family is just outside the 

ICU and  available on call. .27 .56 .42 

4.54 

9 Patient / family are informed about tests and procedures only 

after they are done. .41 .26  

4.16 

10 A curtain is drawn around the patient during examination, 

procedures and treatment. .75 .32  

3.80 

11 There is a provision in the hospital to take care of the 

spiritual needs of the patient/family. .56 .30 .33 

3.37 

12 The family is kept informed about the progress or decline of 

the patient’s health status. .52 .31 .35 

2.74 

13 There is an exit meeting, with the concerned doctor before 

the patient is discharged, where the patient or 

family is explained about post discharge care like 

diet, exercise, alarm signals etc. .73 .39 .64 

2.51 

14 A curtain is around the patient while taking care of his toilet 

and bowel needs. .80 .41 .38 

2.29 

15 The patient is kept informed about the change in the day, date 

and time ( day & night). .20 .32 .63 

2.24 

16 A curtain is drawn around the patient while    he/ she is 

sponged. .55 .42 .35 

1.87 

17 The family is uncertain as to where the patient is taken for 

specific tests.  .30  .44 

1.74 

18 The doctor or the nurse brief the family about the condition 

of the patient on a day to day basis. .33 .30 .57 

1.47 

Note: The variables extracted in each factor are highlighted in bold.  
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It may be observed from Table 3a that variables with Factor loadings above 

.30 were considered to be significant in order to understand, name and explain 

Factors. The distribution of the 18 variables into the three Factors is shown in 

Table3c. A detailed description of these Factors is given below. 

Factor 1 was found to have 7 variables (9, 10, 11,12,13,14, and 16) with 

Factor loading above .30 and explain 27% of variance.  All the variables under this 

factor elucidate facts like respecting and protecting the patients’ rights and 

safeguarding the dignity of the patient. This Factor was named as Protection of 

Human Dignity . 

Factor 2 which explains 5.5%of variance comprised of 6 variables (1, 2, 3, 4, 

6, and 8) with all the variables having a Factor loading above .30. The variables under 

this Factor lay emphasis on importance of communication between health care 

professionals and patient/family. This Factor was named as Patient Family 

Communication Channel.  

Factor 3 was found to have 5 variables that explained 4.2% of variance. Three 

of its variables (15, 17, and 18) had a Factor loading above .30, while variables 5 and 

7 had a Factor loading of less than .30. As both the variables focused on important 

aspects of Psychosocial Care such as representation of grievances and handling 

feelings of agitation and anxiety, it was essential to include them under this Factor. 

All the variables of this Factor deal with preventing apprehensions and anxiety in 

patients and family. The Factor was named as Patient Family Anxiety Prevention 
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Appendix IV 

Hospital Wellbeing Scale 

For the development of Hospital Well Being Scale a list of 30 items were 

added to the original 14 item Warwick Edinburg Mental Well Being Scale, making a 

44-item scale. WHO defined well being as a broad concept, determining four 

important aspects i.e. physical, mental social and spiritual health. Keeping in view the 

definition of well being it was decided that the Hospital Well being scale for the 

present study should comprise of four dimensions viz. Psychological, Physical, Social 

and Spiritual Well being. In accordance the 44 item scale was given to a panel of 8 

experts in the field of Psychology. The experts were asked to categorize these items 

into four dimensions i.e. Psychological, Physical, Social and Spiritual Well being. 

Only those items which received 100% consensus were retained under the dimension. 

Those items where the expert opinion did not converge with respect to inclusion into a 

particular dimension were dropped.  On the basis of such stringent expert judgment 

the scale was reduced to a 28 items scale. The scale was put through a pilot test on a 

sample of 50 patients, for a reliability analysis. Item analysis was used to find the 

internal consistency. The internal consistency was calculated as Cronbach’s Alpha 

=0.877. Since the internal consistency was high no items were dropped after the 

reliability analysis. Total item correlation and the Cronbach’s Alpha of the Hospital 

Well being Scale are presented in Table-4. 

The final scale consisted of 28 items to be rated on 5-point rating scale. The 

scale comprised of four dimensions, measuring four aspects of well being namely, 

psychological well being, physical well being, social well being and spiritual well 

being. 
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Table 4 

Shows the item total statistics of Hospital Well being Scale 

S.No                                  Item Scale Mean 

if Item 

Deleted 

Scale 

Variance if 

item is 

deleted  

Corrected 

Item-Total 

Correlation 

Cronbach's 

Alpha if 

Item 

Deleted 

1 

 

I’ve been feeling optimistic about my 

health. 94.32 136.998 .365 .870 

2 I feel that I will be useful. 
94.00 133.714 .518 .866 

3 I feel relaxed. 
94.68 131.079 .566 .864 

4 I am getting back to my normal sleep 

and wake up rhythms. 
94.72 135.022 .403 .869 

5 I am picking up energy. 
94.78 133.318 .475 .867 

6 I thank god for my recovery. 
93.18 140.722 .322 .871 

7 I believe God loves and cares about me. 
93.24 139.778 .348 .871 

8 I feel close to other people. 
93.42 140.085 .299 .871 

9 I feel confident. 
94.40 130.367 .572 .864 

10 I feel loved. 
93.56 136.007 .493 .867 

11 I feel emotionally stable and sure of 

myself. 
94.54 132.049 .608 .864 

12 I feel wanted. 
93.84 143.647 .046 .878 

13 I have specific future plans. 
94.66 128.025 .631 .862 

14 I am able to eat well. 
95.68 132.140 .571 .865 

15 I feel peaceful after I do my prayers. 
93.84 138.545 .294 .872 

16 I am able to move around. 
94.68 131.814 .500 .866 

17 I feel interested in other people. 
94.02 136.714 .340 .871 

18 I set aside some time for my prayers. 
93.82 142.477 .102 .877 

19 I am able to think clearly. 
94.58 135.759 .447 .868 

20 I am gradually picking up physical 

strength to get back to normal activities. 94.72 129.675 .603 .863 

21 My faith in God infuses strength in me. 
93.40 143.429 .082 .876 

22 I strongly believe in the presence of 

God to protects me. 
93.20 146.000 -.059 .878 
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23 I feel cheerful. 
94.22 132.747 .586 .864 

24 My physical pain has reduced 

remarkably. 
95.44 130.864 .568 .864 

25 I am getting back to a state where I can 

effectively deal with problems. 
94.86 135.592 .423 .869 

26 I believe that there is some real purpose 

of my life. 
94.46 134.580 .464 .868 

27 I am enjoying the strong support of my 

family. 
93.54 137.723 .490 .868 

28 I enjoy the company of the people who 

visit me. 
93.56 136.823 .387 .870 
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Appendix V 

 

ICU Trauma Scale 

ICU Trauma Scale was developed to measure the Trauma in post-operative 

Cardiac ICU patients. The scale is adapted from Davidson Trauma Scale (Davidson et 

al 1997). The original scale consisted of 17 items, with 5-point rating. The items of 

the scale are divided into 3-clusters: Intrusion, Avoidance/Numbing, and Hyper 

arousal. The scale was adapted and modified to suit Indian Context. The final scale 

after pilot testing has 15 items. The ratings measure the frequency of trauma 

experience ranging from ‘Not at all’ to ‘Always’  

The 15 items enlisted measured three dimensions of Trauma as in the original 

scale.  The Re-Experience dimension has 5 items (items1, 3, 4, 13, 14) e.g. I get 

distressing dream about my stay in ICU. There were 6 items in Emotional Numbing 

& Avoidance dimension (items 2, 6, 8, 9, 10, 12) e.g. I am unable to recall some of 

the events in ICU. Four items measured Hyper arousal (5, 11, 15, 16) e.g. I experience 

strong physical sensation (increased heart beat, sweating etc) whenever I remember 

my stay in ICU. The total scores for each dimension were obtained by adding the item 

scores of the dimension. The scores of all the three dimensions were summed up to 

obtain a composite score on ICU trauma. The total score ranges from 15 to 75 with 

high scores indicating more severe trauma. The scores on the Dimension Re-

Experience ranged between 5 and 25. On Emotional Numbing and Avoidance the 

scores ranged between 6 and 30, and on Hyper arousal the scores ranged between 5 

and 25. Pilot study results showed the Internal Consistency reliability of the scale as 

0.72  
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The process of evolution of final form of the scale is described below 

While modifying the scale some items from the original scale were retained, 

some were modified to suit the Indian context. The modified scale consisted of 16 

items, with three dimensions, viz.  Re-Experience: 1, 3, 4, 13, 14, (5 items); 

Emotional Numbing & Avoidance: 2, 6, 8, 9, 10, 12 (6 items); Hyper arousal: 5, 7, 11, 

15, 16 (5 items). The scale was pilot tested to establish the reliability coefficient. Item 

analysis showed good internal consistency, but suggested the removal of item 7, thus 

giving an internal consistency of =0.72. The item total correlation and the 

Cronbach’s Alpha of ICU Trauma Scale are presented in Table-5. 

Table 5 

Shows the item total statistics of ICU Trauma Scale 

S.No Items Scale Mean  if 

Item Deleted 

Scale Variance if 

Item Deleted 

Corrected 

Item-Total 

Correlation 

Cronbach's Alpha 

if Item Deleted 

1 I get painful images/ memories 

or thoughts of my stay in ICU. 

 

38.64 46.317 .178 .717 

2 I am not able to experience 

either happiness or sorrow. 

 

38.74 44.645 .307 .703 

3 I feel as though some of the 
experiences are reoccurring. 

 

38.44 45.721 .271 .706 

4 I am upset by some of my 
experiences in the ICU. 

 

38.32 44.753 .314 .702 

5 I experience strong physical 

sensations( increased heart beat, 
sweating etc) whenever I 

remember my stay in ICU. 

39.20 44.694 .310 .702 

6 I am avoiding any thoughts or 
feelings related to ICU. 

 

38.54 47.192 .156 .717 

8 I find it hard to imagine a long 

life span. 

 

38.86 42.694 .460 .685 

9 I wish to avoid any situation 

that would remind me of ICU. 
 

38.36 46.643 .105 .730 

10 I am unable to recall some of 

the events in ICU. 
 

38.32 44.140 .396 .694 

11 I find it difficult to concentrate. 

 38.84 44.790 .298 .704 

12 It is hard for me enjoy anything. 
 39.16 44.300 .286 .705 

13 I don’t want to be left alone 

after my stay in ICU. 
 

39.00 40.408 .603 .667 
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14 I get distressing dreams of my 

stay in ICU. 
 

39.30 42.500 .477 .684 

15 I find myself irritable and 
angry. 

 

38.66 42.596 .423 .689 

16 I have trouble falling asleep. 

 37.78 44.747 .252 .710 
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Appendix VI                                                                                   

Letters to the Medical Directors 

 

Prof. Meena Hariharan      Centre for Health Psychology 

Director        University of Hyderabad 

                                                                                                      Prof. C. R. Rao Road,  

                                                                                                      Gachibowli Hyderabad- 500 

046 

 
To 

Medical Director 

--------------------------------- 

--------------------------------- 

--------------------------------- 

 

 

Dear Sir/ Madam 

Ms. Chivukula Usha is pursuing PhD from the Centre for Health Psychology, on the topic 

Psychosocial Care in Intensive Care Units: Impact on Trauma and Wellbeing”, under my 

supervision. With regard to the PhD programme, she has to collect data for her pilot study and 

main research study. The study requires to interview patients who have undergone Coronary 

Artery Bypass Graft surgery in your institution. The study will span over a period of one year 

[including pilot study and the main study]. The data collected will be kept confidential and 

will be used purely for research purposes. I request you to grant permission to Ms. Chivukula 

Usha to collect data from your institution. 

 

Thanking you. 

 

Yours sincerely 

 

 

Meena Hariharan 

Professor 

Center for Health Psychology 
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Appendix VII 

Informed Consent Form 

University of Hyderabad 

Centre for Health Psychology 

 

Informed Consent Form 

This is an informed consent form for patients/family of patients discharged from a 

Cardiac Intensive Care Unit participating in the research titled “Psychosocial Care in 

Intensive Care Units : Impact on Patient Wellbeing and Trauma.” 

The Informed Consent Form has two parts  

 Information Sheet( to share the information about the study) 

 Certificate of Consent( for signatures if you agree to participate) 

Part I: Information Sheet 

What is the study about? 

The purpose of this is to examine the practices adapted in the ICU and whether the 

patient and the family members are comfortable with the practices. 

This study is being conducted on patients who have undergone a cardiac surgery. You 

have been selected for the study, since you have undergone a cardiac surgery and you 

are discharged from the Intensive Care Unit. You may take some time to decide to 

participate in the research. Before you decide, you can talk to anyone you feel 

comfortable with.  

There may be some words that you do not understand. Please stop to ask questions or 

clarify doubts as you go through the information and the researcher will take time to 

explain. 

 Purpose 

The purpose of the research is to evaluate the psychosocial aspects of care 

practices in Cardiac Intensive Care Units and determine the impact of care on patient 

well being and trauma.  

Participation  

Why you are approached: 

 You have been selected for the study because you have undergone a cardiac surgery 

and have been in the ICU. Since this study deals with the specific practices in the ICU 

your experiences in the ICU would help you to answer the questionnaires.  
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Procedure 

You will be required to answer the questionnaires given to you by the researcher. If 

there are any queries while you answer, you may take the researcher’s help. If you 

have any questions regarding the study you can ask the researcher after you have 

answered. 

Duration   

 There is no time schedule to answer the questions but you may answer the questions 

at your pace. In case you feel exhausted you may take a short break, relax and then 

answer the questionnaires. 

Risks and Discomforts 

There are no risks involved in the study. You may experience some discomfort in 

answering the questionnaires as you have just undergone a surgery. In such case, you 

can feel free to express your feelings to the researcher. 

Benefits  

There will be no immediate and direct benefits, but an interaction with the researcher 

may help you to ventilate your feelings and unwind your experiences. 

 Reimbursements    

You will not be provided with any payment to take part in the research.  

Confidentiality: 

The information given by you will not be shared outside of the research team. The 

information that is collected from this research project will be kept confidential. Any 

information about you will have a number on it instead of your name. Only the 

researchers will know what your number is and will lock that information. It will not 

be shared with or given to anyone. 

 

Right to refuse or withdraw 

You may choose not to participate in this study if you wish to do so. Choosing to 

participate or not, will not affect the future treatment in the hospital. You will still 

have all the benefits that would otherwise be available at the hospital. 

If you have any questions you may ask. If you wish to ask questions later, you may 

contact the researcher. 

 

University of Hyderabad 

Centre for Health Psychology 

Psychosocial Care in Intensive Care Units: Impact on Patient Wellbeing and 

Trauma. 
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A Research Project 

PART II: Certificate of Consent 

I have been asked to give consent to participate in this research study titled 

“Psychosocial Care  in Intensive Care Units: Impact on Patient Wellbeing and 

Trauma” which will involve completing one/three questionnaires. I have read the 

foregoing information. I have had the opportunity to ask questions about it and any 

questions that I have asked have been answered to my satisfaction.  I consent 

voluntarily to participate in this study. 

 

Name of Patient/family:  __________________________  

Patient  I.D.                      __________________________   

Signature:                        __________________________ 

Date:                                 __________________________ 

 Phone No:                       __________________________ 

 Address:                          __________________________ 
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 रोगी के पहचान की सखं् ाा: -------         

                                                                                                 अस्पताल पहचान की सखं् ाा: ------ 

हैदराबाद विश िवि्यालय 
 मनोविज्ञान केन्द् ि 

सहमतप पत्र 

शोि में भागा लेने वाले कार्ड फााक आई.लस.ा.् से बाहर आए ह्ए रोगी और उनके 
पररवार के ललए बनााा गाा सहमतत पत्र ह।  शोि का शीषफक ह। आई.सी.ा.ू में मनोसामाजिक 
देखभाल: रोधगाों की भलाई और भावनात् मक चो  पर प्रभाव  
  सहमतत पत्र के दो भाग हैं -  

1. सचूना पत्र (अा ाान के बारें में सचूना)  

2. सहमतत प्रमाण पत्र (अगर आपको भाग लेने के ललए सहमत हो)  

भाग 1: सचूना पत्र 

ाह अा ाान ककसललए? 
  ाह अा ाान उस रोगी पर ककाा िाएगा जिसकी ृददा धचककत् सा ह्ई हो  आपको नस 
अा ाान के ललए नसललए च्ना गाा ह। त ाों कक आप कार्ड फााक सिफरी से गि्रे हैं और आप 
आई.सी.ा.ू से बाहर आए ह्ए हैं  आप सोच समयने के बाद अपनी ने  छा के अनस्ार नस 
अा ाान में भाग ले सकत ेहैं  आप अपने लमत्रों और पररवार के सदस् ाों से शवचार-शवमशफ 
करने के बाद ही अपना तनणफा दे सकत ेहैं   नस पत्र में ऐसे शब् द हो सकत ेहैं जिनको आप 
समय नही ंपा रहे/रही हैं  आपके मन में कोई शकंा ाा प्रश् न हो तो कृपाा अनस्िंाता को 
रोक कर िरूर पतूछएगा और अनस्िंाता आपके प्रश् नों का िवाब देने के ललए िरूर समा 
देगा   

उदे्धश य: 
  नस अनस्िंान का उदे्धश् ा आई.सी.ा.ू में अपनााी िानेवाली भलाई की प्रणाललाों को 
मनोसामाजिक पक्षों का मलू् ाांकन करना और रोगी की भावनात् मक चो  और उनकी भलाई 
पर उसके प्रभाव का तनिाफरण करना ह।   

भागीदार : आपको त ाों च्ना गाा ह।?  

  आपको नस अा ाान के ललए नसललए च्ना गाा ह। त ाों कक आप कार्ड फााक सिफरी 
करवा च्के हैं और आई.सी.ा.ू में रह च्के हैं  ाह अा ाान आई.सी.ा.ू की कााफ प्रणाललाों स े
सबंिं रखता ह।  नसललए आपके आई.सी.ा.ू के अनभ्व नन प्रश् नों के िवाब देने में आपकी 
सहााता करेंगे   

कायय पद्धतप: 
  आपको शोिा:ी ्वरा दी गाी प्रश् नावललाों का िवाब देना होगा  िवाब देत ेवत त 
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ाटद कोई सदेंह हो तो आप शोिा:ी की सहााता ल ेसकत ेहैं  ाटद अा ाान से सबंधंित कोई 
प्रश् न पछूना चाहें तो आप अपना िवाब देने के बाद शोिा:ी से पछू सकत ेहैं   

जिाब देने का समय: 
  प्रश् नों के िवाब देने के ललए कोई तनजश् चत काल की सीमा नहीं ह।  लकेकन आप क्छ 

समा प्रश् नावली के िवाब के ललए ले सकत ेहैं  ाटद आप :कान महससू करत ेहैं तो क्छ 
समा के ललए आराम करें और कर्र प्रश् नों का िवाब दें   

जोख  ि़म और असवुिधा: 
  नस अा ाान में भाग लेने से आपको कोई खतरा नहीं ह।  िवाब देने में आप क्छ 
असश्विा का अनभ्व कर सकत ेहैं त ाों कक आपकी कार्ड फााक सिफरी अभी-अभी ह्ई ह।  कर्र 
भी आप कृपाा शोिा:ी के सामने अपने शवचारों को खले् रूप में व् ात त करने का कट   करें   

लाभ: 

  नस अा ाान से आपको तरं्त र्ाादा नहीं होगा लेककन शोिा:ी से बात करने से 
आपको सांत् वना लमलेगी और शोिा:ी से अनभ्वों को ब  ने का आनदं लमलेगा   

मानदेय: 
  नस शोि में भाग लेने के ललए ककसी प्रकार का मानदेा नहीं टदाा िाएगा   

गोपनीयपा: 
  आपकी सचूनां ंशोि सलमतत ्वरा गोपनीा रखी िाएंगी  हर हालत में आपका नाम 
गोपनीा होगा त ाों कक आपके ्वरा दी गाी सचूना को एक नबंर टदाा िाएगा   

इनकार करने या अध् ययन से ह  जाने का अिधकार: 
  आप नस अा ाान में भाग ले सकत ेहैं ाा नहीं ले सकत ेहैं  भाग लेना ाा न लेना, 
अस् पताल में आपके नलाि पर कोई प्रभाव नहीं डालगेा  आपको अस् पताल से लमलने वाले 
सभी लाभ प्रात त होंगे  अगर चाहें तो आप अा ाान स ेककसी भी समा ह  सकत ेहैं   

सपंकय  करें: 

 ाटद आप शोिा:ी से क्छ पछूना चाहत ेहैं तो अभी ाा बाद में पछू सकत ेहैं  
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हैदराबाद विश िवि्यालय 
मनोविज्ञान केन्द् ि 

सहमतप पत्र 

मय्े ''आई.सी.ा.ू में मनोसामाजिक देखबाल की प्रणालला :ं रोगी और उनके पररवार 
की प्रततकिाा'' अा ाान में भाग लेने की ुचधच ह।  नसललए मैं नस अा ाान में भाग लेने की 
सहषफ सम् मतत देता ाा देती हूग   म। िानता/िानती हूग कक नसमें एक ाा तीन प्रश् नावलला  ंह।  
मैंने सारी सचूनां ंपे ी ह।  मय्े नससे सबंधंित प्रश् न पछूने का मौका टदाा गाा ह। और सभी 
प्रश् नों के सतंोषिनक उत् तर मय्े लमले हैं   मैं अपनी ने  छा से नस अा ाान में भाग ले 
रहा/रही हूग  

 

रोगी/पररवार का नाम :           ------------------------- 

 

रोगी के पहचान की सखं् ाा          ------------------------ 

 
हस् ताक्षर           ------------------------- 
 

टदनांक                        ------------------------- 
 

र्ोन नबंर         -------------------------- 
 

पता   :       --------------------------- 

        ---------------------------- 
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Appendix VIII 

Hamming Distance 

 

Hierarchical clustering, a method of cluster analysis which is used to build 

a hierarchy of clusters, was applied to investigate the similarities among the five 

hospitals and hence forth possible grouping of the hospitals. Strategies for hierarchical 

clustering generally fall into Agglomerative (bottom up approach) and Divisive (top 

down approach).  The Agglomerative tree diagram called the Dendrogram, using the 

Method of Complete Linkage was used to present the results of hierarchical 

clustering. The results of clustering are presented either as the distance or the 

similarity between the clustered rows or columns depending on the selected distance 

measure. Hamming Distance was employed to hierarchical cluster analysis to cluster 

the hospitals based on the ICU Quality.   

 Hamming distance (Hd) is defined as non-negative integer representing the 

number of mismatches between the bit strings (Boolean vectors). It is calculated using 

addition of scores where the coefficients on which the two vectors differ are 

considered as the score or the distance between the two vectors and the similar 

coefficients are taken as errors.  

For example, the Hamming distance between two objects X=(x1, x2,…, xk) 

and Y=(y1,y2,….,yk) where the bit xi (where i=1, 2,…, k) is 1 is true/exists, 

otherwise xi is set to 0 can be calculated as follows 

 

 

 

http://en.wikipedia.org/wiki/Cluster_analysis
http://en.wikipedia.org/wiki/Hierarchy
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If          
            

           
   

Hd(X, Y) =                           

Illustration: 

Let k=4 and let X= [0011] and Y= [0111] be bit strings 

                                            

Then the Hamming distance between X and Y is  

Hd(X,Y)=                                =2 

The features considered are ICU Quality characteristics (Standard Guidelines 

to be maintained) given in Table 6 (Column 1). The columns 2 to 6 are associated bit 

strings of the five hospitals as given in the heading of the columns. The hamming 

distance was calculated through SPSS version 19 and the results of the Hamming 

distances are presented in Table 7. The 34-item ICU checklist was used to calculate 

the distance between the hospitals. These distances were used to categorize the 

hospitals on the basis of the quality of care given in the ICU. The ICU Quality 

characteristics i.e. facilities provided or not provided are represented by “1” and “0” 

respectively (which are called as bit strings). The number of differences in the bit 

strings, of the corresponding hospitals is treated as the distance between the hospitals.  

It may be observed from Table 7 that Hospital-1 and Hospital-2 differ from each other 

on four items: 3, 15, 16, 17, and are similar on 30 items, and hence the hamming 

distance (dissimilarity index) between H1 and H2 is 4. Hospital 4 and Hospital 5 are 

at a distance of 3, as they differ from each other on three items: 15, 18 and 20. 

Hospital 3 stands apart from all the other hospitals, with a distance of 11. It may be 

observed from Table 7 that the distance between the hospitals varies from 3 to 11. 
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 Following the calculation of Hamming distance, hierarchical Cluster Analysis 

has been employed to cluster the ICUs of hospitals based on the quality they provide.  

The Cluster Analysis was also done by the SPSS version 19. In this Agglomerative 

approach of clustering, each observation starts in its own cluster, and pairs of clusters 

are merged as one moves up the hierarchy. The clusters are linked at an increasing 

level of similarity. Figure-1 presents a Dendrogram which represents the hospitals that 

have been clustered. The numbers 1, 2, 3, 4 and 5 represent the five hospitals viz. H1, 

H2, H3, H4, and H 5. The height represents the distance. It may be observed from 

Figure-4 that the cluster of H 1 and H 2 are combined at a linkage distance of 4, and 

are the nearest neighbors.  H 4 and H 5 are combined at a linkage distance of 3, and 

H3 which is at a linkage distance of 11 forms another cluster. Using the Method of 

Complete Linkage and the Hamming Distance, H1 and H2 are clustered together and 

represent the High ICU Quality hospital category and this category is named as Group 

1. H3 and H4 are the next nearest neighbors and are clustered together and 

categorized as Group 2 and are named as the Medium ICU Quality hospital category. 

H3 stands apart from the rest of the hospitals and is categorized as a Low ICU Quality 

and named as Group-3.  These three groups are recognized by chapping the 

Dendrogram at a tolerance distance 5.  
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Table 6 

Scores of hospitals on the ICU checklist representing the facilities provided to 

improve ICU Quality Care 

 
S.No Items  H1 H2 H3 H4 H5 

1 There is a Physician in the ICU (round the clock) who 

will be available within 5 minutes in an emergency. 

1 1 1 1 1 

2 The Nurse Patient ratio higher than 1:4. 1 1 0 1 1 

3 The noise level in the ICU follows the recommended 

standards of 45dBA, 40dBA and 20dBA in the morning, 

evening and night. 

0 1 1 1 1 

4 There is a window so that patients have an access to 

natural light. 

0 0 0 0 0 

5 There a calendar in the ICU to help the conscious patient 

well oriented. 

0 0 0 0 0 

6 There is a bed side clock for the patient to get to know the 

time. 

1 1 0 0 0 

7 The Doctors wear a cap to maintain the sterile conditions 

in the ICU. 

1 1 1 1 1 

8 The Doctors use infection preventing mask to maintain 

the sterile conditions. 

1 1 1 1 1 

9 The Nurses wear a cap to maintain the sterile conditions 

in the ICU. 

1 1 1 1 1 

10 The Nurses use infection preventing mask to maintain the 

sterile conditions. 

1 1 1 1 1 

11 The nurses follow the hand hygiene procedures every 

time they come in contact with the patient. 

1 1 1 1 1 

12 The total number of beds in the ICU within the norm of 

8-12. 

1 1 1 1 1 

13 There is a partition between two beds to maintain privacy 

of the patient. 

        1 1 1 1 1 

14 There is an alarm bell (indicated by sound and light) 

provided to the each patient to have an easy accessibility 

to the nurse or doctor. 

0 0 0 0 0 

15 There is a room for grieving or private conference. 

 

1 0 0 0 0 

16 The waiting area has a smooth décor. 

 

1 0 0 1 1 

17 There are lockers provided to the families. 0 0 0 0 0 

18 The hospital provides an information booklet on the 

diseases relevant to critical care. 

1 0 0 1 0 

19 The hospital provides pamphlets with rules and 

regulations for the families of the patients on critical care. 

1 1 1 1 1 

20 There are waiting rooms or suitable and quiet areas 

available for the relatives of the patients. 

1 1 0 1 0 

21 There is a Pharmacist in the ICU. 

 

1 1 0 1 1 

22 There is a Physiotherapist in the ICU. 

 

1 1 1 1 1 

23 There a Social Worker in the ICU. 

 

0 0 0 0 0 

24 The hospital has a diagnostic pathological laboratory 

support. 

1 1 1 1 1 

25 The ICU nurses are trained in critical care. 

 

1 1 1 1 1 

26 There an isolation room for patients who are seriously ill 

(burns or contagious diseases). 

1 1 0 1 1 

27 There written information about the availability of dining 

facilities for family members. 

1 1 0 1 1 
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28 The nurse see all the monitors from the nursing station 

 

0 0 0 0 0 

29 The hospital provides a trained professional Psychologist 

to help patients and family cope with stress. 

0 0 0 0 0 

30 The waiting area has a refreshment counter for the family 

member. 

0 0 0 1 1 

31 The lights in the ICU are turn down during night 

 

0 0 0 0 0 

32 Bathing/sponging the patients is not practiced in the early 

hours  

0 0 0 0 0 

33 Patient privacy is ensured by closing door or pulling 

curtains. 

1 1 0 1 1 

34 The alarms are turned down and the noise level of the 

monitors is reduced at night 

0 0 0 0 0 

 Total       22       20      13 23      20 

 

 

 

 

 Table 7 

  The classical symmetrical distance matrix Hamming Distance computed using the 

Hamming Distance 

Hospitals H1 H2 H3 H4 H5 

H1 .00     

H2 4.00 .00    

H3 11.00 7.00 .00   

H4 3.00 5.00 10.00 .00  

H5 6.00 4.00 7.00 3.00 .00 
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Fig 1: The Dendrogram or the complete linkage distance between the three groups of hospital 

Note   1&2(H1&H2), 4&5(H4&H5), 3(H3) 

 

 


