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The effect of planned family presence on the family's anxiety 
at the patient’s bedside in burn intensive care unit 
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Original Article

Context: The lengthy process of treatment in burns units requires the patient to be hospitalized in the 
intensive care unit (ICU) for a few days up to several months.
Aims: The present study was conducted to investigate the effect of planned family presence at the patient’s 
bedside in BICU on the family’s anxiety.
Setting and Design:  The present randomized controlled clinical trial was  conducted on the family members 
of patients hospitalized in the BICU in Sari from March to May 2016.
Materials and Methods: Selected through nonrandom sampling and randomly divided into a control and 
an intervention group (n = 30 per group). In the intervention group, one patient family member visited 
the patient for an hour each day from the 4th to the 8th day of admission. The control group received only 
the routine services of the unit, which meant keeping out all family members from the BICU.
Statistical Analysis Used: The Spielberger State-Trait Anxiety questionnaire was filled out in both groups 
on days 3 and 8 after the intervention. The data analysis were performed using SPSS version 21 (IBM).
Results: Comparing the means of the two groups after the intervention using the independent t-test showed 
a statistically significant difference (t = 1.51, P < 0.001).
Conclusion: The regular planned presence of family members at the patient’s bedside in the BICU can 
effectively reduce anxiety in the family members and thus improve the care procedure.
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INTRODUCTION

Burn injuries are the worst tragedies that can happen to 
someone in the modern society and are associated with 
physiological and psychological problems.[1] The treatment 
process in burns units is lengthy, and family members 
waiting behind closed doors to get information on their 
patient experience severe psychological stress and face 
restrictions for visiting their patient at his bedside.[2]

Admission to an intensive care unit (ICU) creates physical 
and psychological barriers to the patient‑family relationship. 
Conventionally, in an ICU, the family is kept away from 
their patient;[3] this situation can increase the family’s 
sorrow and grief  and reduce their hope and capabilities. 
The stressful environment of  the ICU and the complicated 
technology and equipment[4] add to the families’ mental 
pressure and stress. Due to the severe fear and anxiety that 
they experience, family members may ignore their own 
basic needs and care only for their patient and his issues.[2] 
Anxiety can affect decision‑making and be transmitted like a 
contagious disease from the family members to the patient, 
the nurses, and the staff  and vice versa and thus disrupt 
the staff‑family relationship. If  anxiety is transmitted to the 
patient, it will cause fear, sleep deprivation, powerlessness, 
noncompliance, poor psychological coping, delayed stress 
response to burn injury, patient dissatisfaction, loss of  
appetite, malnutrition, immune deficiency, susceptibility 
to infections, delayed wound healing, delayed recovery, 
prolonged hospitalization, and increased costs.[5] It can also 
reduce physical and mental faculties in the family members 
and cause many physical and psychological problems.

Monitoring the environment and minimizing its stress 
through providing social support is one of  the nursing skills 
required in the ICU. Social support includes financial and 
spiritual support. The role played by the family members[2] 
and friends of  the patient are one of  the key components of  
social support.[1] The presence of  the family has a positive 
impact on the process of  treatment and recovery, the 
patients’ comfort, and their relationship to others. Several 
studies have shown that obtaining information and being 
physically close to the patient are major needs of  these 
families.[3] Any intervention that reduces the impact of  the 
family’s tension will therefore directly benefit the patients 
well, since reducing the family’s stress leads to the better 
care and emotional support of  the patient by the family 
and consequently reduces the risk of  complications such as 
ICU psychosis.[6] According to one study, an open visiting 
policy leads to a significant reduction in the patient’s pain 
anxiety,[7] cardiac complications, mortality rate, and cortisol 
and thyroid stimulating hormone levels (the hormones 

involved in the stress response) and is not associated 
with an increase in infectious complications.[8] Another 
study showed that parental participation in providing 
preoperative care prepares the children psychologically 
and reduces their anxiety[9] According to studies, family 
members, health‑care staff,[10] and patients are all in favor 
of  the involvement of  families in health‑care provision.[11]

Supporting the patients’ family can be effective in their 
recovery. Improving the quality of  care in the ICU requires 
an assessment of  family satisfaction.[1] The recent decade 
has witnessed an increase in the number of  studies on 
family satisfaction in the ICU, and the care approach has 
also shifted toward patient‑centered and family‑centered 
care.[2] Satisfaction with the care provided is one of  the key 
dimensions of  the quality of  care. Most patients prefer 
to have their families involved in the decisions made 
about their care.[12] Despite the increase in the attention to 
patients, the needs of  the family members of  patients are 
still unmet in this area. Studies show that failure to meet 
these needs is a global issue.[2]

A clinical trial in France showed that improving relationships 
with family members and supporting them in the ICU can 
lead to a significant reduction in depression, anxiety, and 
posttraumatic stress disorder.[13] Despite the sufficient 
evidence on the effectiveness of  implementing an open 
visiting policy in the ICU and the evident need of  the 
modern educated family for obtaining information and 
active participation in decision‑making, the presence of  
families in ICUs is still controversial. Several reasons restrict 
the presence of  the family at the patient’s bedside, including 
increased physical stress, threatened safety,[14] and the risk 
of  infection and related mortality.[15,16] Some researchers 
suggest that family‑centered instead of  patient‑centered 
policies constitute an important dimension of  the quality 
of  health care.[12] Open visiting policies do not harm the 
patients; instead, they build a support system for the patient 
and help shape family environments.[4]

Considering the existing controversies and the fact that, 
according to available databases, no research has yet been 
published on the effect of  family participation in the burn 
intensive care unit (BICU) on the family’s anxiety in Iran, 
investigating families’ anxiety with the conditions governing 
BICUs appears essential. This research, therefore, explores 
the effectiveness of  planned family presence at the patient’s 
bedside in BICUs on the family’s anxiety in an attempt to 
help alleviate the pain experienced by patients and their 
families. The objective of  the present research is to analyze 
the effect of  planned family presence at the patient’s 
bedside in BICUs on the family’s anxiety.
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MARTIALS AND METHODS

The present study is a  randomized controlled clinical trial 
pretest‑posttest design and with an equivalent control  group. 
The  researcher selected 60 relatives of  patients who had 
with burn injuries based on the study inclusion criteria 
and from the list of  admitted  patients using sequential 
sampling over a 3‑month from March to May 2016. The 
research randomly divided the samples into two groups 
of  30 and obtained written informed consent from them 
after explaining the study objectives and ensuring them 
of  the confidentiality of  their data and their right to 
withdraw from the study at any time and then proceeded 
to fill out the demographic and clinical information. 
The inclusion criteria consisted of  being the relative of  
a patient who is an 18‑year‑old and older, conscious, 
experiencing a unintentional burn injury and able to talk 
and establish effective communication and who has been 
admitted for at least 48 h from admission.[17] Exclusion 
criteria for the relatives consisted of  having a history of  
neurological disorders, cognitive‑mental disabilities, and 
hearing and visual impairments[18] and failure to observe 
the ward regulations and nonadherence to infection control 
precautions. The exclusion criteria for the patients consisted 
of  the emergence of  respiratory distress, intubation, and 
changes in wound color indicative of  infection, being 
transferred to other wards, discharge, or death. The 
researcher had the general health questionnaire (GHQ) 
filled out for the patients before entering the study and 
ensured their lack of  severe psychological problems. On 
the 3rd day, the demographic and clinical questionnaire and 
the Spielberger State‑Trait Anxiety questionnaire (STAI) 
were filled out for the patient relatives. STAI was filled out 
in both groups by relatives (preferably blood relatives) on 
the 3rd day of  admission and before entering the unit. The 
required training was then provided by the researcher after 
the necessary arrangements were made with the physicians, 
ward manager, and shift staff. This training included briefing 
on the health status of  the patients, the ward regulations, 
how to treat open wounds, standard precautions for 
infection control and hand hygiene, especially washing the 
hands (since hands area carrier of  microorganisms) with 
soap and water or a disinfectant such as alcohol as a simple 
and key method for controlling nosocomial infections 
and preventing the spread of  antimicrobial resistance. 
They were also briefed on the conditions for entering the 
ICU and staying at the patient’s bedside, not touching the 
patients’ connection to devices and participating in feeding 
the patient as a primary care measure. In the intervention 
group, one patient family member visited the patient for 
an hour each day from the 4th day of  admission (for a 
total of  5 days), before the dressing change. Moreover, 

they participated in primary care such as feeding, change 
of  position. The control group received only the routine 
services of  the unit, which meant keeping out all family 
members from the BICU. At the end of  the 8th day of  the 
intervention,[19] the STAI was once again filled out in both 
groups by the patient relatives.
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Ethical considerations
This study was approved by the Ethical Committee of  
Mazandaran Medical Science University in Sari, Iran. The 
funds and equipment of  the project were provided by the 
research deputy of  Mazandaran University of  Medical 
Sciences. The family members of  patients were informed 
verbally and in writing about the purpose of  the study. 
In this study, the family members of  patients have the 
right to decide about participating in the study. The data 
were treated confidentially. The data have been gathered 
by three questionnaires: the demographic and clinical 
information (the patients and family members of  patients): 
the demographic and clinical questionnaire inquired about 
the patients’ age, gender, marital status, level of  education, 
occupation, place of  residence, areas affected by the burn, 
burn percentage and history of  burn‑related hospitalization 
and about the relatives’ age, relation to the patient, marital 
status, occupation, and level of  education. The 28‑item GHQ 
developed by Goldberg and Hillier (1979) has four subscales 
of  seven items each. The subscales and their items are 
somatic symptoms (items 1–7), anxiety and insomnia (items 
8–14), social dysfunction,[15‑21] and severe depression.[22‑26] To 
score the items, a score of  0 is given for choosing option 
one, 1 for option two, 2 for option three, and 3 for option 
four. A score above 6 in each of  the subscales and an overall 
score above 22 are indicative of  disease symptoms.[20]

The STAI contains 40 items and has been adapted for use in 
the Iranian population. Its reliability and validity have been 
confirmed in several studies. Rabie et al. and Rouhi et al. 
calculated its reliability as 0.89 and 0.9, respectively. This 
questionnaire has two sections: a section on state anxiety 
and another one on trait anxiety. The state anxiety subscale 
includes 20 items that evaluate personal feelings at the time 
of  answering the questions. The trait anxiety subscale also 
includes 20 items that evaluate the respondent’s general 
feelings. Responses are rated on a Likert scale from 1 to 4, 
with the options being not at all (1 point), mildly (2 points), 
moderately (3 points), and severely (4 points). Some items 
are reverse scored (items 1, 2, 5, 8, 10, 11, 15, 16, 19, and 20 
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in the state anxiety subscale and items 21, 23, 26, 27, 30, 33, 
34, 36, and 39 in the trait anxiety subscale). The total score 
of  each subscale is calculated by adding the score of  the 20 
items and ranges from 20 to 80. The rating criteria for the 
state anxiety subscale classify scores of  20–31 as indicative 
of  mild anxiety, 32–42 as moderate anxiety, 43–53 as higher 
than moderate anxiety, 54–64 as relatively severe anxiety, 
65–75 as severe anxiety, and 76 and over as extremely 
severe anxiety. For trait anxiety, scores of  20–31 are taken 
as indicative of  mild anxiety, 32–42 as moderate anxiety, 
43–52 as higher than moderate anxiety, 53–62 as relatively 
severe anxiety, 63–72 as severe anxiety, and 72 and over as 
extremely severe anxiety.[21] In this study, a “patient relative” 
is defined as someone who is legally, biologically (blood 
relative) or emotionally related to the patient.[1]

RESULTS

The Shapiro–Wilk test showed that the data are normal. 
Therefore, normal samples were used for analysis. The mean 
age of  the patients was 38.07 ± 13.01 in the control group 
and 36.17 ± 10.89 in the intervention group. The mean age 
of  the family members of  the patients was 35.93 ± 8.91 
in the control group and 34.60 ± 10.64 in the intervention 
group (P = 0.6). Therefore, the two groups were not 
significantly different. The burn percentage was 34.7 ± 9.15 
in the intervention group and 29.17 ± 17.05 in the control 
group, suggesting the lack of  statistically significant 
differences as per the independent t‑test (P = 0.09). The 
most frequent cause of  burns was heat in both groups. The 
mean GHQ score was 11.66 ± 2.22 in the intervention group 
and 8.70 ± 2.42 in the control group, which did not indicate 
disease symptoms. The two groups were not significantly 
different in terms of  variables including gender, type of  burn, 
marital status, and place of  residence (P > 0.05) [Table 1].

The mean age of  the family members of  the patients was 
35.93 ± 8.91 in the control group and 34.60 ± 10.64 in 
the intervention group. Therefore, the two groups were 
not significantly different. The two groups were not 
significantly different in terms of  variables including the 
occupation, gender, marital status, place of  residence, in 
their family members (P > 0.05) [Table 2].

Mean anxiety score in the patient relatives was 83.96 ± 10.36 
in the control group and 87.56 ± 7.82 in the intervention 
group. Therefore, the two groups were not significantly 
different. However, the end of  the intervention, both 
groups had changed. The two groups were significantly 
different in Trait‑State anxiety score in the patient relatives 
before and after the intervention. The results showed that 
anxiety was reduced in the intervention group [Table 3].

The pre‑ and post‑intervention effect size in the control 
group and also in the intervention group was more than 
0.8, which indicates a large effect size. In addition, the 
effect size of  the two groups in postintervention was more 
than 0.8 that signifies large effect size. Test power in the 
postintervention between the intervention and control 
groups with the two‑tail direction was estimated as 100%. 
Of  course, it is logical since the difference is very large. 
Test power in the preintervention between the intervention 
and control groups with two‑tail direction was 81% and 
control group test power in comparison the pre‑ and 
post‑intervention, was estimated 100%.[5]

DISCUSSION

Comparing the changes in the mean anxiety scores in 
the intervention and control groups before and after the 
intervention showed a postintervention reduction in the 
mean anxiety score in the intervention group. Even though 
before the intervention, their anxiety levels were high, 
participating in the patients’ family in the daily care of  the 
patient reduced their anxiety significantly. These results 

Table 2: The frequency distribution of the demographic 
variables in the family members
Variable Frequency (%) P

Control Intervention

Gender
Male 11 (36.7) 11 (36.7) P=1, χ2=0
Female 19 (63.3) 19 (63.3)

Place of resident
Local 21 (70) 16 (53.3) P=0.28, χ2=1.76
Nonlocal 9 (30) 14 (46.7)

Marital status
Married 29 (90) 25 (83.3) P=0.11, χ2=4.29
Divorced 0 0
Single 0 4 (13.3)
Widowed 1 (3.3) 1 (3.3)

Table 1: The frequency distribution of the demographic 
variables in the patients
Variable Frequency (%) P

Control Intervention 

Gender
Male 21 (70) 21 (70) P=1, χ2=0
Female 9 (30) 9 (30)

Place of resident
Local 22 (73.3) 16 (53.3) P=0.18, χ2=2.58
Nonlocal 8 (26.7) 14 (46.7)

Marital status
Married 24 (80) 22 (73.3) P=0.49, χ2=2.42
Divorced 0 (0) 1 (3.3)
Single 5 (16.7) 7 (23.3)
Widowed 1 (3.3) 0

Type of burn
Heat 24 (80) 27 (90) P=0.20, χ2=3.17
Chemical 1 (33) 2 (6.7)
Electrical 5 (16.7) 1 (3.3)
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are consistent with the results obtained by Pochard et al. 
in France[22] and Lee and Lau in China.[23]

Fumis et al. in Brazil also showed high levels of  anxiety 
in the patients and their family members 48 h after the 
patient’s hospitalization in the ICU. The level of  anxiety 
was measured at the time of  discharge and 30 and 90 days 
afterward. The measurements showed that the level of  
anxiety was high in the patients and their family members 
throughout the study, but reduced in the patients and 
remained consistent in the family members after the patient’s 
discharge.[24] The difference between the present findings 
and Renato’s findings can be attributed to the different 
ICU visiting policies, which comprised of  an open policy in 
Brazil; as a result, the impact of  visiting was not evaluated 
as a main independent variable on anxiety. Nevertheless, 
Renato’s study also confirmed the presence of  high levels 
of  anxiety in the family members of  ICU patients.

The present findings are also consistent with the results 
obtained by Garrouste‑Orgeas et al. in France province on 
the opinions of  families, staff, and patients about family 
participation in care in intensive care units. The level of  
anxiety was severe in the family members of  patients 
hospitalized in the ICU,[11] which could be due to the 
patients’ serious life‑threatening disease and the advanced 
equipment and technology in the health‑care settings and 
intensive care units.

In line with the present findings, another study conducted to 
evaluate the impact of  family training programs in proportion 
to the needs of  patient family members also reported a 
reduction in the level of  anxiety in family members following 
hospital visits and close contact with their patients.

The present study showed that the level of  anxiety in 
the family members did not increase by seeing other 
patients after they entered the unit, and at the end of  the 
intervention. According to some studies, seeing other 
critically ill patients in the ICU is a distinct stressor for 
family members with patients hospitalized in these units;[25] 
however, this assumption is inconsistent with the present 
findings. This difference may be attributed to the patients’ 

hospitalization in private rooms in the present study but 
not in others, so that, in those studies, family members had 
to see other patients on their way to visit their own patient.

Another study entitled “Passive decision‑making preference is 
associated with anxiety and depression in relatives of  patients 
in the intensive care unit” showed that the participation of  
family members in making decisions for their patients in 
the ICU can cause themselves anxiety and depression.[26] 
However, these findings are inconsistent with the results 
of  the present study. A possible explanation for this finding 
might be that the family members had little information about 
the disease and feared making important medical decisions 
for the patient and the outcomes of  their decision.

Nevertheless, the family members of  the patients in the 
present study received training and information before the 
intervention and were in the ICU merely for visiting their 
patient and performing simple tasks such as feeding the 
patient, and both the family members and the health‑care 
team were ensured that their presence was not dangerous 
for the patient. In line with the present findings, another 
study conducted to determine the environmental and 
psychological factors affecting anxiety in family members 
of  ICU patients also showed that visiting their patient 
from behind windows and having no face‑to‑face visits 
contributed to anxiety in the family members.[26] Taking 
account of  these factors and having a family‑centered 
approach to health care appear to be able to significantly 
reduce anxiety in the family members of  patients.

CONCLUSION

According to the present findings, the daily presence of  a 
relative at the patient’s bedside in the BICU can have a relaxing 
effect on the patient’s family. In the present study, however, 
the family members of  patients with burn injuries paid regular 
planned visits to their patient after they were adequately 
trained on how to behave at a BICU and about infection 
control precautions and based on their patients’ conditions.

The present study was carried out at a burn center. Due to 
the cultural and geographical differences, it is recommended 
that other burn centers be used. The findings suggest that 

Table 3: Comparing the Trait‑State anxiety score in the patient relatives in the intervention and control groups before and after 
the intervention
Variable Mean±SD t P

Control Intervention

Trait anxiety score before the intervention 38.90±6.16 37.13±1.65 1.51 >0.001
Trait anxiety score after the intervention 44.90±5.54 26.10±2.50 16.91 <0.001
State anxiety score before the intervention 45.06±5.60 50.43±7.50 3.13 >0.001
State anxiety score after the intervention 62.78±5.41 33.53±4.17 23.40 <0.001

SD: Standard deviation
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this method can reduce anxiety in the family members 
more effectively. In view of  studies conducted over the 
past decade, it appears that the traditional belief  that patient 
visits should be restricted in the ICU is no longer justified 
and needs to be revised.

It is therefore recommended that nursing managers and 
hospital officials provide family communication skills 
training support their clinical nurses and develop clear 
protocols for patient visits so as to help reduce anxiety in 
the family members of  patients and subsequently eliminate 
the patients’ anxiety and accelerate their recovery.
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