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Abstract 

Admission to a coronary care unit is often accompanied by high levels of · 

anxiety for both the patient and the family. This anxiety is related to the sudden 

assault on the patient by unfamiliar noises and faces, the constant flurry of 

activity, and multiple invasive procedures~ The fear of death and the change in 

self image experienced by the patient compounds this anxiety. The increased 

_ anxiety levels can be exhibited in many "!ays, including activation of the 

autonomic· nervous system. The critical ~are nurse may see such autonomic 
. J 

stimulation demonstrated as an increas~
1
ti heart rate or increased frequency of 
i 

ectopy {dysrhythmias), both potentially life-threatening situations. Therefore, 

intervention that decreases anxiety may be of great benefit to patients in 

coronary care. ! 

_ The purpose of this study is to determine if the continuous presence of 

family and friends with_the patient {i.e., non-restrictive visiting-) is associated with 
' . [· -, 

cardiac ·performance, as--evidenced by the patient's resting heart rate and the 
. I -- - . . 

number of dysrhythmias. ) · · 
·I 

The forms of ~isiting hours tested in this study were: (1) open visitation in 
.. ' -! 

. . ~ 

Group A (two visitors were allowed to visit the patient at any time of day and 
' ii . 

~ •t 

could stay an unrestricted amount of time) and (2) scheduled visitation Group B 
. . •. • . • . I 

(two visitors were allowed to visit the p:atient during limited pre-determined 



visitation times). A SO-second electrocardiographic strip indicating heart rate 
l't 

and possible ·_ectopy- was obta~ned at the- foHowfng. times: 

1. Immediately prior to the arrival of visitors (a 60 second strip was collected 

upon receiving the phone call from the visitor in the waiting room) 

2. Five minutes after the visitors walked into the room 

3. One to five minutes after visitors left the room 

It was hypothesized that patients experiencing op·en visitation would 

experience a decrease in rate of ectopy (PVCs and PACs) and would 

demonstrate lower resting heart rates aft.er visitation than subjects experiencing 

scheduled visitation. The study revealed no significant differences over time or 
. ·: . 

between groups A and B in either the nu:tnber of PVCs or PACs. However, the 

open-visitation group exhibited significantly lower heart rates after visitation 

than subjects with scheduled visitation (p=.03). Thus, the data suggest that 

open visitation policies may contribute to decreased anxiety levels in coronary 

care patients as indicated by decreased heart rates. Further research with 

larger sample sizes is recommended to further investigate the impact of type of 

visitation on anxiety in -critical care patients. 
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Chapter I 

INTRODUCTION 

When patients are admitted to coronary care units (CCU), they are often 

confronted with unfamiliar noises and faces, a constant flurry of activ~ty, and 

multiple invasive procedures. These factors may increase responses to pain 

and fear (Heater, 1985). Hospitalization can adversely affect an individual's 

basic need for identity and a sound self-concept, as well as cause regression 

and sensory deprivation. Zetterlund (1981) states that patients usually exhibit 

anxiety over the fear of death, as well as a change in self-image. All of these 

effects_ may have a direct or indirect impact on a patient's recovery or 

psychological comfort during hospitalization (Barnett, 1972). Highly anxious 

patients may have cardiac dysrhythmias related to this anxiety. 

Theorell and Wester (1973) indicate that potentially life-threatening 

cardiac dysrhythmias are the result of an increase of epinephrine and 

norepinephrine and that the development of ventricular dysrhythmias seem to 

be facilitated by catecholamines, especially during the course of a myocardial 

infarction. "Studies also verify that anxious myocardial infarction patients 

develop more arrhythmias than do others" {Theorell- and Wester, 1973, p. 193). 

"An estimated 60 percent of deaths associated with acute infarction occur within 

one hour of the infarct and result from fatal arrhythmias . . . Over .80 percent of 

patients with myocardial infarction have dysrhythmias; greater than 60 percent 

have ventricular ectopic beats" {Weeks, 1986, p. 31 ~). Anxiety in the patient 

who has been admitted to a CCU can be exhibited as anger, hostility, chest 
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pain, retention of sodium, and activation of the autonomic nervous system 
\ 

(Ford, 1987). A critical care nurse may observe an increase in heart rate and 

ectopy when the autonomic nervous system is activated. An increase in heart 

rate may indicate anxiety and could. be potentially harmful to the patient. 

A patient's admission in a CCU also creates a crisis within the patient's 

family unit. This crisis occurs because the "threat ~o the pat~ent's life and 

2 

~, survival brings about _a threat to the structure if not su·rvival of.the family" 

(Zetterlund, 1981, p. 320). The anxiety that is experienced by·the family during 

the crisis is usually transmhted tQ the already anxious patient and contributes to 

the·patient's response to illness. Boykoff (1_986) states that if the needs of the 
. . ' - . 

family are met, the· family is better able to contribute to the patient's· recovery. 

Thus, the patient's recovery may become less stressfuL Boykoff (1986) 

identified frequent visits from family or significant others as a need of patients 

who are newly admitted to a CCU. When this need is met, the potential anxiety 

may be decreased, lessening the chance of increases in heart rate and ectopy. 

Stillwell (1984) states that a source of stress for patients and family members is 

a lack of flexibility in visiting regulations. Zetterlund (1981) states that the 

visiting hour is the primary opportunity the family has to continue the patient

family relationship. 

"The patient without family support in the intensive care unit feels 

abandoned by the family and powerless, while family members sequestered in 

the waiting room feel left out and powerless to help their loved one" (Heater, 

1985, p. 183). An important need of the family of a newly admitted patient in a 

CCU is the opportunity to visit the patient. If a patient is anxious, the presence 

of family members (the p~tient's social support) may decrease patient anxiety 

as well as the anxiety of the family members. Based on the theory from Cobb 

(1976) and Thomas (1978) that sustained family presence is important to the 
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· well being of a person who has had a myocardial infarction, this study is being 

conducted to examine the relationship between open versus scheduled visiting 

hours and changes in the patient's heart rate and ectopy. 

Research Question 

What is the relationship between cardiac performance (heart rate and 

ectopy) and the schedule of visiting hours in the CCU? 
\ . 

Purpose of the Study 

Several studies have been conducted ·to determine which type of visiting 

(open or scheduled) is most beneficial to the patient in the CCU (Lynch, 

Thomas, Mills, Malinow, & Katcher, 1974; Thomas, Lynch, & Mills, 1975; Brown, 

1976; Mitchell, 1977 ). However, the findings _of these studies have produced 

inconclusive data._ From experience, nurses •in the CCU strive to decrease the 

patient's anxiety, because anxiety could increase heart rate and/or ectopy. Both 

of thes·e effects may pose a danger to the possibly_ injured myocardial tissue 

and therefore the patient. The- purpose of this study is to determine if the 

continuous presence of family and friends with the ·patient (i.e., non-restrictive 

visiting) is ~ssociated with cardiac_ performance, as evidenced by the patient's 

resting heart rate _and the number of dysrhythniias. 

Need for the Study 

The critical care nurse is challenged to meet the needs of the patient and 

his or her family in the CCU. There are several questions that arise when a 

patient is admitted to the CCU. How can nurses assist in the prevention or 

alleviation of the patient's anxiety? Do the type_ and frequency of visiting hours 

affect anxiety? What type of visiting hours positively affect the patient's _baseline 

heart rate? Do open visiting hours reduce the patient's anxiety, as measured by 

heart rate and ectopy? Do scheduled visiting hours (which many CCUs still 

enforce) affect the patient's• h_eart rate and ectopy?· 
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Nursing research has identified the positive and negative aspects of both 

open and scheduled visiting hours (Brown, 1976; Thomas, Lynch, & Mills, 1975; 

Mitchell, 1977; Kirchhoff, Hansen, Evans, & Fullmer, 1985). Several research 

studies have concluded that there is a need to continue investigation into the 

impact of visiting policies on the reduction of patient and family anxiety 

(Kirchhoff, Hansen, Evans, & Fullmer, 1985). Therefore, more research needs 

to be conducted to determine how to reduce the anxiety of the critically ill 

patient. If anxiety is _not managed, the coronary care _patient may experience an 

·increase in heart rate and ectopy, and may develop ch·est pain or a number of 
. . 

symptoms related to the increase in catecholamine ·release. In the past there 

have been areas of disagreement between patients, family members, and 

nursi~g staff regarding_ ,,isitation. The nurse has to respond to family members' 

and patients' needs and preferences, which could be conflicting. Nurses need 

to identify the visitation practices that are supportive of h_ealth and well-being of 

patients and family members. 

Hypotheses: 

There will be a difference in cardiac performance of cardiac patients with 

open and scheduled visitation. The hypotheses: 

1. Subjects (Group A) who have unrestricted or open visiting hours 

will have a lower rate of premature ventricular contractions than 

subjects (Group 8) who are assigned to a restricted or scheduled 

visitation policy. 

2. Subjects (Group A) who have unrestricted or open visiting hours 

will have a lower rate of premature atrial contractions than 

subjects (Group B) who are assigned to a restricted or scheduled 

visitation policy. 
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3. Subjects (Group A) who, have unrestricted or open visiting hours 

will have a lower post-visit heart rate than subjects {Group B) who 

are assigned to a restricted or scheduled visitation policy. 

Assumptions 

The following are assumptions of this study: 

1. Patients who are admitted to the CCU will experience anxiety. 

2. Patients who are admitted to the CCU with different diagnoses will 

exhibit a number of cardiac rhythms. 

3. Cardiac changes could have· a relationship to anxiety. 

Definition of Terms 

For the purposes of this study, the terms listed below have been assigned the 

. following operational· meaning: 

anxiety- anxiety will. be measured by an increase in heart rate and/or 

rate of ectopy. 

base line- the mathematical average of the patient's heart rate for the first 

two 8-hour shifts following admission. 

change in heart rate- increase or decrease in heart rate by more than ten 

beats per minute over base line. 

ectopic cardiac beat- The cardiac "beat arising in any focus other than 

the sinus node" (Marriott, 1983, p. 107). It may include premature 

ventricular contractions· {PVCs), premature atrial contractions 

(PACs), junctional tachycardia, paroxysmal atrial tachycardia, 

idioventricular tachycardia, and ventricular tachycardia. For this 

study, only PACs & PVCs are considered. 

heart rate- The rate at which the patient's heart is beating; measured by 

the cardiac electrical impulse monitored on Hewlett Packard as 

well as Spacelabs monitoring, 24 hours a day. 
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open ·visiting_ hours- two (2) visitors allowed to visi_t patient at any time of 

day and to stay an unrestricted amount of time. 

, scheduled visiting hours- two (2) visitors allowed to visit the patient 

during the following times: 6 a.m. until 6:1 0 a.m.;.9 a.m. until 9:1 o 

·a .. m.; 1 p.m. until 1 :10 p.m.; 5 p.m. until 5:10 p.m., and 8:30 p.m. 

until 8:40 p.m. unless an emergency arises during the visiting 

hour. 

visit- begins when .the vi$itor walks into the room. 
,· 

visitor- : person identified by the patient as being a significant other. 

Limitations 

The following are multiple variables that cannot be controlled: 

1. The type and _severity of th~ ~ardiac condition of the patient. 
. . . . 

·2 .. The naturE! of the interpersonal dy_namics between the patient and the· 

· visitors. 

3. The nature of the interpersonal dynamics between nurses, family 

members, and patients. 

~ 4. Medications the patient may be receiving that may affect the cardiac 
/ 

performance: 

A. calcium channel blockers 

8. beta blockers 

. C. antiarrhythmics 

5. Cumulative drug effect. 

6. Activities, including nursing procedures, that may be done after 

visitors have departed, such as the patient voiding. 
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Chapter II 

REVIEW OF THE LITERATURE 

Patients admitted into the CCU with cardiac conditions are in a 

compromised physical state. The goal of the coronary care nurse is to prevent 

further deterioration of this compromised physical state (Brown_, 1976). Patients 

who are admitted to CCU are anxious about the outcome of their illnesses and 

change in their status, as well as other potential losses. Stillwell {1984) states 

that one source of anxiety for the patient and family members is separation due 

to inflexible visiting regulations. Lovejoy (1987) observed that the patient's 

hospitalization experience places stress on family members, as well as on the 

patient. 

Social Support 

Reigel (1988) defines so~ial support as "an exchange of resources 

between at least two individuals perceived by the provider or the recipient to be 

intended to enhance the well-being of the recipient" (p. 7 4). A supportive so.cial 

support system may buffer the effects of stress, decrease the risk of illness, and 

aid in coping with crisis. Reigel (1989) states that out of the 1.5 million 

Americans who suffer from myocardial infarction (Ml) yearly, 1 million survive 

and must learn to live with their coronary disease. In order to help these 

patients with the adjustment to their illness, they must have an effective social 

support system. 
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When the patient is admitted to the CCU, the family's social suppo"rt 

system is interrupted by removing the patient from familiar surrounding_s and 

persons. The family's physiological and psychological support is de~reased by 

this separation, and anxiety is increased with the patient's admission to the 

CCU. Berkman ~nd Syme (1979) state that in past research it has been shown 

that social support reduces mortality by one-half. Therefore, social ties and 

relationships could play a critical role in the determination of health status~ The 

importance of support and cooperation from the family COl:Jld make an 

enormous difference during the recovery period o.f patients with a myocardial 

infarction (Schneidt, 1980). 

ln--order to de6re_ase_.anx~_~jy and stress for the patient in a CCU, Jt has · 

· beeri · su~gested th~tsocial. support for-.ttie·,patient. be_ allowed to continue in the 
. , . 

CCU; as 'prior to admi_~si~n~ This family support will-f~cilitijte coping with the 

current crisis and the __ pati~nt can adapt to change more readily (Cobb, 1976). 

Roberts (1988) states that "social support/networking is important in-transmitting 

val_~es. ~nd :beliefs ~hat _i_nfll:lenc_e. health, behaviors, in providing treatment. and 

. referral for these disorders, and in alleviating ·or causing stress that leads to the 

use of these s_ervices" (p. 1 ). Roberts (1988) quotes Gour.ash (1978) in his 

definition of help seeking as " 'any communication about a problem or 

troublesome event which is directed toward obtaining support, advice or 

assistance in time of distress"' (p. 2). Definitions of help seeking by other 

authors, as well as· their opinions of the relationship of help seeking and social 

support/networking, are also discussed by Roberts. 

Norbeck (19~2) developed six assumptions that provide a framework for 
' . ,. . . 

understanding social support. One of the assumptions is that "people need . 

supportive relationships with others throughout the life span to manage the role 

demands of day to day living, as well as to cope with life transitions and 
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. who lacked social and community ties proved twice as likely to die (elaboration 

of cause of death not mentioned) in the follow-up· peri_od than those with the 

most social contacts" (p. 23). Kahn and Antonucii ·(1980) stated that when 

adults had strong and supportive relationships, they were able to cope better 

with the stresses ·of their e.nvironment. 
' . ' . . 

Cobb (1976)- defines social support as "information leading the subject to 

believe that he·is cared for and loved, esteemed and a member o.f a network of 

mutual obligations" (p. 300). It is Cobb's opinion that social support facilitates 

coping with crisis and helps with the adaptation to change. Adequate social 

_ support can also protect people who are in a crisis from a wide variety of 

pathological states, reduce the amount of medication that may be required, 

accelerate recovery, and facilitate compliance with prescribed medical 

regimens. The support from significant others during the first phase of 

hospitalization is crucial to the survival of the patient. Therefore, allowing 

patients to interact with their natural social support system (i.e., family, friends, 

or significant others) as often as permitted during visiting hours could facilitate 

coping and recovery. 

The relationship of the patient and the spouse is another major factor that 

affects social support and adjustment, according to Waltz (1986). Longitudinal 

data was collected using questionnaires and interviews from over 600 male 

cardiac patients and their spouses to. determine the effect of the marriage on. 

quality of life following a myocardial infarction. Several factors that had direct 

and indirect effects on the social support and the adjustment after a myocardial 

infarction were (1) the marital status, (2) the emotional quality of the 

relationship, and (3) long-standing marital stressors. The determination of 

these effects were not mentioned. From this study Waltz concluded that if the 

marital relationship had an emotional closeness and did not affect the patient in 



a negative way, the relationship facilitated coping with the results of the 

infarction. 

Heater (1985) reviewed the literature concern·ing visiting hours, 
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1 
challenged the restrictions of visiting hours of patients in the intensive care units 

(ICU), and concluded that restrictive visiting hours needed to.be changed. The 

author stated that there are several important factors that need to be considered 

when placing restrictions on the families and significant others of these critically 

ill patients. A few of these factors are: 

(1) To understand that the more vulnerable the patient is 

physiologically, the greater the fear and need for emotional 

support from significant others; (2) Recognition that the changes 

_ ttJ_at have o~curred_ in ~isiting practices in pediatric and maternity 

settings· have resulted in physiologic benefits (not described) to 

patients; (3) _Evidence that family interaction~ are less stressful for 

patients than staff patient interactions ... (p. 181) · 

Heater stated that the _patient who is admitted into an intensive care unit "needs 

much emotional support, a~d the candidate most likely to be successful in 
. . . ' 

providing. this· is. the'·spouse or a significant other'' (p. 183). The family member 

who quietly sits at the patient's side may provide· the necessary reassurance for 

the patient to close his or her eyes and rest. Families who have given effective 

support have the ability to sustain critically ill members by providing the strength 

that is essential to overcome the biologic crises that may occur (Roberts, 1976). 

Heater (1985) suggested that the ideal intensive care unit fo'f a patient with a 

myocardial infarction would be one that utilized superior technology along with 

a staff who were aware of the patient's need for psychological support from the 

family. 
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Brown's (1976) research centered on stress-results that arose from family 

visits. The heart rate, blood pressure, and cardiac rhythm of 50 patients were 

monitored for the _first 2 to 3 days of .their -hospitalization. Monitoring was done 

at specific time- intervals:_ 5 minutes before the ~isiting period; during the 1 a
minute visiting period, _and within 5 minutes after the ·visiting period. The results 

were then compared to an identical time sequence but without any 

disturbances, called the control periop. Conclusions of the study indicated that 
;I; 

there were no significant changes in blood pressure and heart rates of CCU 

patients, when awake and not interrupted by stressful events. The study also 

indicated that family visits of 1 O minutes every hour affected the blood pressure 

and heart rate of these ·patients as a stressful event. The last conclusion of this 

study indicated that a visiting period of 1 O minutes every hour for 12 hours 

appeared to be a stressful event because these patients were in the early 

stages of their acute coronary disease and they were more vulnerable to 

--fatigue; therefore, such visiting schedules were not conducive to good patient 

management. 

For the purpose of this study, social support is assumed by the presence 

of a visitor in the patient's room, with no attempt to control or determine quality 

of interaction or support offered by the visitor(s). 

Scheduled Visiting Hours 

The visiting policy in many critical care units is 5 minutes every hour and 

this has been a concern to b_oth patients and families. This policy was first 

recommended by the United States Public Health Service for intensive care 

units. For coronary care units, the·recommendation was essentially the same, 

but the "number and length of visits should be kept at a level with the patient's 

condition and with the effective operation -of the unit" (United States Department 
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of Health, Education and Welfare, Public Health Service, 1989). Chamel, 

Trattler, & Maddox (1988) state that scheduled visiting hours originated from the 

theory that the critically ill patient needed rest, and it was felt that family 

members had a negative effect on the patient's recovery. The intensive care 

nurse's focus is on the need_s and care of the critically ill patient. Therefore, the 

visiting needs of family members could be a distraction and deter the nurses 

from providing essential patient care (Chamel, Trattler, & Maddox, 1988). 

· Gardner and Stewart (1978) stcite that often families are viewed as sources of 

stress for the nursing staff and patients. Another distraction the intensive care 

nurses encounter is the lack of knowledge of the type of interaction needed for 

family members and patients. The lack of knowledge regarding ways to deal 

with _family members, and a lack of understanding of their needs, has 
. . . . ,. 

) 

contributed to the problems faced by intensive care nurses. when they attempt to 

ide_ntify and meet family members' visiting needs (Chamel, Trattle_r, & Maddox, 

1988). 

Theorell and Wester -(1973) conducted a study. on the effects of visitors 

on definite or suspected myocardial infarction patients, as well as on observed 

patients (definition of these patients not given). The study included 36 

consecutively admitted patient~ -who ,were admitted to the CCU in 

Serafimerlasarettet~ Sweden. The· authors measured the effects of visitors by 

the frequency of ventricular dysrhythmias and by the-analysis of plasma free 

fatty acids (FFA). The information gathered for this study focused on the number 

of visits by relatives, as well as the kind and number of disturbing items (painful 

or distressing procedures performed on the patient) in the unit during the 24-

hour period. The data was gathered by a 1 O minute interview and by 

observation within the first 24 hours after the admission into the unit. 



All patients were included except four, whose condition deteriorated 

~ seriously making the1 O minute interview impossible. The questionnaire 

/ included questions about visjts "from mostly spouses or children, worries 
. . 

because of statements from personnel, noise from the ward, awareness of 
. . 

1 3 

·emergencies in other ·patients, and painful or otherwise worrying examinations 
- - ' ' - .- - ' ,. 

or operations" (Theorell & Wester, 1973, p.193).· The interviews were made 

when the patients' condition allowed (criteria to determine when interview to be 

conducted not included in article), usually within the first 8 to18 hours after the 

admission into the·_unit. The_ data co_llection of events (visits from family 

members and disturbing items) began ·2 hours after admission and was 

conducted for 24 hours. 

The results of this study demonstrated that out of the 15 patients with 

definite or suspected myocardial infarction, 12 patients experienced 

dysrhythmias with visits, whereas only 3 patients receiving visitors did not have 

dysrhythmias. Thus, the authors concluded that "arrhythmias occurred more 

frequently and more severely in patients who had visits" (Theorell & Wester, 

1973, p.193). This information could support the hypothesis that "many visits of 

relatives may be dangerous for the myocardial infarction patient during the first 

days" (Theorell & Wester, 1973, p. 210). 

In the area of "disturbing items" (painful or distressing procedures 

performed on the patient), 6 out of the 7 patients of the definite or suspected Ml 

group with disturbing items had dysrhythmias, whereas 7 out of the 1 O patients 

in the definite or suspected Ml group with no disturbing items had dysrhythmias. 

The authors then concluded that there "seems to be a tendency for more 

arrhythmias in patients with disturbing items" (Theorell & Wester, 1973, p.209). 

The plasma levels of FFA were high in the definite or suspected Ml 

patients as well as in the observation patients, although there was no significant 
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difference in the two groups. This information may indicate similar degrees of 

sympathetic hyperactivity in the two groups. Als(?, there were no statistically 

significant relations observed between FFA levels and disturbing items or 

between FFA levels and visits. 

Zetterlund (1981) conducted int~rviews with a group of 17 patients from -. 

two CCUs, the locations of which were not identified. In both units the written 

visiting policy was explained by the nurses of these units and the visiting period 

was for 5 minutes every hour. At one institution the length .of the visiting period 

was not enforced, and the visiting period varied from 5 to 40 minutes. At the 

other hospital, the visiting period began every hour on the hour and lasted for 5 

minutes. The unit secret.ary informed visitors when this period had ended by 

entering_ each 'room and announcing the end of the visiting hour. Because of 

the "secretary's other responsibilities, the time of her announcement was 

sometimes delayed; also, some visitors were reluctant to leave until spoken to 

more than once. As a result, length of visits ranged from 5 to 23 minutes, 

although most were 9etween ,sand 10 minutes" (Zetterlund, 1981, p. 321 ). 

Five of the 17 patients interviewed cor:,cerning the 5-minute visiting policy 

· stated that they preferred the limited 5-minute visiUng hour. The reason for this

preference was the fact that patients in the units were sick and that they needed 

rest. Also, longer visits tended to interfere with personal needs. Eleven patients 

that were interviewed stated that the 5 minu!e visiting hour was too brief. Five of 

these eleven patients sug·gested a 10- or 15-minute visit. Two patients felt 5 

minutes was not long enough to visit satisfactorily and· it did not give them 

enough time to discuss family business. "Another patient stated that he felt more 

relaxed when the visits were longer and that he often_thought of his family 

having to wait the 55 minutes. Another patient ·felt like he was in jail. Three 

other patients stated that visiting hours should be affected by how the patient 



feels and one patient was "noncommittal in his opinion of visiting privileges" 

(Zetterlund, 1981, p. 321 ). 
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The reactions of the nine interviewed family members -were the following: 

(1) one agreed with the 5-minute visiting policy; (2) the wife of one patient 

generally agreed with this. -policy but wanted to stay longer and "just wanted to 

s_it with my husband when he was very sick" (Zetterlund, 1981, p.322); (3) the 
\ 

remaining -seven vfsitors preferre.d lo-ng·er visits but some restriction on the 

amount of time spent with the patient depended-on--the severity of his illness 

(Zetterlund, 1981 ): 

Zetterlund (1 ~81) observed changes in the cardiac rhythm during four 

patients' _visits. In 0110 patient, a slight temporary irregularity of heart rate 

de~(:)loped at the· beginning of the visit and the other three patients experienced 

temporary changes in rhythm at the end of the visit When these patients were 

interviewed "two of the latter patients stated they preferred visits restricted to 5 

minutes. However, the two visits that precipitated dysrhythmias were 23 and 40 

minutes in length. These observations suggest that visits longer than the period 

of time desired by the patient may result in increased stress, as reflected in 

cardiac changes" (Zetterlund, 1981, p. 322). 

Open Visiting Hours 

Thomas, Lynch, and Mills (1975) report that previous studies have 

"shown a significant heart rate and rhythm change that may occur -in coronary 

care patients during a variety of socio-clinical interactions" ( p. 750). They also 

found from observing a patient f9r a day in the CCU that there was an increase 

in heart rate and ectopic beats with each interaction. This rise in heart rate and 

ectopy lasted from 30 seconds to 5 minutes. The authors then concluded that 

the most critical period for interaction, whether nurse/patient or family/patient, is 



at the onset of the visit. With these findings, Thomas, Lynch, and Mills argue 

that the short, structured, staff-controlled family visits should be eliminated. 
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Mitchell (1977) studied the responses of patients in the intensive care 

unit to family visitation by a~sessing heart rate, blood pressure, and the number 

of premature ventricular contractions per minute. The assessment VJas done 1 0 

minutes before visiting hours, and 10 and 20 minutes after visiting hours had 

begun. Mitchell found that the hazardous period for family visitation occurre.d 

during the first 1 0 minutes, whereas the second 1 0 minutes yielded physiologic 

benefits. The mean results for ectopy were the following: one PVC for the first 

minute; 4 per minute. after 1 0 minutes; PVCs fell below baseline after 20 

minutes (Mitchell, 1977). The results supported permitting a family member to 

remain at the bedside• to decrease patient anxiety and promote cardiovascular 

stability. 

Zetterlund (1981) conducted a study to determine if "patients' stre_ss 

levels would differ if the length of visits were controlled by hospital personnel in 

contrast to being controlled by the patient and his family" (p.322). Zetterlund 

(1981)_ measured stress by the patients' change in heart rate and rhythm during 

the. visits in compari$on Jo t·tie heart rate_ arid rhythm while the patient had no 

visitors ahd was resting_. The_ study involved ·17 patie•nts in a CCU and the 

measurements were obtained during a total of 35 visits. 

In the group of patie~ts..in which the nurses did not enforce the visiting 

period of 5 minutes and let the family and patient control the length of visits, 

Ze~erl_und (1981,) observed a mean increase of 10% in heart rate in the 

beginning of the visits. The mean heart rate decreased to the mean resting rate 

at the termination of the visit. The author "suggested that level_s of stress may be 

decreased at this time if length of visits are controlled by the patient and his 

family. In the visiting period that was enforced, the mean heart rate increased 



by 6% and 7% above the mean resting rate throughout the e·ntire visit" 

(Zetterlund, 1981, p. 322). 
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Lynch, Thomas, Mills, Mali now and Katcher (197 4) state that discrete 

social events such as human contact (i.e., taking blood pressure, holding the 

patient's hand, bringing the meal tray) can immediately influence heart rate· and 

heart rhythm and the frequency of ectopic beats in coronary care patients. With 

a decrease in anxiety and promoting rest (i.e., allowing periods of sleep and 

relaxation and a decreE.lse in activity}, the body's organs are allowed to assume 
. . . . 

their natural and balanced function (_Ha~man, 1973). 

Lynch, et al (1974) conducted a study that invol~ed the observation of 20 

patients in a CC_U. Each patient had been in the unit for a minimum of 12 hours . 

. Ea~~ patient's _electrocardiogram was recorded for a 2- to 10-hour .period, and 

the patients were observed for 6 to 8 hours. All events were marked on the 

electrocardiogram as the·y occurred, and all interpersonal interactions were 

recorded in a log book by two assistants. In this report, the authors elaborated 

on only three cases. In each case, when a member of the medical field 

interacted with the patients,.their heart rate and ectopy increased. In one case, 

a patient had visits from some members of her family and friends; with each visit 

the patient's heart rate remained the same. Yet, in between, when the patient's 

daughter and husband were no longer present, her heart rate increased by 4 

beats/min. No other patient in this study had visitors. Lynch, et al concluded 

that "discrete social events can immediately influence heart rate and heart 

rhythm, and the frequency c;>f ectopic beats in CCU patients. The fact is that 

human contact can and often does affect the cardiac system of other human 

beings" (p. 97). 

Fuller and Foster (1982) conducted a similar study with 28 patients in a 

surgical intensive care unit (SICU). The study was done to replicate a portion of 



1 8 

Fuller and. Foster (1982) conducted a similar study wilh 28 patients in a 

surgical intensive care unit (SICU). The study was done to replicate a portion of 

a previous study (which previous study was not mentioned) that indicated family 

visits were stress-provoking to coronary care patients. It was suggested that a 

similar study be done with SICU. patients. This study was also to "compare the 

effects of family-friend visits versus task-oriented or interpersonally oriented 

nurse-patient interactions on the heart rate, blood pressure, and vocal stress of 

the SICU patients" (p. 458). Each of the 28 patients was visited by a family 

member or significant other for 15 minutes and then interacted with a nurse for 

15 minutes. Two types of nursing interactions were tested: task nurse and 

interpersonal nurse. The task nurse was instructed to care for the patient with a 

tas_k f~cus for 15 minutes, whe_reas the interpersonal nurse was instructed to 

spend 15 minutes "talking about family, friends, weather, etc."(p. 459). This 

nurse did not try to encourage the patients to ventilate their feelings, nor did the 

nurse try to respond to the patients' feelings. This study began on the second or 

third postoperative. day and occurred within the same hour for a given patient. 

Blood pressures and heart rates of these patients were obtained by automatic 

monitoring devices on four different occasions: just before, at two 5-minute 

intervals during, and immed.iately following interactions. The ,authors then used 

· a tool to ·measure stres_s/arousal by the tension of the skeletal muscle. This 

measurement was obtained _by the microtremor suppression of vocal muscles 

and in the cardiovascular resp·onse. Vocal microtremor d_ata was obtained by 

audiorecording "yes'' answers-to five "neutral" questions. Fuller and Foster did 

not find a rise or fall in the patient's blood pressure or heart rate when 

measured. during and after visits by a nurse or significant other. They did find a 
~: . . : . . ' 

difference in vocal stress in positive and negative visits of the significant other 

and nurses (negative and positive visits were not defined). It was concluded 
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that family-friend visits were not any more stressful to the SICU patients than 

nurse-patient interactions. The study also demonstrated that the 15-minute 

visits are no more stress/arousal provoking than the 5-to10- minute visiting 

periods. Therefore, this study did not support a reduction in patient visiting time. 

Studies that investigated the effects of family visits on patients in a CCU 

have been limited and reveal conflicting data as to whether visits produce 

anxiety in the patient. Leigh (1972) stated that if patients stay at home during 

recovery from a myocardial infarction, they could prevent the chances of cardiac 

dysrhythmias that could occur due to the intense anxiety of separation. There 

are several causes of increase in dysrhythmias of the patient who is recovering 

in t_he CCU: the separation between the.·patient and the visitor, as well as the 

hostility that the patient often expresses . .-

Visitation Viewed from Rogers' Theoretical Model 

The e_ffect of ~he presence of ~ visitor on a patient in CCU will be 
. -. ·. . . . -

viewed from· Rogers' Science of Unitary Human Beings. Nursing 

research according to the Rogerian conceptual system is concerned with 

the following·: 

1. Principles and laws that govern the life process, well-being, 

and optimum functions of human beings, sick or well. 

2. Patterns of human behavior in interaction with the environment 

in critical life situations. 

3. The process by which positive changes in health status are 

effected (Hendrickson, 1987, p. 14). 

The only study that has looked at family presence within the Rogers 

framework was conducted by Hendrickson in 1987 and he studied the 

relationship between family presence and well being in the critical care unit. 
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Hendrickson investigated fluctuations of intracranial pressure (ICP) in 24 

patients with ventriculostomies during family visits. The pressures were logged 

every 15 minutes during f~mily absence and every 5 minutes during family 

presence. During family presence a decrease in ICP occurred in all but six 

cases; in those six cases the increase was not statistically significant 

(Hendrickson, 1987}. 
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Literature indicates that patients admitted to a critical care unit become 

acutely aware of their environment (Heater, 1985). Specifically, they sense a 

brisk and impersonal atmo~phere, unf~miliar faces and noise, and the 

continuous flurry of activity, as well as fear and pain that accompany the 

procedures common to this setting. It is postulated that their interaction with 

such a stressful environment may seriously impede their recovery process. It 

has been further speculated that the stress associated with this unique patient

environmental interaction -can be·· reduced by the unrestricted presence of 

significant oth_ers within the immediate' environme-nt ._ 

Rogers' Science of Unitary Human Beings (1970, 1980) provides a 

relevant theoretical perspective from which to study this important patient and 

environ~ent interaction. The concept of person and environment, bound 

together-in a holistic and inseparable way, constitute the focus of nursing within 

the Rogers conceptual system. Each person within the Rogers framework is 

viewed as an -energy field recognizable from other human fields. The human 

fields under examination in this study are patients in the CCU. Rogers (1980) 

defines environment as everything that is outside of any given human field. In 

terms of this study, visitors are an integral part of each patient's environmental 

field. Visitors in the environment are viewed as a major dimension of the social 

support for the patient. 

Rogers insists that man and environmen~ are inseparable, and must be 

"perceived simultaneously" (Rogers, 1980, p. 97). In other words, within the 
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Rogers framework, each person is one with his or her unique environment, and 

does not exist as an entity apart from it. Thus, the patient in a CCU is one with 

his or her environment. The literatur~ indicates that the presence of family and 
' , 

friends in the immediate acute care environment enhances the patient's well-

being, thus lowering his or her anxiety level ( Mitchell, 1977; Heater, 1985). 

Common emotions that are ·exhibited in the acute care setting include 

anxiety and denial_. These patients express fears of recurrence and death, 

changes in self concept, and symbolic losses associated with heart disease. In 

a patient with coronary heart disease (CHD), these profound emotions may last 

for months or years. A major determinant of the adjustment of having CHD is 

the quality of the patient's social support. In order to simplify tt,e adjustment to 

the chronic illness, .the social support system must be effective emotionally and 

must provide cognitive guidance and advice. With effective social support, "a 

positive self-evaluation, increased self-esteem, and control or mastery over the 

environment, feelings of worth, lovability, importance, and prestige are noted" 

(Reigel, 1989, p. 76). 

Historically, however, family members and other visitors have more often 

· been excluded than welcomed into critical care units. In fact, formal policy 

statements more often than not restrict visitors from this area, except for brief 

visits at infrequent intervals. 

In summary, this study will concentrate on the human/environment field 

interaction process that exists within the acute coronary care setting. The 

specific interventi_cm being ;tested is the non-restricted presence of visitors within 

· the environmental fields of each patient, as compared with .traditional limiting·of 

visitors in the environment· -_ 
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This chapter presents a description of the procedure used during the 

collection and preparation of the data for analysis in the present study. The 

research design and variabl~s are addressed and further discussion is-focused 

on the research setting, sample, techniques of data collection, procedures to 

safeguard human rights, and instrumentation. 

Research Question 

. 'The re.search question for this study is: 

What is the relationship between cardiac performance (heart rate and 

dysrhythmias) and.the. schedule of visiting hours in the CCU? 

Setting 

This study involving 50 patient visits was conducted in two different north 

Georgia hospitals. Each hospital provided one half of the subjects (25 from 
. ' ' . 

institution A and 25 from institution B.). At institution A the CCU has already 

established open visiting hours. In this 1 o~bed CCU, each room is enclosed by 

three solid walls, with the fourth wall being a sliding glass door. Each room is in 

full view of a central nursing station, in which monitoring of patients' cardiac 

electrical rhythm is constantly observed by a certified monitor technician 

(Appendix A). A visitor may see the patient in the CCU at any time the patient 

wishes to have visitors. 
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At institution B, the CCU consists of a 20-bed unit (Appendix B) and has 

establish_ed scheduled visiting hours. Eight beds at one end of the unit (rooms 

213 through 220) are designated for patients with cardiac disease, whereas the 

other side of the unit is designated as an intensive care unit. For this resear_ch, 

only the cardiac beds were utilized. Each patient in this unit is in a separate 

enclosed room with a wooden door and glass window in front. Each room is in~ 

full view of the central nursing station. The patient's heart rate and ectopy are 

monitored and recorded by a computerized feature in the monitoring system 

called an arrhythmia detector. The arrhythmia detector will record and store in 

its memory 18 different types of dysrhythmias and will only allow a certain 

amount of a dysrhythmia to be stored before alarming. The individual monitor 

will alert the observer by a beeping noise when the memory is full. In both 

CC Us visiting was restricted if (1) there was an emergency in the unit, (2) the 

patient was asleep, (3) the patient was experiencing chest pain, or (4) the 

patient was receiving an invasive treatment. 

_Sample 

The final sample for this study was 25 patient visits to individuals 

admitted to the CCU for a cardiac condition. 

The sample for this study had to meet the th.e following selection criteria: 

1. Must be admitted to the CCU at one· of the two institutions serving as 

data collection sites, with an admitting diagnosis of a cardiac 

condition. 

2. Must be alert, oriented to_ the surroundings, and able to follow simple 

directio.ns, acco-rding ·to a daily a,.ssessment sheet. 

3. Must be abl_e to understand English, demonstrate mental 

competence, and be physically able to participate __ •,~ 



4. Must be between 30 and 100 years of age. 

Research Design 

The research design for this study was a two-group time series quasi

experimental research design. The physiologic parameters were measured 

before the vi.sitors arrived, s. minutes after the visitors arrived, and then 1 to 5 

minutes after the visitors left. The previsit cardiac rhythm was recorded 

immediately after the visitor used the intercommunication system to request a 

visit. Data was collected only when the patient received his or her first visitor. 

Techniques for Data Collection 

Instruments 

25 

For this study, two CCUs in two institutions in north Ge·orgia were utilized. 

Institution A information was gathered on open visiting hours. The cardiac rate 

and ectopy were monitored and recorded by a Hewlett Packard 78502A model 

monitor (Appendix C). Information concerning scheduled visiting hours was 

gathered at institution B. The cardiac rate and ectopy were monitored and 

re~orded by the Spac~iabs Alpha PC monitor (Appendix D). At both institutions, 

each monitor screen is divided horizontally into four sections, one for each 

patient. Each section contains the bed.identification and six seconds of a 

visible EKG waveform. Each section waveform is_ memory-refreshed and 

appears in a fixed trace, updated at 25 mm/sec. 

At institution A the_ ~larm ~ettings .are individually controlled by the 

monitor technician. (MT) according to the patient's heart rate.· Standard alarm_ 

limits are below 50 and above 250 beats per minute. The MTs have 

successfully completed a six-week dysrhythmia course and have been 

employed for 5 months or longer. The MTs have several functions: (1) 

continuously observing patients' cardiac rhythm, (2) diagnosing dysrhythmias, 

and (3) reporting dysrhythmias to the correct personnel. 
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At institution B the functions of the MT and unit secretary (MT/US) are 

combined. The MT/US completes an extensive 3-day 8-hour 

electrocardiographic class and must pass a test. The MT/US stay exclusively in 

_ CCU during the day shift, and are then shared with the intensive care unit (ICU) 

and CCU during the evening shift. The standard alarm is automatically 

adjusted, + or - 50, according to the patient's heart rate. The patient's monitored 

heart rate cannot drop any lower than 40 -nor rise any higher than 300 beats per 

minute without the monitoring system alarming. However, each alarm can be 

adjusted to the patient's own heart rate. Beside each waveform is the patient's 

rate in large, 'visible-numbers. If a cardiac arrest should occur, then the MT/US 
' . 

records the cardiac rhythm from the Spacelabs monitor. This institution does 

not feel that _a constant MT is necessary because of the extensive alarm system. 

If the monitor alarms, :this dysrhythmia is viewed in each room. The Spacelabs 

monitor will store non life-threatening dysrhythmias and will alarm if a life

threatening dysrhythmia should occur. 

At institution A each patient's cardiac rhythm was collecte~ on a 60-

second strip of Hewlett Packard paper that is 2 1 /2 inches wide. Each strip of 

paper has three-second markers, and five small blocks within each darkened 

block. There are 15 blocks within three seconds (Appendix E). At institution B 
I 

each patient's cardiac rhythm was collected on a 60 second strip of Spacelabs 

paper that is called Stripchart (Appendix F). The Stripchart paper is a thermally 

sensitive recording paper that is 2 inches wide, with a grid size of 1 mm with 5 

mm accent. The paper originally comes blank and with the heated stylus the 

grid and wave form are printed. 
I 
I 

Information was collected by the MTs and the investigator at institution A 
I 

and by the investigator at institution 8. The information gathered from thes~ · 



monitors was recorded on the data collection tools (Appendix G). 

The information gathered in both institutions was from a continuously 

observed electrocardiographic monitor that viewed one electrical lead. Each 

27 

. patient in this study was monitored in either a MCL I or MCL 6 at institution A or 

a MCL I, II, or Ill at institution B. According to Marriott (1983), "'MCL' has 

become the popular form of monitoring. The initials MCL signify that the exact 

position of the electrode is on the left side, fifth intercostal space, with the 

electrode landpoint being midclavicle. Most cardiologists prefer these 

precordial positions" (Marriott, 1983, p. 3). 

Data Collection 

A week before the study began, there was an inservice program 

instructing the staff in each CCU on this research topic. The information that 

was taught to the staff included (1) the definition of open visiting hours (only at 

institution A) and scheduled visiting hours, (2) the method by ~hich the subjects 

were chosen, (3) what the researcher was observing, (4) how this information 

was obtained, (5) the. importance of reminding visitors to notify the nurse by way 

of th~ intercommunication system before they entered the unit, and (6) the date 

when this study w~s to begin. 

Wh~n a patient was ad,:nitted to the CCU, the admission information was 

reviewed within 24 hours. Every patient who qualitied was assigned a number, 

which was included with each morning's data· collection. The patients who 

were included were known only to the investigator and the monitor technician. 

This number provided confidentiality for the patients who were involved with this 

study. During this study if a patient did ·not have a visitor for the morning 

visitation, then the patient was excluded from the study for that particular day. 

During the first 24 hours, the heart rate of the patient was collected for 1 

minute for two consecutive 8-hour shifts: either at 8 a.m., 3 p.m., or 11 p.m. or at 
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two different times 8 hours apart. The two heart rates were averaged together to 

determine the patient's average {mean) heart rate. The patient's actual 

participation then began with the following morning's visitation and the 

collection of . .data was only for that visitation. At institution A the first visiting hour 

usually began at 5 a.m. for two visitors for an ·unlimited time. At institution B the 

first visiting hour began at 6 a.m. for two visitors and for 1 0 minutes. 

The following design was used for obtaining data for this study in both 

open and scheduled visiting hours. A 60-second strip indicating heart rate and 

possible ectopy was obtained at the following times: 

1. Immediately prior to the arrival of visitors (The visitors used the 

intercommunication system in the waiting room to inform the nurse in CCU 

just prior to entering the unit; a SO-second strip was collected upon receiving 

this call.) 

2. Five minutes after the visitors walked into the room 

3. One to five minutes after visitors left the room 

Occasionally visitors left the unit to allow two more visitors to visit the 

patient If the original visitors returned to the waiting room, they used the 

intercommunication system to verify that the patient was able to receive visitors 

and the second set of visitors walked back to the unit. This routine took 

approximately 5 minutes, which was enough time to gather the data for the post 

heart rate. If the original visitors in the scheduled visiti_ng time left to allow other · 

visitors to visit, only the information gathered with the first visitors were utilized, 

and the second visitors' statistics were not gathered. 

The sample used for this study included 25 visits: 13 visits in the open 

visiting group and 12 visits in the scheduled visiting group. The study was 

conducted with both visiting hour groups over an approximate 4 week time 

period. 
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The study was conducted for five consecutive weekdays and some 

patients were included more than once. If a patient had a visitor who stayed 

overnight in the patient's room (family could stay with the patient under specific 

circumstances as defined by the coronary care nurses and only at institution A), 

then the first visitors after the overnight visitor left were counted as the first 

visitors of the day. The difference~ in heart rate and ectopy for pre-, during- and 

post-visit, for both open and scheduled visiting hours, were compared.· 

. Precautions to Safeguard Rights of Human Subjects 

Permission to conduct this study was obtained from the Human 

Assurance Committee of the academic clinical institution. Permission also was 

obtained from the Presidents, Directors of Coronary Care, and Unit 

Directors/Supervisors of both institutions A and 8, as well as the Nursing 

Research and Bi_oethics Committee at Institution A (Appendix H and I). 
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Data was collected on a total of 50 patient visits. However, only 25 of the 

50 visits met the established selection criteria for inclusion in the study, thus 

yielding a final sample of 25 visits for analysis. Twenty-one of the 25 visits were 

multiple visits on the same patient, and were excluded from analysis be_cause of 

the high variance in the number of visits received by individual patients·. The 

remaining 4 visits not used were discarded because they did not fall into the two 

main diagnoses (Ml and chest pain} under consideration. 

The demographic characteristics of the $tudy sample are summarized in 

Table 1. The overall sample ranged in age from 33 to 87 (x=59.92). The mean 

age for Group A was 60.31 and 59.5 for Group 8. This between group 

difference in age was not significant at an alpha level of P= .05 [(23)= .16, P= 

.8754]. 

The number of subjects diagnosed with Mis for the entire group was 12 

(48%}, whereas the number of subjects with a diagnosis of chest pain was 13 

(52%; ·x2 (1)=3.5). The number of Mis in Group A was 10, whereas 3 subjects 
,, 

had a diagnosis of chest pai·n. For Group B the number of subjects diagnosed 

as having Mis was 2, whereas 10 were diagnosed with chest pain. -

Thus, Group A and Group B were significantly different on diagnosis as 

determined by Chi Square analysis (x2=9.077, df=1, p>.01 ). Gro.up A (open 

visitation) had significantly more individuals diagnosed with Mis whereas Group 
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B (scheduled visitation) had significantly more individuals diagnosed with chest 

pain. 
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Table 1 - Demqgraphic characteristics of study sample by age gender, 

AWi 
30-50 

51--60 

61-70 

71-90 

Male 

Female 

Piagnosjs 

Myocardial infarction 

Chest pain 

N 

·5 

7 

9 

4· 

14 

11 

12 

13 

and diagnosis . 

. A 

2 

3 

6 

2 

10 

3 

10 

3 

8 

3 

4 

3 

2 

4 

8 

2 

10 

% 

20% 

28% 

36% 

16% 

56% 

44% 

48% 

52% 
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The study examined heart rate and the two types of ectopy exhibited: 

premature venticular contractions (PVCs) and premature atrial contractions 

(PACs). The study was comparing the rate of dysrhythmias and heart rate within 

each of the groups immediately before visitors entered the subject's room, 5 

minutes after the visitors had engaged in interaction with the patient, and 1 to 5 

minutes after the visitors left the room. The study then compar~d the ~esults of 

the cardiac performance of each group against each other. The findings of this 

study were also compared to baseline data collected during the 24 hours prior 

to the beg·inning of the study. 

In several of the past research designs, investigators have used the t-test 

exclusively. This investigator has chosen to use the two-way ANOVA, with 

repeated measures and ANCOV A, because of the sensitivity of the test to the 

change in the patient's heart rate and ectopy with each visit and to avoid an 

error of multiple testing. 

This study was concerned with the relationship between cardiac 

performance, as measured by heart rate and ectopy_ (PVCs and PACs), and 

open versus scheduled visiting hours in a coronary care unit. The variables 

were analyzed for differences between groups and for .changes over time. 

However, with the individual group differences in cardiac performance, it was 

decided to employ the analysis of covariance (ANCOVA) with baseline 

measures as the covariant to reduce variability in the data (Maxwell & Delaney 

1990) . For completeness, results from both ANOVA and ANCOVA are 

reported . 

. . Research auestjon 

The major research .question providing the focus for this study was "What 

is the relationship .between cardiac pe'rforrnance (heart rate and dysrhythmias) 

and the schedule of visiting hours in the CCU?". 



Hypotheses 

Cardiac patient~ in open and scheduled visitation will show different 

patterns of cardiac performance. The general hypothesis· has been stated in 

three specific experimental hypotheses: 
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1. Subjects (Group A) who have unrestricted or open visiting hours will 

· have a lower rate of premature ventricular contractions than 

subjects (Group B) who are assigned to a restricted or scheduled 

visitation policy. 

2. Subjects (Group A) who have unrestricted or open visiting hours will 

have a lower rate of premature atrial contractions than subjects 

(group B) who are assigned to a restricted or scheduled visitation 

policy. 

3. Subjects (Group A) who have unrestricted or open visiting hours ~ill 

have a lower post-visit heart rate than subjects (Group B) who are 

· assigned to a restricted or scheduled visitation policy. 

Results 

To review the data collection procedure, the heart rate and ectopy 

baseline measures were collected during the first 24 hours of the patients' stay. 

The heart rate as well ·as ectopy was collected twice on a one minute strip with 

at least an 8-hour difference. The two recorded heart rates as well as the two 

recorded rates of ectopy were averaged to determine the patients' average 

(mean) heart rate and ectopy (Table 2 and figure 1 for ectopy only). 
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Table 2-Summary of the combined baseline and visitation data by group 

and by variable. 

mean 

(standard deviation) 

entire group 

(n=25) 

Group A 

(n=:=~13_) 

Group B 

(n=12) 

PVCs 

.36 

(.1.088) 

.641 

(1_.469) 

.056 

(.192) 

PACs 

.187 

(.472) 

.359 

(.616) 

-0 

(O)· 

heart rate 

73012 

(15.01) 

70.154 

(15.517) 

74.5 

(16.929) 



0.8 

>a. _. ·.0.6 a.· 
0 .. u 
G) 

0.4 ... 
0 

G) 
0.2 .. ca ._ 

0.0 
group A group B 

Figure 1 

total - group 

Graphic description of the 
baseline rate of ectopy 

m PVC 
PAC 

36 



37 

Hypothesjs 1: Subjects who had unrestricted or open visiting hours will have a 

lower rate of PVCs than subjects with resfricted or scheduled visitation policy. 

Group difference in PVCs were first tested with ANOV A. No between 

group differences were demonstrated: F (1,23) = 1.87, p = .1845. These results 

were supported by the results of the ANCOVA (with the baseline PVCs used as 

the covariant) which also showed no main effect: F(1,27) = 1.688, p = .205. In 

addition, there were no effects of time using ANOVA: F(2,46) = .8, p = .4556 or 

with the ANCOVA: F(2,46) = .457, .p = .635. Fin~lly, there were no grc;>up by 

time interactions in the ANOVA: F(2,46) = 1.189, p = .3136 or ANCOVA: F(2,46) 

= 2.383, p = .102, respectively (Table 3 and figure 2). 

In s_ummary, no differences in the rate of ectopy between open visiting 

hours and scheduled visiting hours were demonstrated. Thus, hypothesis 1 

was not supported. 
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Table 3-Summary of the mean PVC rate, by group and by variable. 

Group A · Group 8 entire group 

(n=13}' (n=12) (n=25) 

X_ (S.D.) - -- , x _ (S.D.) X (S.D.) 

1 min before 1 (2.45) 0 (0) .52 (1.80) 

visitors arrive 

5 min after : : t615-· · (.61-5) .083 (.289) .36 (1.22) 

visitors arrive 

1 to 5 min after .308 (.855) .083 (.289) .2 (.645) 

visitors leave 
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Hypothesjs 2, Subjects who had unrestricted or open visiting hours will have a 

lower rate of premature atrial contractions than subjects with restricted or 

scheduled visitation. 

Group differences in PACs were first tested using ANOVA . There were 

no between group differences demonstrat~d: (F (1,23) = 4.07, p = .055). These 

results were supported by the results of the A.NCOVA (with the baseline PACs 

used as the covariant) which showed no main effect -F (1,27)-= 3.508, p = .092. 

Nor were any significant effects of time measurement demonstrated using 

ANOVA: .F(2,46) = 2.07, p = .1334 or with the AN COVA F(2,46) = 1.510, p = 

.230. Likewise,_. no group. i_nteraction~ were revealed using AN OVA: F (2,46) = 

. 1.r91, p = .1602 or ANCOV A: F(2,46) = 1.637, P= .204. 

The small elevation in PACs in Group A approaches but does not reach 

statistical significance. Therefore, hypothesis 2 is not supported by the data 

obtained in this study. No significant differences in the rates of occurrence of 

PACs were demonstrated between the two groups (Table 4 and figure 3). 
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Table 4-Summary of the mean PAC rate, by group, and by variable. 

1 min before 

visitors arrive 

5 min after 

- visitors arrive 

1 to 5 min after 

visitors leave 

Group.A 

(n=13) 

X (S.D.) 

.077 (.277) 

.769 (1.59) 

.231 (.439) 

Group B 

(n=12) 

X (S.D.) -

0 (0) 

0 (0) 

0 (0) 

entire group 

(n=25) 

x (S.D.) 

.04 (.2). 

.4 (1.19) 

.12 -(.332) 
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_. Hypothesis 3, Subjects who had· unrestricted or open visiting hours will have a 

lower post-visit heart _rate __ than subjects with rest~cted or scheduled visitation 

policy. 

Group differences in heart rate were first tested using ANOV A. No group 

differences were demonstrated: F (1,23) ·= 1.35, P= .258. These results were 

supported by the results of the ANCOVA {with the baseline heart rate used as 

the covariant) which also showed no main effect: F(1,27) = .647, p = .428. 

Furthermore, there were no significant diff_erences in heart rate across the three 

different time measurements within the group using the ANOVA: F (2, 46) = 

2.49, p = .0936 or ANCOVA F (2.46) = .19, p = .828. However, using ANCOVA, 

-a significant difference was·found in group by time interaction: F(2,46) = 3.75, 

p = .030 (Table 5). 

Table 5 
ANCOVA of Heart Rate by Group and Time 

Source 

. Groups 
Error 

ss 

361.460 
2600.640 

DR 

2 
54 

* signficant at an alpha level of p = .03 

MS 

180.730 
48.160 

F 

3.753 

p 

.030 * 



T tests were then used to determine the .source of this interaction. No group 

differences were found at time one or time two: [t(23) = -381, p = .3533 and 

t(23)= -.923 p = .1·827, respectively). Significant differences were found at time 

three: t(23) = -1.907, p = .0345 (Table 6). 

.Time 1 
Time2 
Time3 

Table 6 
Comparsions of Group by Time using Onetailed Unpaired t-test 

OF 

23 
. '23. -

23 _ 

t 

· -.381 
_ .. ~.923 
-1.907 

P-

.. . 3533 
01827 
.0345 * 

* signficant at an alpha level of p = _ 003 -· 

Inspection of figure 4 shows that the restricted visitation group heart rates were 

significantly higher at time three than unrestricted visitation group heart rates .. 

Thus, hypothesis three was supported. Subjects in the unrestricted visitation 

group had lower heart rates than subjects in· the restricted visitation· group, 

when measured 1 to 5 minutes after their visitors left (Table 7 and figure 4). 
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Table 7-Summary of the mean heart rate by group and by variable. 

1 min before 

visitors· arrive 

5 min after 

visitors arrive 

1 to 5 min after 

visitors leave 

Group A 

(n=13) 

X (S.D.) 

73.23 (15.83) 

70.08 (12.47) 

Group_B entire group 

(n=-12) _ (n=25) 

X (S-~D.) X (S.D.) 

74.33 (14.03) 73.12 (15.02) 

78. 75 (13.89) 75.88 (14.89) 

81.5 (17.27) 75.56 (15. 76) 
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Discussion 

Chapter VI 

Discussion, Confounding Variables, 

Implications, and Recommendations 
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The purpose ,of this study was to determine if the continuous presence of 

family and friends with the patients (i.e~, non-restrictive visiting) can improve 

cardiac performance in coronary care· unit patients, as evidenced by the 

patient's resting heart rate and a reduction or absence of dysrhythmias. "An 

estimated 60 perce_nt_ of deaths associated with acute infarction occur within one 

. hour· of the infarct and result from fatal arrhythmias... Over 80 percent of 

patients with myocardial infarction have dysrhythmias; greater than 60 percent 

have ventricular ectopic beats" (Weeks, 1986, p. 313). 

Therefore, cardiac performance is an important indicator of expected 

patient outcomes, serving as a measure of the efficacy of the treatment as well 

as a useful means in prognosis. Determination of beneficial forms of visitation 

that can potentially relieve and/or reduce the patient's anxiety, as well as 

reduce adverse effects on the heart rate or ectopy, provide one means of 

improving patient outcomes. 

The forms of visiting hours tested in this study were (1) unrestricted ·or 

open-visitation in Group A (two visitors were allowed to· visit the patient at any 

time of day and could stay an unrestricted amount of time) and (2) restricted or 

scheduled visitation in Group B (two visitors were allowed to v~sit the patient 

during limited pre-determined visitation times). In this study it was hypothesized 

that subjects with unrestricted visiting hours would have lower post visit heart 

rates and lower rates of ectopy (PVCs and PACs) than subjects with restricted 

visiting hours. 
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Hypotheses 1 and 2 

Hypotheses 1 and 2 proposed that subjects in Group A would have lower 

rates of PVCs and .PACs than subjects in Gro_up 8. Results revealed no 

significant differences over time or between groups A and B ·in either the 

number of PVCs on PACs. Several ·intervening· variables may have impacted 

these findings. There was an unequal distribution of.admitting diagnoses 

between Group A and Group. B as indicated by Chi Square analysis (p<.01 ). 

Upon further investigation~ Group B CCU patients_ inciuded significantly more 

subjects with a diagnosis of chest pain, a potentially less severe diagnosis than 

the predominant diagnosis of Ml seen in Group A■- This d_ifference could 

explain the very low rates of ectopy seen in Group B subjects. Because of the 

lesser degree of injury of myocar~ial muscle that would .be s_een with chest pain 

as opposed to an ~ctuafMl,.t~e ;Group B subjects may·have been less prone to 

.ectopy,therefo're· confou-ncUng; the· result~ of the' study. 
• ' •• , • l '¥ 

Differences ira..treatni'ent .may also have -impacted ·on t~'ese results. It is 

speculated that f:3ctopy.:rates may have been affected by- early administration of 

prophylactic medications such as beta blockers, calcium channel blockers, and 

ant_idysrhythry,ics. Both. gr.?ups were given ry,ed_i_cations, but the time_ frame and 
. ~, . 

the particular type of medication were· not noted. Therefore, this intervening 

variable cannot be further analyzed in this study. 

Hypothesis 3 

Hyp,othesis 3 proposed that subjects with unrestricted or open visitation 

. hours (Group A) would have lower heart rates after visitation than subjects with 

restricted or scheduled visitation (Group B)~ This hypothesis was supported as 

indicated by the ,significant group by time interaction (p = .03) found at post

visitation measurement. At time 3, Group A demonstrated a significantly lower 

heart rate than subjects in Group 8. Heart rates at time one and time two did 
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not differ significantly across groups. Thus, the data suggests that open 

visitation policies may contribute to decreased anxiety levels in coronary care 

patients as indicated by· decreased post-visit heart rates. 

The literature confirms that a decrease in heart rate and ectopy lessens 

the cardiac patient's m~rbidity and mortality (Cobb, 1976; Leigh, 1-972; Mitchell,-
. . 

1977). ln·analyzing_and co:mparing ·the different forms of visitati'on, a subtle but 
. . ' . ' , ,• •. :: ' 

.. important differenc~. in ·cardiac perform~nce ~as detected in the two types of . 
- . --~ •. 

schedules. Although there were no sig,~ificant.d_ifferen~es between the groups 

in ectopy, there was·a significant difference in the heart rate after visitation. By 

lowering the he~1rt rate of the patients admitted into a coronary care unit by the 

type of visiting hours, it may be. possi,ble to decrease the morbidity as well as the 

mortality of these patients. 

-confounding variables 
"In evaluating these results, the confounding variables of this study must 

also be considered. First, the sample size was small with only 13 subjects in 

Group A and 12 subjects in Group B. A larger saniple size may have 

demonstrated significant changes in ectopy and greater changes in heart rate. 

Only the first visitation of each patient was used~ Visitation may have 

_ greater impact on anxiety, and therefore heart rate .and ectopy, over time. Thus, 

responses to subsequent visitation times may yield greater or different results. 

No control was exerted over the time medications were distributed nor 

the types of medications administered. Additionally, types and frequency of . 

medication were not included in data collection, thus prohibiting further 

analysis. Since the drugs administered in CCU are often given specifically for 

dysrhythm_ias and heart rate, these medications may have had significant 

impact on the study results. 
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It was not possible to control the activities that occurred after the visitors 

' had left (Le., bath may have been given or physician may have examined the 

patient within the 5 minutes after visitors had left). Nor was it possible. to control 

the quality of interaction_s during visitation. These activities may have had 

_ various effects on patient anxiety and therefore on study results. 

Finally, Group A included a significantly higher number of individuals 

diagnosed with Ml than ·Group B~- Therefore, Group A:may have been _ 

composed of individuals with a higher acuity of illness who would have been 

expected to exhibit_ more dsyrythmias than Group 8. Consequently, they would 

have required more antidysrhythmic medications. If this were the case;· Group A 

may have had a lower rate of ectopy than Group Bas a result of 

antidysrhythmics rather than the postulated effect of open visiting hours. 

Implications 
Findings of this. studisu,ggest thatopen visiting hours may be beneficial 

1. • ' ., •, • .'. 1:.. •' I•_ • • • '~ 

- - . -

· in reducin·g anxiety, thereby resulting jn ~ decre~s.e in heart rate ·with an 
. ' . 

admission to a coronary care unit. Despite nu~erou~'intervening variables, 
. . .· ' 

data from this small_ sample demonstrated a lower heart rate after open . 
: ::: . 

visitation. Subjects who were allowed to have two visitors at any tiry,e (Group A) 

h~d significantly l~wer-. heart rates 1 · to ~ minutes after visitors had left the room. 

Recommendations 
Based on the results, and in view of confounding variables identified in 

this study, the following -recommendations for future research are offered. 

A larger sample size is needed in future studies of this nature. 

Furthermore, both groups need to be composed of subjects with _diagnoses of 

approximately equivalent -acuity. In o.ther'words, groups should contain equal 
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numbers of individuals with Mis and chest pain. Activities of patients during 

visitation and the 5 minutes after the -visitor leaves should be recorded and 

controlled when possible, in order to determine the impact of type of visitation 

on heart rate. Additional comparison times of heart rate and ectopy during and_ 

after-visitation may also provide more insight.· 

Finally., in future studies efforts should be made to collect add_itional data 

on types and scheduling of r:n~dications. Such information ·may provide insight 

_ .. _ info potential inter~cti;ons _of medications ~ith heart rate and ectopy rate during 

visitation. -
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Appendices 



Appendix A 

Diagram of coronary care unit utilized for 

open visiting hours at i nstit~tion A 
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Appendbc B __ 

Diagram of coronary- care unit utilized·for 

scheduled visiting hours at institution B 
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Appe,ndix· c· 

Example of Hewlett Packard Monitor 78502A 
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78502A Four Patient Ce11b al Station Displays 

. .. 
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Appendix D 

Example of Spacelabs Alpha PC-



63 

a· 

1· I c:::J 
70 ... 

( -=-.i .. 
c-==. i 
~ .~, 
(%) 

= l+l=i=i - t , --- 1 

Spacelaba. Inc. 



64 

Appendix E 

Example of m~nitor strips from institution ,A 
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Appendix F 

Example of monitor strips from institution B 
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Appendix G 

Data Collection Tool 
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DAT-A. COLLECTION TOOL 

Date ______ _ Age ___ _ Sex -----
Medical record # ______________ _ 

Room number _______________ _ 

Admitting Diagnosis _____________ _ 

Nursing Diagnosis ______________ _ 

List of medications ______________ _ 

Time 1 min. prior to visitor _____________ ....._ __ 

Heart rate _______________ _ 

Type of ectopy ____________ _ 

·Number ----------------
Time 5 min. after visitor ·arrives _________ _ 

Heart rate _______________ _ 

Type of ectopy _____________ _ 

Number __________________ _ 

Time 5 min. after visitor leaves ----------
He a rt rate _______________ _ 

Type of ectopy ____________ _ 

Number _______________ _ 
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Appendix H 

_ Consent Form for Northeast Georgia Medical- Center 



7 1 

The Relationship Between Heart Rate & Ectopy and Open Versus Scheduled 

Visiting Hours in the CCU 

Deborah Schulte, R.N., B.S.N. 

The Coronary Care Unit at Northeast Georgia Medical Center has been 

· asked to participate in a study that is being done to evaluate the effect of open 

visiting hours on the heart rate and possible ectopy of patients. The purpose of 

the study is to provide information that will allow nurses to improve patient care. 

It has been explained to this institution that the participation of this unit is 

completely voluntary and that at any time the study can be discontinued. It is 

also understood that the names of the subjects participating will be confidential. 

It is also understood that there will be no discomfort associated with this study. 

The Coronary Care Unit will receive no monetary compensation for participation 

in this project. 

If there are any questions about the study, please contact Deborah 

Schulte at (404) 535 -3499. If there are any questions concerning the rights of 

the research subjects, please contact the Chairman of the Human Assurance 

Committee, George S. Schuster, Ph.D. at (404) 721-2991. A signature below 

demonstrates willingness to allow the Coronary Care Unit at Northeast Georgia 

Medical Center to participate. 
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Date 

'nit Director of C~onary Care .Date 

Chair of Nursing Research Committee Date 

Chair of Bioethics Committee Date 
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Appendix I 

Consent Form for Gwinnett Medical Center 
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·, 

The Relationship Between Heart Rate & Ectopy and Open Versus Scheduled 

Visiting Hours in the Coronary Care Unit 

Deborah Schult8,·R.N., B.S.N. 

The Coronary Care Unit at Gwinnett Medical Center has been a~ked to 

participate in a study that is being done to evaluate the effect of. scheduled 

visiting hours on the heart rate and possible ectopy of patients. The purpose of 

the study is to provide information that wjll allow nurses·to improve patient care. 

It has been explained to this institution that the participation of this unit is 

completely voluntary and that at any time the study can be discontinued. 1.t is 

also understood that the names of. the subjects participating will be confidential. 

It is also understood that there will be no discomfort associated with this study. 

The Coronary Care Unit will receive. no monetary compensation for participation 

in this project. 

If there are any questions about the study, please contact Deborah 

Schulte at (404) 535 -3499. If there are any questions concerning the rights of 

the research su~jects, .please contact the Chairry,an of the Human Assurance 

C.ommitte_e, George S. Sch~ster, Ph.D. at (404)·721:-2991 .. A signature below 

demonstrates willingness to allow the Coronary c·are Unit at Gwinnett Medical 

Center to participate. 
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1-3/-
ice President of Nursing Date 

Unit Director of Coronary Care Date 




