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1  | INTRODUC TION

ICU is considered a high- pressure working environment due to the 
complex nature of the work. Caring in the context of ICUs combines 
humanistic approaches to caring with heavy reliance on the most 
advanced technology to provide high- quality care to critically ill pa-
tients (Limbu et al., 2019; Marik, 2010). The potential for techno-
logical dehumanization is a challenge because patient care requires 
substantial use of technologies that can override other factors of 
care and create feelings of detachment (Lopes de Souza et al., 2019; 
McGrath, 2008). Unconscious or mechanically ventilated (MV) pa-
tients experience communication difficulties (Anna et al., 2021; 
Karlsson et al., 2012), which makes the provision of care different 

from that given to other patients; therefore, it is vital to maintain 
communicating the care and caring so that patients can be under-
stood and humanized (Karlsson et al., 2012; Nin Vaeza et al., 2020). 
Nursing care is a part of the broad concept of caring, as caring con-
cept is complex and nebulous. Communication in ICU is not only 
limited to patients but also extends to families and health team 
members where intra/inter/transpersonal communication is import-
ant (Mahvar et al., 2020; Saldaña et al., 2015). Therefore, communi-
cating care and caring could include the care that person needs (e.g. 
psychological support for families) or nature of communication (e.g. 
caring mannerism for died patients). In this paper, the communica-
tion of care and caring can include from nurses to patients/families/
nurses/other health team members, and vice versa.
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Abstract
Aim: To explore the perceptions and experiences of nurses in communicating the 
care and caring in the intensive care unit (ICU).
Design: A focused ethnography.
Methods: This study was conducted in an Australian metropolitan hospital, in which 
data were gathered from multiple sources: participant observations, document re-
views, interviews, and participant's additional written information -  oversix months 
(April- September, 2014). The data were analysed thematically.
Findings: This study addressed inclusively communicating care and caring to pa-
tients, families, nurses and other health professionals in ICU. The findings identified 
main themes concerning the changing patterns of communicating the care and car-
ing in ICU, various patterns of communication used, enablers and barriers of com-
municating care and caring, and significant issues in communicating care and caring 
in ICU. Documentation of patients’ psychological and emotional needs, and nurses’ 
caring behaviours are crucial. These findings need further consideration from all 
stakeholders.
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2  | BACKGROUND

As a concept, caring is inextricably intertwined with nursing. There 
is a plethora of literature devoted to the concept of caring, but it 
is nebulous and complex, and it is never clearly defined. Numerous 
theoretical and operational perspectives of caring in the context of 
nursing have emerged over time. There is the ongoing dialogue and 
debate about what constitutes caring in the ever- expanding domains 
of nursing practice. The association of care with other words in cur-
rent nursing language has meaning when it is used in compound 
nouns. For example, nurses use the terms “care giving” (Wolf, 1986), 
“care plans” (Kolcaba, 1995), “nursing care” (Tulek et al., 2018), “plan 
of care” (Lea & Watson, 1996), “duty of care” (Kelly, 2010), “health 
care” (Chao, 1992), “basic, fundamental or essential care” (Crisp 
et al., 2012) and “intensive care” (Hogg, 1994). In the literature, the 
words “nursing,” “nursing practice” and “nursing care” can be read-
ily interchanged (Kozier et al., 1989). Leininger (1991, p. 4) defined 
caring as “those actions and activities directed toward assisting, 
supporting, or enabling another individual or group with evident or 
anticipated needs to ameliorate or improve a human condition or 
lifeway.” Wikberg and Eriksson (2008) purport that it is the subject 
of nursing science, while nursing itself comprises what nurses do. 
Eriksson (1997) further discusses nursing and caring relations when 
describing the three different perspectives of nursing: first, caring as 
the innermost core of nursing; second, nursing based on the nursing 
process; and third, the structure of the nursing care plan. All three 
perspectives are key to good nursing care, although nursing does 
not necessarily involve caring (Eriksson, 1997). Two caring aspects 
are consistently identified: the instrumental/technical aspects and 
the expressive/affective/psychological aspects (Arthur et al., 1999; 
Bégat & Severinsson, 2001; Watson & Lea, 1997). Kuhse (1997) 
pointed out that care has two connotations: first, it is an “emotional 
response” such as worry and inclination, for example Johnstone’s 
(1994) description of caring as a feeling parallel to sympathy, empa-
thy and compassion; and second, it is “providing for”: doing some-
thing for another person, for example Griffin (1983) description of 
caring as seeing to somebody's needs. Bourgeois (2006) identified 
that an “archive of caring” exists for nursing as “caring as knowing,” 
“caring as being” and “caring as doing.” This lack of understanding, 
definition or agreed theoretical perspective is a common theme in 
the caring literature and underpins the debate about the centrality 
of caring in the nursing paradigm. Caring in nursing remains con-
tentious, making it difficult to reach a consensus about the defini-
tions, perspectives, components and process of caring (Paley, 2001; 
Sebrant & Jong, 2021; Smith, 1999) Therefore, the researcher con-
sidered “nursing care” as a part of the broad “caring” concept.

The nurses in ICU focus on patients and their families to prevent 
deterioration and improve the patient's condition (Sole et al., 2009), 
and to deal with life- saving interventions during acute physiologi-
cal crises, with a particular focus on medical needs and access to 
technology (Marik, 2010). Good communication is vital to the as-
sessment of symptoms and in promoting patients’ participation 
in decision- making about treatment plans and end- of- life (EOL) 

decisions (Happ et al., 2004) and giving care to families at this stage 
(Almansour & Abdel Razeq, 2021; Rivera- Romero et al., 2019). There 
are various factors that affect communicating care and caring in 
ICU (Ganz, 2019; Happ et al., 2011). There are different means and 
measures to assist patients in communicating (Shiber et al., 2016). 
With some patients, especially MV patients, communication can be 
limited to verbal responses of yes/no or non- verbal answers, such 
as eye blinking and touching (Karlsson, Forsberg, et al., 2012; ten 
Hoorn et al., 2016). Radtke et al. (2012) found that nurses’ evalua-
tions of communication can vary. Despite the benefits of taking time 
for caring communication, some nurses prioritize medical treatment 
over communication, while others consider assistive communica-
tion methods to be time- consuming and impractical, emotionally 
exhausting and inappropriate for ICU patients. This may lead ICU 
nurses to use less verbal communication when caring for uncon-
scious patients than they would with verbally responsive patients, 
and to communicate less with unconscious patients than with con-
scious patients (Alasad & Ahmad, 2005; Happ et al., 2014). Karlsson, 
Forsberg, et al. (2012) emphasized that for nurses to communicate 
caring with patients, they need to set aside time to build a trusting 
relationship; to read, interpret and listen to the patient's way of com-
munication; and to be aware of their own attitude, body language, 
words, tune and when they touch the patient.

Furthermore, ICU nurses need to deal with patients and their 
families, and other healthcare colleagues from different disci-
plines (Communicating with Patients & Colleagues, 2021; Karlsson, 
Forsberg, et al., 2012). Accordingly, caring communication also in-
cludes patients’ families and other health professionals, which raises 
the question of what constitutes caring communication in ICU. The 
aim of this study was to explore the perceptions and experiences of 
nurses in communicating the care and caring in ICU.

3  | THE STUDY

3.1 | Design

Focused ethnography (FE) was chosen to examine nurses’ beliefs, 
behaviours, social interactions and practices (Magilvy et al., 1987; 
Roberts, 2009) about communicating care and caring in ICU. The re-
searcher employed FE because of its congruence with the research 
question, which centres on describing experiences in a cultural con-
text (Higginbottom et al., 2013; Richards & Morse, 2013).

3.1.1 | Focused ethnography

The term “focused ethnography” consists of two words: focused 
and ethnography. Ethnography was defined differently by scholars 
(De Chesnay, 2015; Fetterman, 1998; Holloway & Wheeler, 2010; 
Leininger, 1985; Schneider et al., 2007; Willis & Anderson, 2010). 
Polit and Beck (2017), Roper and Shapira (2000), Spradley (1980) and 
Oliffe (2005) all highlight that ethnography is learning from people 
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and is distinct from studying or learning about people. Harris and 
Johnson (2006, p. 5) defined ethnography as “a written description 
of a particular culture -  the customs, beliefs, and behaviour -  based 
on information collected through fieldwork.” Goodson and Vassar 
(2011, p. 2) described ethnography as “a social research method 
occurring in natural settings characterized by learning the culture 
of the group under study and experiencing their way of life before 
attempting to derive explanations of their attitudes or behaviour.” 
Muecke (1994, pp. 189– 190) provides a succinct yet comprehensive 
description of ethnography as:

A written description of a people that focuses on 
selected aspects of how they lead their routine, re-
markable and ritual lives with each other in their envi-
ronment and of the beliefs and customs that comprise 
their common sense about their world.

Knoblauch (2005) used the term “focused” because FE concen-
trates on small elements of a culture. Muecke (1994) used the term 
FE to describe time- limited exploratory studies in a fairly discrete 
community or organization with a limited number of key informants 
having knowledge of problem or phenomenon of study. For the pur-
pose of this study, Muecke’s (1994) definition of FE was adopted as this 
exploratory study focused on a particular culture or phenomenon— 
communicating caring in an ICU— in a limited time frame and with a 
limited number of participants.

The study was reported according to Consolidated Criteria for 
Reporting Qualitative Research (COREQ) Checklist (File S1). This 
study was undertaken by Ms. H.A, a Registered Nurse (RN) with sev-
eral years of experience in intensive care, perioperative and emer-
gency nursing. Research Ethics Committee approval from the human 
research ethics committees at both the university and the hospital 
was obtained prior to commencement of the study. The study was 
undertaken in ICU of one of the largest metropolitan private hospi-
tals in Queensland, Australia.

3.2 | Setting

The study was conducted at the adult ICU of a large private hospi-
tal in the Queensland metropolitan area, Australia. There is a low 
nurse- to- patient ratio (1:1 or 1:2) in this ICU (Almerud et al., 2007; 
Kim et al., 2012; Marik, 2010), where nurses are continuously at the 
bedside and monitor all aspects of the patients’ health status.

The physical layout of the ICU starts from the entrance site. 
There is a volunteer clerk outside the unit, who cooperates with the 
ICU staff and receptionist to arrange relatives’ visiting times. Next 
to the entrance door, there is a waiting room for visitors with facil-
ities and self- service refreshments and utilities. On the wall, there 
are brochures, leaflets and other educational materials for visitors.

This ICU consists of 19 beds (17 in open rooms and 2 in isolated 
rooms), divided into two wings. The right wing includes bed numbers 
1– 13. There are six beds in the left wing: beds 14– 19, which includes 

the isolation rooms 18 and 19. Beds 1– 6 are allocated to conscious 
patients because they are away from the nurses’ station and experi-
ence the least noise from staff activities, especially at night. There are 
a number of offices in the left wing for the medical staff, as well as a 
rest room for the Medical Officer (MO) on- call. Patients’ rooms have 
electrical bed and a locker. Each room has oxygen and suction units 
and a ceiling- mounted computer for nurses’ usage. There is also a TV 
on the wall of each patient's room, and each room can be closed by 
disposable blue curtains. In front of each bed, there is a desk and chair 
with space for the nurses to sit and write their records and notes.

There is the staff's tearoom at the end of the right wing, which 
faces the respiratory room with an arterial blood gas (ABG) machine. 
There are two nurses’ stations: the main one is the largest and faces 
the Clinical Nurse Manager's (CNM) office; and the small one is lo-
cated in front of the first six beds of the right wing. The main nurses’ 
station includes the in- charge nurse, receptionist, and the doctors’ 
desks and five computers for doctors and nurses to find any infor-
mation, procedure or results. In the nurses’ station, there are an X- 
ray machine (where the X- ray technician can obtain X- ray films) and 
X- ray screens for doctors to view these films. There is a white board 
where the patients’ names are allocated to their room number along 
with their specialist, the intensivist and MO who are on- duty/call 
for the day. There are two mobile telephones with security video 
calls. The receptionist (or present staff) responds to the entry bell by 
pressing a button on the telephone to open the door for the caller. In 
addition, there is a landline telephone only used for emergency calls. 
The main nurses’ station also holds cabinets with drawers of numer-
ous folders and forms for doctors’, health professionals’ and nurses’ 
requirements. On the shelves, there are many “thank you” letters to 
staff, and the staff communication book is located in the in- charge 
nurse's space. From the nurses’ station, there are exits to the utility 
room where basins, urinals and bedpans are stored; to the medica-
tion's rooms; and to additional storeroom for other equipment and 
tools. The middle of the unit has another clean utility room and bath-
rooms. The conference/family meeting room is at the exit of the unit.

The hub of the unit is the main nurses’ station, where all staff 
movements originate and return on a regular basis. The station is 
rarely vacant, and on several occasions, as many as 30 staff could be 
present and engaged in different group interactions simultaneously. 
Nursing staff begin their shift by entering the station and checking 
the allocation book to find out who their patients are for the day. 
They then accept handover from the nurse of the previous shift.

3.3 | Sample

The inclusion criteria for this study were as follows: RN, either male 
or female; employed full- time worker; working for at least one year 
in the unit; working alternative shifts; and willing to be interviewed 
and observed in the practice setting. A purposive sample of 38 RNs 
consented to participate in this study. Three participants withdrew 
for personal reasons. Subsequently, 35 was the total number of the 
participants. Table 1 provides the demographics of the participants.
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3.4 | Data collection

The recruitment process began with meeting the CNM, who then 
introduced the researcher to the staff. The researcher provided 
the CNM with letters of invitation, which she in turn distributed 
to nursing staff and placed flyers around the nurses’ stations and 
the staff tearoom. The researcher then personally contacted those 
who responded and provided three documents: information sheet, 
informed consent form and demographic questionnaire. The re-
searcher is a Registered Nurse with long experience in different 
fields of nursing (e.g. intensive care, emergency and perioperative). 
The researcher has no previous relationship with participants.

All participants provided their written consent to participate 
prior to data collection. Participant are identified by “P” followed 
by a number (e.g. P1) for anonymity. Data were also gathered from 
participant observations, document reviews, interviews, and further 
written information from participants. Data were gathered in short 
and long rotating shifts; morning, evening, and night; weekdays and 
weekends; and public holidays.

3.4.1 | Participant observation

Participant observation is considered the fundamental ethnographic 
research method (Fife, 2005). Observation without participation can 
be used to gain a rich description of the setting, activities and the 
participants to describe and explain their actions in context (Hennink 
et al., 2011). This assists in both understanding the important issues 
in the designated setting (Boswell & Cannon, 2011) and interpreting 
the experiences of the studied group (Holloway & Wheeler, 2010). 
The researcher started the observation period by exploring the 
physical and social structures of the unit and experiencing the eve-
ryday running and routines of ICU, as Holloway and Wheeler (2010) 
recommended. Observation assisted the researcher to contextualize 
the attitudes, values and emotions of the participants. An unstruc-
tured observation method was used to obtain detailed descriptions 
of participants’ behaviours either as they occurred or shortly after-
wards by compiling field notes or completing the researcher's reflec-
tive journal. At times, the participants were observed for more than 
two shifts because they were interacting with other participants 
and events. Patients, families and other personnel who were not the 
focus of this study were informed of the reason for the presence of 
an observer researcher. Participant observation was conducted with 
1,632 hr.

3.4.2 | Documentation review

Reviewing documents such as nurses’ records, policies and pro-
cedures allowed the researcher to access data that were difficult 
to acquire by direct observation and interviewing (Holloway & 
Wheeler, 2010). Document reviews occurred concurrently with the 
participant observation period; as the researcher took field notes, 

she also examined documents as the study progressed. The re-
searcher read the narrative nurses’ notes, which contained patient 
observations, progress of the patient's condition, statements to 
specify the nursing care pertinent to patients and their families and 
their response to this care. Further clarifications were obtained by 
interviews as regards the participants’ notes.

3.4.3 | Interviews

Interviews allow the exploration of unique cases and unexpected 
responses that might have given profound insights into the phe-
nomenon being studied (Taylor et al., 2006). Ethnographers de-
pend on interviews to understand the participants’ personal worlds 
(Wolf, 2012). In interviews, the researcher is mentally projected 
into the ethnographic experiences described by the participants 
(Bauman & Adair, 1992). Moreover, interviews may be the only 
method available to collect certain data that are difficult to obtain 
through participant observation (Hammersley & Atkinson, 2007; 
Polit & Beck, 2017). Therefore, the use of interviews was considered 
by this researcher to be essential and complementary to the other 
forms of data collection for this study.

Participants were interviewed after they were observed in 
this study. The researcher used the Nurses’ Interview Guide 
(Bryman, 2012; Roberts, 2020), which included asking participants’ 
permission for a digital audio recording of the interview. The in-
terviews were arranged to suit the participants’ schedules in days. 
Interviews were conducted at workplace or out- of- work hours 
(e.g. family conference room, participants’ home). The researcher 
conducted pilot face- to- face, semi- structured interviews with four 
participants, which enabled pre- testing and improvement of the in-
terview guide and process (Bryman, 2012). Each interview started 
with broad, general and open question such as “How do you commu-
nicate that you care to your conscious/unconscious patients?” The 
questions were narrowed from broad to specific questions, probes 
and prompts as “Tell me more about that.” Such prompts were used 
to clarify content and augment the information provided. The re-
searcher avoided indicating responses in these questions, posed one 
question at a time. The researcher took notes before, during and 
after the interviews. The average interview lasted 1 to 1.5 hr. There 
were 44 follow- up interviews to obtain further clarifications about 
observational periods with total of formal interviews (N = 79) and in-
formal conversations (N = 16). The number of participant interviews 
is variant. Some participants had only one interview, others had 2– 3 
interviews, and the only one had 4 interviews (CNM), as she plays 
different roles (manager, in- charge and assisting as allocated nurse).

3.4.4 | Participant's additional written 
information forms

Twenty- six Participant's additional written information forms 
(PAWIFs) were filled by participants for further information, which 
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allows participants to feel comfortable about self- disclosure in pri-
vate and at a convenient time (Smith- Sullivan, 2008). Twenty- six 
PAWIFs were collected, and the length of PAWIFs varied from a 
single paragraph to seven pages. This focused ethnography is rec-
ognized by excessive data saturation due to the lengthy time, and 
triangulation of data methods was used (Fusch & Ness, 2015). Data 
saturation is reached when there is enough information to replicate 
the study (O’reilly & Parker, 2013; Walker, 2012), when the abil-
ity to obtain additional new information has been attained (Guest 
et al., 2012) and when further coding is no longer feasible (Guest 
et al., 2012), which explicates the level to which new data repeat 
what was expressed in previous data (data replication) (Fusch & 
Ness, 2015), and after six months of the fieldwork, it became appar-
ent that no new data were forthcoming (Hennink et al., 2017, 2019). 
Therefore, the researcher determined that the study had reached 
data saturation (Polit & Beck, 2017).

3.5 | Data analysis

Data were inductively and thematically analysed by the researcher. 
There is no specific protocol for analysis in ethnographic research; 
therefore, the researcher reviewed a number of approaches (Braun 
& Clarke, 2006; Chuang & Abbey, 2009; Padgett, 2012; Polit & 
Beck, 2017; Whitehead, 2013). From this emerged a modified six- 
phase analysis process. The data from field notes, reflective journal, 
documentation, interviews and PAWIFs were segmented, compared, 
contrasted, synthesized, categorized and conceptualized to identify 
common codes, categories/subthemes and core themes, from which 
a mental map of the findings was constructed and reconstructed 
to capture the core concepts in the data set (Hennink et al., 2011). 
NVivo 11® data management software was used to facilitate the 
analysis.

The researcher did not return the interview transcripts to par-
ticipants for comments, as she conducted instant member checking 
through various “good interviewing” strategies as seeking clarifi-
cation by probing, paraphrasing, using open- ended questions and 
listening with an interpretive intent (McConnell- Henry et al., 2011).

Rigour of the study was ensured through several means. 
Credibility was ensured by the prolonged engagement of the re-
searcher in the field and triangulation of the data methods, which 
provided converging conclusions to provide rich and vivid descrip-
tions; dependability through the consistency, triangulation and 
trail audit in the methods of data collection and analysis; confirm-
ability, an audit trail was created where all steps taken in the re-
search process are outlined and made available in this document 
for scrutiny; transferability, by clearly outlining the context of the 
study and the rationale for its undertaking such as establishing the 
participant inclusion criteria and articulating the analysed data; 
and reflexivity through the use of researcher's reflective journaling 
about preconceived biases, preferences and preconceptions that 
may have influenced a situation or interpretation of data (Polit & 
Beck, 2017).

3.6 | Trustworthiness

To ensure the rigour of the study, the researcher employed credibil-
ity through the prolonged engagement of the researcher in the field, 
and data methods triangulation provided converging conclusions to 
provide rich and vivid descriptions; dependability through the con-
sistency, triangulation and trail audit in the methods of data collec-
tion and analysis; and confirmability by the researcher's checking 
of the codes and analysis with expert researchers to obtain data 
accuracy, relevance or meaning. To ensure transferability, the re-
searcher clearly outlined the context of the study and the rationale 
for its undertaking such as establishing the participant inclusion 
criteria and articulating the analysed data. Reflexivity was achieved 
through the use of reflective journaling about preconceived biases, 
preferences and preconceptions that the researcher may have to 
influence a situation or interpretation of data (Polit & Beck, 2017).

3.7 | Ethical considerations

Research Ethics Committee approval has been granted by ethics 
committees at both the university and the hospital. Informed con-
sent was obtained from each participant before data were collected. 
The researcher provided the participants with a research information 
sheet that included the objectives of the study, methods of collect-
ing information, risk level, confidentiality guarantees and anonym-
ity. Participants were informed that they could withdraw at any time 
without prejudice. Participants have been de- identified and coded 
with the letter P and number (e.g. P1) to ensure anonymity. The re-
searcher kept participants’ information on electronic computer files, 
which were password- protected and regularly backed up to reduce 
the risk of damage or data loss. Patients and other staff who were 
not at the centre of this study were informed of the reason for the 
researcher's presence, and their permission was taken.

4  | FINDINGS

The data analysis revealed patterns of communicating care and car-
ing in ICU from a variety of perspectives: changing patterns of com-
municating care and caring, types of communication used, enablers 
and barriers affecting communicating care and caring, and signifi-
cant issues in communicating care and caring in ICU. Figure 1 repre-
sents the patterns of communicating care and caring in ICU.

4.1 | Changing patterns of communicating care and 
caring in ICU

Changing patterns in the ways that nurses communicated caring in 
ICU were noticeable to the researcher. First, participants indicated 
that changes had occurred in the way patients communicated their 
healthcare needs to staff. “Patients are not just receiving instructions 
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or orders like before; patients have the right of partnership to par-
ticipate and be involved in their treatment and to be informed about 
the progress of their condition” [P9: Interview 2].

Second, participants stressed the importance of caring communica-
tion with the patient's family by being with them, listening and respond-
ing to their needs and involving them in the decision- making process, “It 
is important how you communicate with family… it is about making them 
feel that their care is your priority … that they [are] valued in terms of 
their contribution in family's conferences or meetings” [P35: Interview 3].

Third, when nurses communicated with other health profession-
als such as doctors, there was a sense of collegiality and equality 
between the doctors and nurses based on mutual respect for their 
levels of competency, expertise and knowledge, “Like how peo-
ple talk to each other now, where you wouldn't 10 years ago. You 
wouldn't talk to a specialist; you'd wait ‘til you got spoken to, but 
now that's different. Now you can initiate the conversation with 
doctors” [P29: Interview].

Nevertheless, on one occasion the researcher observed a con-
versation between the CNM (P1) and one of the visiting doctors:

P1: “Excuse me, can I help you? Who are you?”
Visiting doctor: “Dr X … Why isn’t anyone following 
me on the ward round? On the wards, they follow me 
with all the pathology.”
P1: “Well, we’re all busy and you don’t have a ward 
round, you come whenever you like … please don’t 
speak to me like that.”

P1 later spoke to the researcher with some annoyance about some 
visiting doctors’ behaviour in ICU:

Visiting doctors who just walk in and don’t identify 
themselves at all and you have the audacity to ask, 
“who are they.” They still think nurses are subservient 
but we’re not, we’re professional colleagues. You treat 
people with respect … it’s treating people how you 
like to be treated. 

[Field notebook 1]

Participants stressed the importance of good communication be-
tween nurses’ colleagues, irrespective of their status and role.

There is no real hierarchy … in the way staff communi-
cate with each other…. the unit manager involves her-
self as a member of the team, whether she is working 
at the bedside or as in- charge. Status is no barrier to 
the way staff communicate. 

[P9: Interview]

4.2 | Types of Communication in ICU

Data analysis revealed different patterns of staff communication in 
ICU including verbal, non- verbal and documentary communication.

Verbal communication was the primary means of communication 
in ICU. Four key aspects of verbal communication were identified: 
communicating with the patients, with their families, in clinical han-
dovers and between staff members.

The researcher observed that when nurses were communicat-
ing with both patients and families, they used the “lay” language. 
That is, they avoided complicated technical language or medical 
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terminology. The staff communicated in a sensitive and caring way, 
given the vulnerability of the patient in terms of their health and 
potential future. Time was offered for the patient and family to di-
gest the information and ask questions for further clarification. In 
one occasion, the researcher noticed how P19 looked after her dying 
patient. She held the dying patient's hands and spoke to her softly:

Participant P19: “It is ok to go, and hopefully you are 
not in pain. Someone is with you. you are not alone.”
Researcher: “You are talking to her.”
Participant P19: “I found myself privileged to care for 
dying patients that you spend the last few moments 
with. Their family members are not there and there-
fore, they had somebody with them.”

[P19/Researcher: Field notebook 2]

Communicating verbally with patients depended on their level of 
consciousness. For conscious patients, the length of interactions was 
significantly longer than with unconscious patients. The participants 
were more engaged with the conscious patient, sharing information 
and responding to their enquiries. With unconscious patients, the par-
ticipants were observed to continue talking and explaining what was 
happening to the patients as they performed procedures. The focus of 
this interaction was primarily on treatment and management of care. 
Irrespective of the consciousness level of the patients, staff were car-
ing and aware of their capacity to hear.

When the participants performed “handovers” at the bedside, 
the researcher noted patient involvement. Participants considered 
patients’ needs by giving them the opportunity to speak about how 
they view themselves and to ask any questions. The use of both lay 
and professional language was noted in these situations. Lay termi-
nology was used when talking with patients, and medical jargon and 
technical language, often using acronyms for brevity, when talking 
to each other. This was an economical language used in an intense 
environment for time management. Notably, the researcher ob-
served that the bedside handover used lay, inclusive and expansive 
language, with more detail of what was happening. In contrast, at 
the in- charge level, handovers were economical, involved abbrevi-
ated, medical language, and used the patient's bed number or di-
agnosis, rather than the patient's name [Field notebooks 1 and 2].

Another caring communication was observed on different occa-
sions, as the leaders tended to communicate indirectly to staff by 
sending a float nurse (is an expert RN, level two, not located to any 
patient, assisting the staff and in- charge/coordinator nurse) to de-
liver a specific message or talk generally to staff in meetings, by using 
the “blanket effect,” which means not mentioning specific events 
or names, for two reasons. First is “to let the person involved get 
the message without embarrassment” [P9: Field notebook 1]. This 
avoids confrontation and considers the recipient's feelings. Second, 
this allows staff to learn vicariously from other people's experiences 
or mistakes. The researcher witnessed in one meeting the discussion 
of an incident involved the administration of a blood transfusion. 

Rather than naming the person/s involved, the CNM made a general 
statement that an incident had occurred as a result of not checking 
whether the blood type was the correct one for the patient. [Field 
notebook 2].

With non- verbal communication, touch stood out as the central 
aspect of communicating caring non- verbally in ICU. The researcher 
noted the importance of appropriate touch and its subsequent ef-
fects. Participants were keen to highlight the importance of assess-
ing the context of the use of touch, which included informing the 
patient if touch was indicated: patients’ consciousness level, the acu-
ity of their illness, their background, potential vulnerabilities, and the 
level of control and involvement in their care.

Touch can be used not only to communicate that you care, but 
also provides the important information about the person's physical 
health when undertaking a clinical assessment. “The use of touch can 
be a sneaky way of assessing the peripheral body temperature of the 
person, their heart rate…without the person actually being aware 
of what you are doing” [P2: Interview]. In caring for an unconscious 
patient, the importance of touch was raised by participants, “[With] 
patient who is in an unconscious state…. touch is the only way the 
person can sense that someone is there for them…. saying without 
words that you are there taking care of them” [P22: Interview].

Even when patients are sedated or unconscious, still 
they can feel when they are being touched. That is 
why we [nurses] always prepare the patient by ex-
plaining to them what we are about to do to keep 
them informed before touching them as part of car-
rying out any procedure involving touch. 

[P2: Interview]

When assessing and preparing the person for touch, the nurses 
talked about knowing whom/what/where/when to touch/ not touch. 
Whom to touch/when not to touch was an important consideration 
in the provision of care. The diversity of patients being cared for in 
ICU raised many issues for the staff, especially in respect of the pa-
tient's cultural/religious background, age, gender, illness severity and 
life experience. Therefore, participants were very cognizant that every 
individual respond to touch in different ways depending on their life 
history. One consideration is the patient's cultural background, “A per-
son's cultural and religious background needs to be checked to identify 
if the use of touch is acceptable and if so, by whom” (P14). P28 spoke 
about the importance of assessing the appropriate use of touch:

In some faiths, touching another, especially a stranger 
or a person who is not a member of the family is not 
acceptable…. especially when the patient is female. 
When this occurs, the care and management of that 
person are entrusted to a female rather than a male 
staff…When a patient is a young person, there is a 
need to be cognisant of their sensitivities in respect of 
others viewing and touching their body. We are very 
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conscious of not embarrassing them. This is also the 
case for elderly people, who often require care which 
involves touch. It is important to remember touch is 
meant to be therapeutic not invasive. 

[P28: Interview 2]

When to touch was also raised by participants as important con-
siderations. Participants considered touch to be appropriate when pa-
tients were perceived as anxious about their situation, wanting to talk 
about things worrying them and looking for reassurance.

The use of touch can be a source of strength for the 
person in the bed that does not require conversation. 
It is about communicating to the patient that you are 
with them without having to talk. It also can be a point 
of affirming the person as they speak. 

[P8: Interview]

For patients at the EOL stage, participants discussed the impor-
tance of providing touch as a means of reassurance and comfort. 
“Being with patients as the person comes to that moment of death. 
At such times, touch has become the point of connection when words 
fail to express how one feels. It is in many respects a sacred moment” 
[P14: Interview].

Participants also pointed to using touching to build rapport and 
trusting relationships with patients, “By holding the patient's hand, 
you are trying to connect with them…building a rapport with the pa-
tient … extra bit of caring that you are more sympathetic and empa-
thetic nurse rather than just being superficial and only professional 
nurse” [P17: Interview 2].

The researcher observed P15 who was looking after a patient 
who was fidgeting with his tube, P15 moved to the side of the bed 
and gently held the patient's hand and spent time talking to the pa-
tient. When questioned by the researcher on why she chose to hold 
his hand, she responded:

I think it is just communicating and showing someone 
that I am here for you and you have been heard … 
that you are safe …the person’s physical status can 
improve just knowing you are there for them, then 
yourself saw how the BP and HR went down. 

[P15: Field notebook 1]

P28 confirmed that the effects of touch extended to the patient's 
physical health by stating:

The use of touch has been effective in reducing pa-
tients’ blood pressure and heart rate. On many occa-
sions, I have witnessed that the simple act of touching 
the patient on the hand or arm can have an immediate 
impact in helping them relax… and that can be seen 
over their faces. 

[P28: Interview]

Furthermore, touch is often used by staff to provide comfort and 
reassurance for family members, “Sometimes patients can cope with 
bad news more than their family members … they [relatives] need you 
more than the patient. By simply placing your hand around their shoul-
der, lets them know you are also there for them” [P34: Interview 1].

What/where to touch was important considerations raised by 
participants. Their foremost consideration, however, was to ensure 
that they did not compromise the person's integrity or self- worth. 
P9 conveyed the general sentiments of the participants by stating:

The appropriateness of where to touch our patients 
where necessary without violating their integrity …. 
there are acceptable parts of the human body that 
touch is generally permitted and accepted…the head…
shoulders, hands, legs, and feet…we need to be sen-
sitive to how our patients feel about being touched in 
other aspects of their body. 

[P9: Field notebook 1]

The use of touch was not limited to patients and families, but 
also extended to colleagues in stressful time. On one occasion, P29 
received a phone call that her spouse was very sick and had been ad-
mitted to hospital. Her colleagues comforted her by hugging her and 
asking how they could help. There was an immediate response to cover 
her shift so that she was able to leave work to be with her husband 
[Field notebook 1]. On another occasion, P31 informed the staff that 
her nephew and his fiancée had been killed in an accident. The staff 
responded with a gentle embrace, followed by an offer to be there for 
whatever she may have needed [Field notebook 2].

Documentary communication took multiple forms as the nurses’ 
notes, patient charts and a communication book. In talking with par-
ticipants about the way healthcare delivery is documented, coupled 
with a review of what was documented, two questions were raised: 
“What did nurses document and why?” and “What did nurses not 
document and why?”

The consistent message received from participants was that any 
form of documentation about patient care needed to contain objec-
tive, factual and measurable data such as physical assessment out-
comes, diagnostic findings, treatment interventions, management 
strategies, patients’ responses to treatment and the needs of the 
family.

Documentation… is all about recording any change in 
the health status of the patient and any other clinical 
procedures that the patient requires.…chest drains 
removed, and mouth, eye, pressure area care is given. 
It is all about recording objective facts, which is what 
we are taught to do. 

[P9: Interview 2]

The researcher noted that any reference to nursing care was either 
very brief or stated in general terms: “all care attended to” or “patient 
nursed as per care plan” [Nurses’ notes] (see Figure 2).
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When questioned by the researcher about the reasons for the 
abbreviated manner of care documentation, P5 responded:

“All care attended to” means you have given…mouth 
care… eye care. However, any care involving touch-
ing the patient for the purpose of reassurance or to 
allay their anxiety is normally written as “psychologi-
cal support given”…understood to mean that you sat 
down and listened to the patient and assisted the pa-
tient to feel comfortable. Such terms remove exces-
sive documentation. 

[P5: Field notebook 1]

In the nursing notes, there were a noticeable language and how 
nurses perceived the needs of the patient.

When a patient is in need of emotional or psycholog-
ical support, we would include in our documentation 
“patient needs a lot of tender loving care (TLC).” The 
use of such term would indicate to other nurses that 
the person is very fragile, emotional, and distressed. 

[P17: Interview 2]

One participant spoke of the importance of psychosocial assess-
ment as part of unit routine, indicating, “It is very important to docu-
ment psychosocial aspects of the patient's care, which is part of holistic 
practice… mental status, level of comfort, outcomes of visits by family” 
[P29: Interview].

In the Philippines, we were trained to record both 
objective and subjective data as part of legal require-
ments…there may be a misinterpretation of com-
munication between patient and nurse… nurse and 
family…. leading to complaints being made… in our 
ICU, the way documentation works is if you do not 
write down what you have done, then you did not do it 
… not written not done.” So, I write everything down. 

[P14: Interview]

From the researcher's perspective, what P17, P29 and P14, indi-
cated in the above statements, were the importance of documenting 

subjective data in the provision of care, as participants felt it has a 
place.

When questioned by the researcher about the discrepancy be-
tween what the participants described as highly valued caring prac-
tices and what they recorded, however, the participants did not all 
see that their caring practices were significant for documentation. 
Participants responded that nursing care was essentially subjugated 
to the realm of non- importance in the absence of evidence, per-
ceiving that engaging with the patient on a personal level cannot 
be proven to make a significant contribution to health improvement 
and quality of life. Although proud of their contribution to providing 
care, a number of participants were reticent to include such informa-
tion in their documentation, as it was not considered as valuable as 
other information to be documented. P37 shared her thoughts about 
this, “Nurses don't write that they listened to the patients, touched 
them or held their hands… This is taken for granted as part of provid-
ing care” [P37: Interview].

I believe it is important to write down how we cared 
for our patients….as such information can be very 
helpful; however, none of the staff are going to read 
it, especially if it is lengthy, so we don’t write it down. 
It is very time- consuming, spending too much time 
documenting the care instead of delivering it. 

[P6: Interview]

The importance of documentation in terms of legal implications 
was raised by participants, “Nurses are legally obligated to document 
every shift. Nurses’ charts and notes are legal documents…. you've 
got to be very careful what you document” [P13: Interview 2]. Also, 
several participants mentioned the importance of protecting the nurse 
from potential litigation, “Clear documentation can also be a protective 
measure in the case of treatment error or when the patient or family 
believe there has been a failure in care and treatment” [P32: Interview]. 
“We are taught to write in our charts that family have been updated 
about the health status of their loved one” [P2: Interview].

One particular practice noted by the researcher was the repe-
tition in documentation, as repeating the same information in dif-
ferent charts. P13 also expressed her frustration at this practice in 
stating, “You get nurses who will document something eight times. 
Others and I, if we have written something somewhere, we are not 

F I G U R E  2   Documentation in nurses’ 
notes: “Patient nursed as per care plan”
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going to re- document it elsewhere because we hate to write things 
twice” [P13: Interview].

4.3 | Enablers and barriers affecting communicating 
care and caring in ICU

The data analysis revealed various factors that can affect the pro-
cess of communicating caring in ICU. These factors were divided into 
enablers and barriers (see Figure 3).

4.3.1 | Enablers facilitating communicating caring 
in ICU

Several enablers facilitated communicating caring in this ICU. 
They included using a variety of communication means and ser-
vices; attending unit workshops to enhance effective and caring 
communication with patients, their families and colleagues; and 
the appropriateness of communicating caring. The participants 
reported employing several strategies to facilitate effective com-
munication, including the use of different tools such as mobile 
phones, writing boards, iPads, pictures, lip reading, leaflets and 
information brochures, and interpretation services when language 
was an issue.

Education was a major aspect of developing communication skills 
for staff. Participants were required to attend various workshops 
and educational sessions to enhance effective communication with 
patients and their families, including appropriate etiquette practices, 
especially in sensitive situations. Participants provided some illustra-
tion of the way that nurses need to communicate with their patients:

It is about looking at their [patients’] body language 
or eyes when they are not conscious. When they are 
unconscious, you need to speak clearly, keep it simple, 
direct to the point and usually a little bit louder be-
cause there is so much other noise going on, but not 
shouting at them. 

[P9: Interview 1]

Nurses in ICU need good communication skills …being 
patient…a good listener… attentive to the patient be-
cause all patients have different needs … also, the way 
you present yourself [in terms of] eye contact, body 
language, mannerisms [and] tone of voice. 

[P18: Interview]

Caring communication includes the importance of choosing a suit-
able time for nurses’ communication with their patients by respecting 
their unwillingness to talk— either because of being preoccupied with 
their illness or simply not being in the mood to engage in conversation, 
“Nurses need to read the patient's non- verbal cues. Some people do 
not want to talk, and you must respect that…. you just have to be able 

to read the signs … whether your patient wants to communicate or 
not” [P9: Interview 1]. “We [nurses] forget that people need to rest. 
We need to leave them [patients] alone, for a period of time in the day… 
that is really an important part of healing” [P1: Interview 4].

For communication with families, P34 said, “We [nurses] need 
[further] education and training about how to communicate with… 
difficult relatives … on the psychological aspects [of caring] … about 
how to understand people” [P34: Interview].

Furthermore, the researcher attended several family confer-
ences/meetings with staff members responsible for the patient is-
sues being discussed. The doctors usually managed these meetings; 
however, in some cases, the expert nurse played that role— as wit-
nessed by the researcher [Field notebooks 1 and 2].

Communication between staff was another aspect raised by par-
ticipants who had experienced situations in which unprofessional 
and uncaring communication occurred. “Some float nurses criticise 
you in front of the patients when they say, ‘Hasn't anyone brushed 
your hair today, or haven't you had a shave?’… they just come and 
pick on you … that is greatly annoying” [P26: Interview].

Participants identified the importance of open communication 
and speaking up without fear of reprisal. At times, nurses needed to 
speak up by debriefing with their colleagues or talking to their CNM 
when there was stress or an important concern.

If you are a level 2 nurse and there is a problem…. you 
have a quiet chat to the nurses on the bedside … if it 
is like a big issue it needs to be addressed to Kerrin 
[CNM] who usually say: “ok … I will have a chat with 
them”. 

[P3: interview 2]

Caring communication was evident in different aspects by the 
provision of a suitable place for communication in an environment 
of respect, privacy and confidentiality. The researcher witnessed the 
CNM speaking individually and privately to the staff about their spe-
cific issues.

The in- charge and float nurses’ handover is in the 
nurses’ station, where there are phones continually 
ringing and doctors coming in and out all the time…to 
address the situation, we said, “why don’t we give the 
handover in the manager’s office… where the nurses’ 
station is close… this will allow us privacy …to review 
each patient’s case”. 

[P5: Interview 3]

4.3.2 | Barriers impeding communication in the unit

There are several barriers tended to impede the ability of nurses 
to communicate caring for their patients. These included caring for 
patients who were experiencing psychosis, were unconscious, had 
an endotracheal tube in situ and had vision or hearing impairments. 
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Consequently, the challenge for nurses was to create different ways 
to communicate caring.

When patients are confused…if a patient is trying to 
climb out of bed and we have to keep pushing the pa-
tient back into the bed, the patient can feel that he is 
not being cared for. Another thing…. when I am look-
ing after ventilated patients, and these patients can-
not communicate effectively because of their tubes. 
So, it’s hard to provide the emotional or physical care 
that they specifically need. 

[P24: interview]

Participants identified miscommunication as another barrier, P7 
articulated:

There might be a personal clash between the nurse and patient in 
terms of how the nurse approaches, and the different perspectives 
of the situation by the patient. So, it can be purely down to miscom-
munication and someone's misunderstanding from either side [P7: 
Interview].

Participants also mentioned that sometimes communicating with 
the patient's family is a challenge.

Sometimes it is challenging when communicating with 
family … they come in and you can see that there are 
walls there between you [nurse] and them…Having to 
get through that to tell them what is going on, or to 

break down the wall … that is incredibly difficult and 
frustrating. 

[P3: Interview 3]

P36 stressed the importance of listening to the patient or fami-
lies, as a means of communicating that they cared, “Some nurses, …. 
have a very busy shift and are preoccupied with carrying out proce-
dures, which are more often than not highly technical. Turning off from 
what they are doing…. just we are talking about communication” [P36: 
Interview].

One of the significant challenges of communicating while one 
cares was the language barrier. When the patient does not speak 
English and there is no interpreter or family member available to act 
as an interpreter, the situation can become problematic. “Most of the 
time, language can be a significant barrier in communicating with pa-
tients” [P2: Interview 2]. “We have had Greek people and sometimes 
it was hard to get an interpreter…their family spoke English which is 
helpful … but their family are not here in the middle of the night and 
that is just a nightmare” [P37: Interview 2].

Sometimes, medical jargon needed to be used by healthcare 
members, which further challenged effective communication with 
patients and their families.

The medical staff tell patients that there are some 
changes in their condition, and they speak to patients 
in medical terms … then you see the patients just nod-
ding their heads; then you ask them “did you really 
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understand … do you have any questions?” As a nurse, 
it is your responsibility to make sure that the patient 
understands what is going on. 

[P28: Interview]

The issue of language was not confined to patients and their fam-
ilies but was also present for members of the healthcare team whose 
first language was not English.

For some nurses, their English is not easy to under-
stand. If their accent is strong/thick or not clear or 
difficulties can arise….one time a doctor gave an order 
for insulin by phone, and it was difficult for the doctor 
to understand the Asian nurse’s accent …the nurse 
had to ask another nurse for assistance in taking the 
order … This was a big frustration for both the nurse 
and doctor. 

[P24: Interview]

Further, participants spoke about difficulties with communication 
between health professionals in ICU, whether it was verbal or written 
communication. “Some surgeons make your job harder; first, because 
they don't talk to you and second, you can't read their writing … it's il-
legible. So, how are we meant to know what to do?” [P36: Interview 2].

Few participants indicated other barriers in communicating car-
ing in the handover from agency staff:

An agency staff gave me a reasonable handover, and 
just she was not certain about different things be-
cause she was not familiar with the paperwork and 
procedures of the unit. Although one of my patients 
was to be discharged, and I never found out until late 
… that my patient is going to the ward. 

[P27: interview]

The researcher observed some confusion in communication when 
working with certain groups of nurses, such as Filipino (when nodding 
their heads) and Indian nurses (when shaking their heads). The cultural 
differences between nurses of these ethnicities resulted in difficulty 
understanding whether they agree or not— that is, whether the head 
movement means “yes” or “no.” In such situations, the nurse often has 
to ask for verbal clarification. Additionally, some groups were some-
times observed conversing in their native language, which was neither 
appropriate behaviour nor appreciated by both the patient and the 
staff [Field notebooks 1 and 2].

Another barrier was witnessed by the researcher when the 
participants required the use of communication tools for engag-
ing with patients, but the devices were found to be inoperable 
through flat batteries. The researcher asked three participants 
about the situation— none said anything about it [Field note-
book 2].

4.4 | Significant issues in communicating care and 
caring in ICU

The researcher observed remarkable aspects of communicating care 
and caring in this ICU. Seven elements concerning communicating 
care and caring in the unit stood out: Anticipating of undeclared in-
dividual needs for care and caring, hypocritical communication, care 
of the patient after death, a sense of humour, communicating care 
through touch, the contributions to a culture of caring by nurses 
from different backgrounds and a pervading sense of caring in the 
unit.

The first element, “Anticipating of the unspoken and undeclared 
individual needs (verbally and non- verbally) for care and caring” is 
indispensable for different personnel in ICU including patients, fam-
ilies, nurses and other members of the health team. For instance, 
anticipating patient's care and caring needs is not only limited to un-
conscious or non- communicative or dead ICU patients; however; it 
is required at all times and circumstances. Similarly, with families of 
patients, nurses, and other colleagues:

For patients, at the centre of the nurses’ professional behaviour 
was “The importance of reflection on practice as a means of meeting 
the spoken and unspoken needs of patients and their families” [P18: 
interview 2]. Participants P4, P18 and P15 added that “When nurses 
are explaining and keeping the patients well informed and meet-
ing their spoken and unspoken needs, they are on the right path to 
building a trusting relationship” [P4, P18 & P15: Informal discussion/
Field notebook 2]. Participants noted terms in their PAWIFs such 
as: “Being aware of the non- verbal care needs of patients” [P18: 
PAWIF]. For example, patients’ rights were at the forefront of care as 
P9 stated that “Some patients do not want to talk and we as nurses 
must respect that; they just have to be able to read the signs and the 
body language— respect is all- important.”

Almost all participants agreed that they look after their patients 
as they would look after themselves or a family member, “Treating 
others as you would like to be treated” (P1, P12, P25 & P26). P2 
echoed these sentiments in stating:

In our unit, we have to ensure that patients are well 
looked after … the way nurses look after their patients 
is the way we look after ourselves and that is why we 
always strive to provide the best care possible. 

[P2: interview]

Similarly, participant P20 stated:

The nurses have considerable experience in caring for 
people from all walks of life and in difficult situations. 
Then the nurse tries to put him/herself in that situa-
tion and asks the question: “What would I like some-
one to do or how would I like someone to be?”. 

[P20: Field notebook 2]
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As described by participants and witnessed by the researcher car-
ing for patients by having a strong nurse– patient relationship, which 
involves being empathic, having a deep sense of being with the person 
during their illness and advocating on their behalf, especially when the 
ICU patient is unconscious and requires the nurse to anticipate what 
type of care is required to respond to their fluctuating healthcare 
needs. For example, when changing the position of an unconscious 
patient, it is necessary to be mindful of the importance of remain-
ing respectful, treating the person with dignity, ensuring privacy and 
“Treating the person as you would like to be treated” [P26: interview 
1], and “Placing yourself in the shoes of the patient” [P3: interview 1]. 
P37 said:

Protecting the dignity of the patient extended to fam-
ily members, especially at times of treatment proce-
dures or care interventions. With simple procedures 
that are not of an invasive nature or do not lead to 
the exposure of the patient, family are encouraged to 
stay. However, when this is not the case and the pa-
tient may be compromised by the family’s presence, 
they are generally asked to wait in the waiting room 
until the procedures have been completed. It is so 
important to protect our patients; we are their advo-
cates at all times. 

[P37: interview]

P31 once viewed a nurse was performing a rough cleaning on her 
patient, and commented:

People do not think a lot when they do simple things 
like when they wipe a patient’s bottom, some nurses 
are really rough. Would you wipe your own bottom 
that hard? They should consider what it is like being in 
the patient’s position. 

[P31: interview]

A number of participants identified being a patient advocate as one 
of the fundamental characteristics of the ICU nurse. As patients in ICU 
are vulnerable and usually unconscious or sedated, nurses must act 
on their behalf, “Usually ICU patients are critically ill and unconscious 
… they can't look after themselves … their lives are in our hands, so 
we are their ears, eyes, hearts and advocate” (P2), “Being the patients’ 
ears, eyes and heart and acting on their behalf” (P7 & P12).

Several participants spoke of the tension between team mem-
bers about EOL choices for patients. The nurses interviewed con-
sidered prolonging life as an unnecessary trauma to the patient and 
their family, while the medical staff viewed maintaining a person on 
life support as sustaining life. P10 expressed her view:

At times I get annoyed at what happens in the unit in 
terms of keeping people on ventilators. I do not like 
how doctors push the patients to live longer. I feel 
sometimes we are not doing them any justice to keep 

them going by prolonging the inevitable. I feel some-
times it is a bit cruel. I can understand why we do it 
because the family does not want to let their loved 
one go yet, and it is nice for the family to say goodbye. 
I think it becomes a bit selfish of the family to let the 
patient suffer. Ultimately, caring is making sure your 
patient has the opportunity to have the best outcome 
in their current situation. 

[P10: interview 4]

At times, nurses perceived doctors to be prolonging the life of a 
patient at the behest of the family when the prognosis was terminal. 
Participants spoke of the difficulty they experienced at having to be 
part of this because the family were not prepared to face the reality 
that their loved one was about to die. In such situations, participants 
felt torn between providing quality EOL care. Sentiments were ex-
pressed by P10:

We [nurses] do not like when a decision is being made 
by doctors not to do anything for the patient, except 
for prolonging the inevitable, simply for the sake of 
the family who is not prepared to let them die. We ap-
preciate that the family has their needs, but it should 
not be at the expense of the patient, especially when 
you can see the patient no longer has any quality of 
life. We [nurses] are all on one page in this regard but 
our hands are tied. It is the decision of [the] medi-
cal treating team in consultation with family. Such 
decisions are not easy when there is a difference of 
opinion. 

[P10: interview]

For family, at the centre of the nurses’ professional behaviour was 
“the importance of reflection on practice as a means of meeting the 
spoken and unspoken needs of patients and their families” [P18: inter-
view 2]. Participants pointed out to the undeclared needs of the family 
by involving them in providing care to their loved one as a means of 
letting the relatives be close to them. Give them the opportunity to 
feel that they have been of assistance and helpful is better than leav-
ing them feeling impotent and unable to help, “We used to involve 
the family in the patient's care, because sometimes they just feel 
so helpless, so if they can do even a tiny little thing it relieves them” 
[P12: Interview]. However, most staff were attentive to the unspoken 
needs of the family. On one occasion, the researcher observed P15 
was bringing a chair to the patient's wife and assisting her to take a 
seat. P15 lowered the patient's bed to the same level as the seat of 
the relative. Participant P15 spoke to the wife in a very kind and warm 
way and asked if she would like a cup of tea, while putting her hand on 
her shoulder. P15 payed attention to the relative's needs and comfort, 
which is an indirect discomfort for the patient too [P15: Field notebook 
2].

For colleagues, there was an underlying atmosphere of assistance 
and collegiality and the nurses supported each other both physically 
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and emotionally. In particular, when caring for difficult patients or 
family members can add a heavy workload for the nurse. P29 said:

Most of the time we look after each other when 
someone’s tired, upset, stressed, or needs a bit of 
help… We keep a bit of an ear out if someone’s getting 
a difficult patient. To make sure you go and give them 
assistance…or if they’re busy, you go and see if they 
want a drink or a cup of tea, because sometimes it’s a 
bit hard to get away. 

[P29: interview]

Participant P7 shared her thoughts in commenting on the impor-
tance of communicating the needed respect between staff, “Respect 
is at the heart of caring for others, but respect needs to be commu-
nicated to others in the way you interact and work alongside other 
members of the team” [P7: interview].

On other occasions, participants expressed their caring for 
doctors in ICU, P16 stated: “We look after our doctors who work 
24- hr hard shifts.” P3 captured how they care about their doctor 
colleagues when on- call:

The in- charge looks around and gathers all the infor-
mation and try to sort things as planned, but if that 
doesn’t work and it needed to be attended, then 
the in- charge goes around the whole unit and says: 
“has anyone got anything for the on- call doctor?” 
and then [they] cluster it all together and do it at one 
time, rather than calling him every 45 minutes about 
something. 

[P3: interview 2]

Briefly, nurses need to put themselves in the positions of patients, 
families and colleagues to understand their needs by asking: "If you are 
a patient/family/colleague, what do I need?"

The second element, the “hypocritical communication,” means 
showing the opposite of what is hidden. For example, nurses show 
others positive communication in care and caring that runs counter 
to their internal feelings. The researcher witnessed the “hypocriti-
cal communication” in few scenarios. Firstly, P29 was allocated to a 
patient who was a former nurse. This patient was admitted to ICU 
following a drug overdose because of her addiction. The researcher 
observed P29 treating the patient as an inferior and relaying the pa-
tient's story to her colleagues in unprofessional manner. As both a 
researcher and a nurse, the researcher felt so upset about the partic-
ipant's mannerism, which was totally the opposite of what P29 artic-
ulated that she “cares for the patient as she was in his /her position” 
[P29: Field notebook 1]. In that situation, the researcher needed to 
control herself at that point and chose to ask the participant about 
her attitude in the interview. When asked about this incident, the par-
ticipant's explanation was accusatory of the patient being addicted. 
The researcher found it difficult to not respond, as she wanted to 
focus on listening to the participant's side of the story [P29: Field 

notebook 1]. Secondly, during one period of observation, three staff 
were attending to one patient, who was experiencing some faecal 
discharge and required a complete linen change. Between ensur-
ing that the endotracheal tube (ETT) and monitor leads remained in 
place, the staff were able to carefully negotiate cleaning up the pa-
tient and changing the bed linen, although the nurses seemed to be 
experiencing some discomfort at the odour. However, despite their 
dislike for these tasks, staff did not allow their personal aversions to 
interfere with the quality of care provided and they did not let the 
patient become aware of how they felt. P22 was overheard speaking 
to a patient who had been rolled onto one side, away from view of 
the nurse's facial expressions. P22 spoke to the patient in a sensitive 
manner, asking him, “do you want to defecate?” The patient replied 
“yes,” and P22 responded, “OK. One moment; I will get you the bed 
pan.” However, the nurse's facial expression and body language in-
dicated that this was not a likeable task. [P22: Field notebook 1]. 
Thirdly, during a bronchoscopy procedure in ICU, the surgeon and 
P11 discovered that a tiny piece of the bronchoscope was missing, 
and they needed to get another bronchoscope. As an observer with 
experience in the operating theatre (OT), the researcher suggested 
use of a three- way stopcock connection to address this problem. 
The surgeon and the nursing team appreciated this idea at that time 
and obtained the three- way stopcock, which rectified the problem. 
Unfortunately, it was later discovered that P11 complained about 
the intervention to the CNM. This incident made the researcher 
very careful about her participation, even when it was useful. She 
reminded herself to remain in her role as a complete observer and 
informed the CNM that she would not interfere in the future. This 
incident affected the researcher for several days, and she reflected 
in the field notes to continuously remind herself to be cautious in her 
research role while conducting this study.

The third element means showing the manner in which a person 
who had died was cared for posthumously. The researcher witnessed 
this on several occasions, noting that the staff attending to the final 
preparation of the patient were extremely respectful of the person 
before them. During corporal preparation of the deceased, which re-
quired dismantling and removal of the technology surrounding them, 
the nurses continued to honour the body as if the person was still 
alive. Words of comfort and support were replaced with a respective 
attention to preparing the body for transportation to the mortuary 
[Field notebooks 1 & 2].

The fourth element, a sense of humour, was evident during the 
observations to neutralize the daily stresses and difficult times faced 
by the staff. Whether in the form of joking, making what they per-
ceived to be clever comments in the form of retorts, or responding 
to comments of staff that elicited a smile, humour served as an anti-
dote for coping with life and death situations. It also assisted staff in 
maintaining a sense of confidence, whether that be with the patient, 
family or staff. P37 captured the general participants’ feelings con-
cerning the humour:

Humour and laughing make all of us feel at ease. 
Whether the patient, family or staff, humour plays an 
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important role in making a dark place more light- filled. 
It helps us get through the day, which is often filled 
with difficult events and decisions. Humour often 
replaces feelings of not being confident with feeling 
confident. 

[P37: Interview 3]

The fifth element, amid what initially appeared to the researcher to 
be a culture of “standoffishness” (e.g. being more cerebral than emo-
tive, more technical than person- centred, and with a focus on task com-
pletion rather than holistic care), became increasingly apparent that 
this was not the case. In essence, the unit was a place where touching 
formed the conduit of care and caring, as previously discussed.

The sixth element, nurses varied background and training all 
contributed to a culture of caring in this unit, is something that the 
researcher had come to expect after many years working in ICUs 
in different countries. Each person brings their own style of caring, 
some care more and some care less. In this instance, nurses who 
were trained in England often were observed as providing quality 
care that exceeded that provided by other team members. One of 
the characteristics of this particular group that stood out for the 
researcher was their ability to communicate and connect with pa-
tients and their families through what the researcher observed as a 
“quiet presence”: talking to them in quiet and respectful tones that 
seemingly invited both patient and family to share their concerns 
and hopes for recovery.

The seventh element, apart from each of these elements, was a 
pervasive sense experienced by the researcher, which, for her, de-
fied description. It was as if each of the elements converged to make 
an unspoken statement that this unit valued caring communication 
as an essential mechanism in creating a culture of caring in the unit.

5  | DISCUSSION

The participants’ perceptions and experiences of communicating the 
care and caring in ICU are represented in these findings: changing 
patterns and types of communication used with a diversity of peo-
ple in ICU, various enablers and barriers affecting communication 
in ICU, and aspects of caring communication that were particularly 
visible to the researcher.

In the current study (CS), the researcher identified different 
patterns of communicating caring between nurses, nurse– patients/
families, nurse– unit managers and nurse colleagues. In a hermeneu-
tic study, Karlsson, Forsberg, et al. (2012) explored the ways in which 
nurses communicate with MV patients in ICU and evaluated whether 
such communication is considered caring. The findings of their study 
revealed several ways nurses communicate that they care for their 
patients, including being attentive and watchful, taking note of the 
patient's non- verbal communication, being inclusive, using humour 
to introduce moments of light- heartedness in stressful times and 
creating a sense of security for the patient by the quality of care 
provided. These findings were congruent with the CS findings.

The findings of the CS showed nurses employed a range of 
strategies to communicate with MV patients who were unable 
to communicate verbally as several devices were made available 
to those patients to assist them in communication. Also, partial 
or complete tube cuff deflation with digital occlusion, plugging 
or capping of the tube, a one- way speaking valve and tracheos-
tomy button were used. In addition, other measures were found 
in other studies (Flinterud & Andershed, 2015; Morris et al., 2015; 
Pina et al., 2020; Shiber et al., 2016; Ull et al., 2020). The use of 
such devices, however, is predicated on the ability of the patient 
to be able to use them. In the CS, MV patients and who also had 
other injuries as injured or oedematous hands were unable to use 
hand- held devices. Then, nurses were required to use non- verbal 
communication such as direct eye contact, nodding and lip read-
ing. These are consistent with the findings of Karlsson, Forsberg, 
et al. (2012) that irrespective of the health status and communica-
tion limitations of the patients, nurses spoke of the importance of 
being able to “be there” for their patients, working to find the most 
convenient and appropriate way to communicate and anticipate 
patients’ needs. Interestingly, the CS findings on “anticipating the 
undeclared personal (patients, families, colleagues) needs for care 
and caring” was proclaimed earlier by Leininger (1991, p. 4), who 
defined caring as “those actions and activities directed toward as-
sisting, supporting, or enabling another individual or group with 
evident or anticipated needs to ameliorate or improve a human 
condition or lifeway.”

In the quantitative study of Saldaña et al. (2015), the scholars 
discovered that communication between ICU nurses and patients 
highlighted the importance of intra/inter/transpersonal communica-
tion, in which communication is made with comprehension, empa-
thy, acceptance, authenticity and respect to establish a therapeutic 
relationship that identifies, comprehends and satisfies patients’ and 
their families’ psychosocial needs. These findings align with the CS 
findings, in which participants shared a cultural view of the impor-
tance of being empathic, respectful and authentic in all communica-
tions with patients and their families.

For the communication among staff in ICU, apart from docu-
mentation, the most common devices used to enable rapid updates 
of patient information and distribution to all members of staff were 
smartphones and pagers. Staff were frequently observed check-
ing their work emails, smartphones and pagers for information up-
dates, showing a new emerging culture of communication. Similar 
findings were evident in other studies (Al- Qadheeb et al., 2013; 
Curry, 2012).

In the CS, barriers to communication were related to the patients’ 
health status, level of consciousness, mechanical ventilation, lack 
of access to communication aids and either being too weak or de-
pressed to attempt to communicate. Participants spoke of those dif-
ficulties facing both the patient and staff in providing the right care 
in a timely and respectful manner. This is consistent with the findings 
of previous studies (Happ et al., 2011; Magnus & Turkington, 2006). 
Several studies discussed the challenges communicating with venti-
lated patients. Alasad and Ahmad (2005) used a phenomenological 
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design to investigate Jordanian critical care nurses’ (CCNs) ver-
bal communication with critically ill patients. Data were gathered 
through interviews and participant observations. The findings re-
vealed that nurses tended to use less verbal communication when 
caring for unconscious patients than they did with verbally respon-
sive patients. Nurses also communicated less with unconscious pa-
tients than they did with conscious patients, which contrasts to the 
findings of the CS, in which participants stressed the importance of 
verbally communicating with the unconscious patient when carrying 
out nursing procedures as a point of respect for the person, even in 
the patients’ EOL stage. The variance of the findings between the CS 
and Alasad and Ahmad (2005) investigation could be due to the date 
of the latter study or cultural differences.

A quantitative study was undertaken by Happ et al. (2011) to de-
scribe the communication interactions, methods and assistive tech-
niques between nurses and non- speaking critically ill patients in ICU. 
These researchers used video recordings and patient self- rated ease 
of communication questionnaires. They found that communication 
difficulty was the greatest stress for MV patients and nurses, which 
is consistent with the CS findings.

A further barrier to communication in the CS was staff hando-
vers, in which being unable to understand handover notes written 
in medical jargon, which was also described as a major impediment 
to receiving a comprehensive handover of the patient's health status 
and treatment regime, especially for new or agency staff. Similarly, 
the difficulty in understanding handover notes between nurses and 
others was also identified in a multicentre pilot study by Magnus and 
Turkington (2006). These researchers investigated patients’ and ICU 
staff's (e.g. doctors, nurses and allied health professionals) percep-
tions and experiences of communication interactions in ICU.

A language gap has also been identified as a barrier to caring 
communication. A phenomenological study undertaken by Coleman 
and Angosta (2017) related to CCNs caring for patients and fami-
lies with limited English proficiency. In such situations, the use of 
interpreters— either in- person or via telephone— was considered 
preferable to struggling to understand the need of patients to pro-
vide appropriate care. These findings are consistent with those of 
the CS, in which interpreters were used when and where available. 
When interpreters were not available, the staff had to rely on family 
or friends to interpret the patient's needs.

In the CS, the identification of the need for communication train-
ing programmes for ICU staff, especially for communicating with 
non- verbal patients, is consistent with the findings of other studies 
(Magnus & Turkington, 2006; Shiber et al., 2016).

In a qualitative analysis of healthcare professionals’ perspec-
tives on communicating with patients’ families in ICUs, Schubart 
et al. (2015) identified potential barriers to facilitating caring. Their 
findings are consistent with those of the CS, in which miscommuni-
cation between members of the treating team and patients, limited 
time, work overload and language were viewed by participants as 
impeding the provision of quality care.

Interruptive communication is a significant cause of mistakes and 
can have consequences that affect the provision of patient care in 

ICUs (Alvarez & Coiera, 2005, 2006; Manojlovich & DeCicco, 2007). 
For example, the findings of two Australian studies by Alvarez and 
Coiera (2005, 2006) revealed that communication interruptions 
could affect retention of important information about patient health 
and treatment and thereby place patients at risk. Alvarez and Coiera 
(2005) observations and conversations with ICU nurses and doc-
tors indicated that distractions during handover were likely to lead 
to miscommunication. Similarly, participants in the CS spoke of the 
disruptive nature of handover and described how such disruptions 
interfered with receiving an accurate report about the health status 
and management of patients.

Loghmani et al. (2014) explored the factors that influence com-
munication between nurses and families in ICU. The findings of their 
study identified barriers to communication between nurses and 
the patient's family, including misunderstandings about treatment 
needs, and conflicts between patients’ family members about treat-
ment options. These findings are consistent with those of the CS, 
in which participants struggled to communicate with some difficult 
families.

Reid et al. (2011) investigated communicating the news of a 
patient's deaths to families. They stressed the importance of the 
presence of a nurse at that time to support the families and doctors. 
Nurses were perceived as more available than doctors in critical care 
settings; thus, they were in many respects a conduit between the 
doctor and the patient's family when clarification of information was 
required and to provide support at such a critical time. Nurses were 
also well- positioned to facilitate the family in saying their farewells 
by encouraging families to touch, hold or kiss their deceased loved 
one. Similar in the CS, several participants shared their experiences 
of providing family support prior and, after their loved one had died, 
even to the point of attending the patient's funeral as observed by 
the researcher.

Participants in the CS identified numerous communication en-
ablers such as the importance of open communication and speaking 
up. This is congruent with the findings of Reader et al. (2007), who 
conducted a cross- sectional survey of ICU nurses and doctors, in 
which communication openness was associated with the degree to 
which staff understood patients’ care goals.

For documentation, the researcher found the participants doc-
umented vital signs, haemodynamic parameters, diagnostic tests, 
and procedures by physicians, nursing activities and interventions. 
This is consistent with Bloomer and O'Connor (2012) findings 
that ICU nurses document haemodynamic parameters and clinical 
interventions.

Carelock and Innerarity (2001) suggest that complete, clear, ac-
curate and concise records of nursing care are a powerful tool in 
assuring quality patient care in ICU, which is consistent with the ar-
ticulations of participants in the CS, but not evident in their docu-
mentation of patient care.

In the CS, participants used non- standard abbreviations and rep-
etitious information, which is congruent with the findings of Paans 
et al. (2010), who used a cross- sectional retrospective patient re-
cord review to measure the accuracy of nursing documentation in 35 
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wards from seven different hospital specialty areas (e.g. two ICUs) in 
the Netherlands. These authors found that more than 50% of evalu-
ations contained unnecessary wording and non- standard abbrevia-
tions that could be misinterpreted. Paans et al. (2010) suggested that 
nursing documentation should be understandable and presented 
in a logical order and that reports involving repetitious, redundant 
content were time- consuming to read. Additionally, using abbrevi-
ations and acronyms in documentation is problematic, as it might 
lead to misinterpretation and mistakes in medical records (Beach & 
Oates, 2014; Dimond, 2005).

The absence or lack of documentation of nursing care was no-
ticeable to the researcher and has been described in other studies. 
For example, Weyant et al. (2017) found that nurses rarely document 
their actual nursing care of patients (e.g. touch and its impact on pa-
tients). When evaluating nursing documentation of patient hygienic 
care, Inan and Dinç (2013) found the consistency between the actual 
care given by CCNs and what was documented in nursing records 
and the consistency was 77.6%, and documentation was poor and in-
complete. In another descriptive study by Borsato et al. (2011) based 
on secondary data of nursing quality assurance at an institution from 
2002– 2009, the researchers found that although ICU nurses’ notes 
were used to record information on care delivery, generate commu-
nication among the health professionals, allow the continuity of their 
work process, guarantee security to patients and facilitate support 
from legal and ethical viewpoints (Borsato et al., 2011), it was still 
inadequate or incomplete and did not meet the ICUs’ nursing doc-
umentation criteria. Similarly, in a retrospective record review by 
Goss et al. (2011) of documented oral care practices in an ICU, the 
researchers identified a lack of detailed oral care documentation in 
patients’ medical records. Further, in a review of charts of adult ICU 
patients by Kirchhoff et al. (2004), comprehensive documentation of 
EOL care was found to be lacking. The findings of these studies are 
consistent with those of the CS, in which nurses’ documentation in 
terms of detailed information of nursing care was often either ab-
sent, abbreviated or incomplete.

Nurses not documenting caring activities in patient care records 
was rationalized by participants in the CS. They suggested that 
subjective information about the way they care for patients is not 
valued by the healthcare team; therefore, providing care was priori-
tized over documentation of care. These findings are similar to those 
of Gugerty et al. (2007), who found that nurses prioritized patient 
care over documentation of subjective data that they considered 
unnecessary.

Participants in the CS stressed the importance of documenta-
tion for different reasons. One was to avoid claims of negligence by 
recording important data that needed to be communicated to other 
health professionals. As Carelock and Innerarity (2001) noted, doc-
umentation is essential for nurses as advocates for their patients. 
Failure to document effectively could result in unsafe practice and 
litigation. Furthermore, the importance of documenting care can be 
summed up in two aphorisms: “If it's not written down, it didn't hap-
pen” (Andrews & St Aubyn, 2015, p. 22) and “If it wasn't documented, 

it wasn't done” (Frank- Stromborg et al., 2001, p. 842). These findings 
are congruent with those of the CS as “not written not done.”

One question remains from the researcher's perspective: if car-
ing is considered fundamental to nursing and is a valued practice in 
ICU culture, why are caring behaviours undocumented? The nurses 
do not have a model for documenting caring behaviours in ICU, 
which suggests a need to consider development of standard docu-
mentation charts for nurses’ caring behaviours in ICUs.

5.1 | Limitations

The only limitation for this study is that the findings could not be 
considered generalizable to the broader population because of 
the cultural differences in organizations and critical care settings. 
However, this was the expectation of the study design.

6  | CONCLUSION

To my knowledge, this is the first study to examine communicating 
care and caring in ICU inclusively, including exploring the patterns 
of communication, changing patterns of communication, various 
patterns of communication used, enablers and barriers of commu-
nication and significant issues in communicating care and caring in 
ICU such as “anticipating of undeclared individual needs for care 
and caring,” “hypocritical communication,” “care of the patient after 
death,” “sense of humour,” “communicating care through touch,” the 
“contributions to a culture of caring by nurses from different back-
grounds” and “pervading sense of caring within the unit.” Moreover, 
documentation of the patients’ psychological and emotional needs 
and nurses’ responses needs further consideration. Furthermore, 
this study addressed communicating care and caring widely to in-
clude patients, families, nurses and other health professionals in ICU. 
These findings require a determined effort and consideration from 
all stakeholders, including nurses, clinicians, educators, researchers, 
managers and policymakers.

ACKNOWLEDG EMENTS
The author would like to thank Associate Professor Anthony Welch 
and Associate Professor Jennieffer Barr for their supervision, 
thoughtful guidance and encouragement through my PhD journey 
at Central Queensland University, Australia. The author thanks all 
the nurses who took time to participate in this study and to share 
their opinions and experiences and gratefully acknowledge Kerrin 
Houston— Clinical Nurse Manager (CNM); and Wesley Hospital 
Administration who believed in the importance of the study and al-
lowed to conduct the study in their intensive care unit (ICU).

CONFLIC T OF INTERE S T
The author declares no potential conflict of interests to the research, 
authorship or publication of this article.



     |  295AL- SHAMALY

DATA AVAIL ABILIT Y S TATEMENT
 The data that support the findings of this study are openly available 
in Wiley Online Library at http://doi.org/10.1002/nop2.1061, refer-
ence number [NOP21061].

ORCID
Hanan Subhi Al- Shamaly  https://orcid.org/0000-0001-6634-9852 

R E FE R E N C E S
Alasad, J., & Ahmad, M. (2005). Communication with critically ill pa-

tients. Journal of Advanced Nursing, 50(4), 356– 362. https://doi.
org/10.1111/j.1365- 2648.2005.03400.x

Almansour, I., & Abdel Razeq, N. (2021). Communicating prognostic in-
formation and hope to families of dying patients in intensive care 
units: A descriptive qualitative study. Journal of Clinical Nursing, 
30(5– 6), 861– 873. https://doi.org/10.1111/jocn.15630

Almerud, S., Alapack, R., Fridlund, B., & Ekebergh, M. (2007). Of vigi-
lance and invisibility- being a patient in technologically intense 
environments. Nursing in Critical Care, 12(3), 151– 158. https://doi.
org/10.1111/j.1478- 5153.2007.00216.x

Al- Qadheeb, N., Hoffmeister, J., Roberts, R., Shanahan, K., Garpestad, 
E., & Devlin, J. (2013). Perceptions of nurses and physicians of their 
communication at night about intensive care patients’ pain, agita-
tion, and delirium. American Journal of Critical Care, 22(5), e49– e61. 
https://doi.org/10.4037/ajcc2 013565

Alvarez, G., & Coiera, E. (2005). Interruptive communication patterns in 
the intensive care unit ward round. International Journal of Medical 
Informatics, 74(10), 791– 796. https://doi.org/10.1016/j.ijmed 
inf.2005.03.017

Alvarez, G., & Coiera, E. (2006). Interdisciplinary communication: An un-
charted source of medical error? Journal of Critical Care, 21(3), 236– 
242. https://doi.org/10.1016/j.jcrc.2006.02.004

Andrews, A., & St Aubyn, B. (2015). If it's not written down; it didn't hap-
pen. Journal of General Practice Nursing, 29(5), 20– 22.

Anna, H., Veronika, K., Lone, N., & Pia, D. (2021). Strengthening and 
supporting nurses’ communication with mechanically ventilated 
patients in the intensive care unit: Development of a communica-
tion intervention. International Journal of Nursing Studies Advances, 
3(100025). https://doi.org/10.1016/j.ijnsa.2021.100025

Arthur, D., Pang, S., Wong, T., Alexander, M. F., Drury, J., Eastwood, H., 
Johansson, I., Jooste, K., Naude, M., Noh, C. H., O'Brien, A., Sohng, 
K. Y., Stevenson, G. R., Sy- Sinda, M. T., Thorne, S., Van der Wal, D., 
& Xiao, S. (1999). Caring attributes, professional self concept and 
technological influences in a sample of Registered Nurses in eleven 
countries. International Journal of Nursing Studies, 36(5), 387– 396. 
https://doi.org/10.1016/S0020 - 7489(99)00035 - 8

Bauman, L., & Adair, E. (1992). The use of ethnographic interviewing 
to inform questionnaire construction. Health Education Quarterly, 
19(1), 9– 23. https://doi.org/10.1177/10901 98192 01900102

Beach, J., & Oates, J. (2014). Maintaining best practice in record- keeping 
and documentation. Nursing Standard, 28(36), 45– 50. https://doi.
org/10.7748/ns2014.05.28.36.45.e8835

Bégat, I., & Severinsson, E. (2001). Nurses’ reflections on episodes occur-
ring during their provision of care -  An interview study. International 
Journal of Nursing Studies, 38(1), 71– 77. https://doi.org/10.1016/
S0020 - 7489(00)00060 - 2

Bloomer, M., & O'Connor, M. (2012). Providing end- of- life care in the 
intensive care unit: Issues that impact on nurse professionalism. 
Singapore Nursing Journal, 39(3), 25– 30.

Borsato, F., Rossaneis, M., Haddad, M., Vannuchi, M., & Vituri, D. (2011). 
Assessment of quality of nursing documentation in a University 

Hospital. Acta Paulista De Enfermagem, 24(4), 527– 533. https://doi.
org/10.1590/S0103 - 21002 01100 0400013

Boswell, C., & Cannon, S. (2011). Introduction to nursing research: 
Incorporating evidence- based practice (2nd edn). Jones and Bartlett 
Publishers LLC.

Bourgeois, S. (2006). An archive of caring for nursing. (Doctor of 
Philosophy), University of Western Sydney.

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychol-
ogy. Qualitative Research in Psychology, 3(2), 77– 101. https://doi.
org/10.1191/14780 88706 qp063oa

Bryman, A. (2012). Social research methods (4th edn). Oxford University 
Press.

Carelock, J., & Innerarity, S. (2001). Critical incidents: Effective commu-
nication and documentation. Critical Care Nursing Quarterly, 23(4), 
59– 66. https://doi.org/10.1097/00002 727- 20010 2000- 00006

Chao, Y.- M. (1992). A unique concept of nursing care. International 
Nursing Review, 39(6), 181– 184.

Chuang, Y., & Abbey, J. (2009). The culture of a Taiwanese nursing 
home. Journal of Clinical Nursing, 18(11), 1640– 1648. https://doi.
org/10.1111/j.1365- 2702.2008.02698.x

Coleman, J., & Angosta, A. (2017). The lived experiences of acute- care 
bedside registered nurses caring for patients and their families with 
limited English proficiency: A silent shift. Journal of Clinical Nursing, 
26(5– 6), 678– 689. https://doi.org/10.1111/jocn.13567

Communicating with Patients and Colleagues. (2021). Retrieved from 
https://c4spo rtal.safet yandq uality.gov.au/commu nicat ing- with- 
patie nts- and- colle agues

Crisp, J., Taylor, C., Douglas, C., & Rebeiro, G. (2012). Potter & Perry's 
Fundamentals of Nursing- AUS Version- E- Book. https://books.goo-
gle.com.au/books?hl=en&lr=&id=V- FnSC9HWZwC&oi=fnd&
pg=PT23&dq=Potter+%26+Perry%27s+Fundamentals+of+N
ursing- AUS+Version- E- Book&ots=reeGghc9jQ&sig=K9ttiXZt-
qSi I _u i-  CqVjC4I6Ibc# v=onepage&q=Pot ter %20%26%20
P e r r y ' s % 2 0 Fu n d a m e n t a l s % 2 0 o f % 2 0 N u r s i n g-  AU S % 2 0
Version- E- Book&f=false

Curry, K. (2012). Increasing communication in the intensive care unit: 
Is blogging the answer? Critical Care Nursing Quarterly, 35(4), 328– 
334. https://doi.org/10.1097/CNQ.0b013 e3182 66c010

De Chesnay, M. (2015). Nursing research using ethnography: Qualitative 
designs and methods in nursing. Springer Publishing Company.

Dimond, B. (2005). Abbreviations: The need for legibility and accuracy in 
documentation. British Journal of Nursing, 14(12), 665– 666. https://
doi.org/10.12968/ bjon.2005.14.12.18289

Eriksson, K. (1997). Understanding the world of the patient, the suffer-
ing human being: The new clinical paradigm from nursing to caring. 
Advanced Practice Nursing Quarterly, 3(1), 8– 13.

Fetterman, D. M. (1998). Ethnography step by step: Applied social research 
methods series. Sage.

Fife, W. (2005). Doing fieldwork: Ethnography methods for research in de-
veloping countries and beyond. Palgrave Macmillan.

Flinterud, S., & Andershed, B. (2015). Transitions in the communica-
tion experiences of tracheostomised patients in intensive care: A 
qualitative descriptive study. Journal of Clinical Nursing, 24(15– 16), 
2295– 2304. https://doi.org/10.1111/jocn.12826

Frank- Stromborg, M., Christensen, A., & Do, D. (2001). Nurse documen-
tation: Not done or worse, done the wrong way– Part II. Oncology 
Nursing Forum, 28(5), 841– 846.

Fusch, P., & Ness, L. (2015). Are we there yet? Data saturation in qual-
itative research. The Qualitative Report, 20(9), 1408. https://doi.
org/10.46743/ 2160- 3715/2015.2281

Ganz, F. (2019). Improving Family Intensive Care Unit Experiences at the 
End of Life: Barriers and Facilitators. Critical Care Nurse, 39(3), 52– 
58. https://doi.org/10.4037/ccn20 19721

http://doi.org/10.1002/nop2.1061
https://orcid.org/0000-0001-6634-9852
https://orcid.org/0000-0001-6634-9852
https://doi.org/10.1111/j.1365-2648.2005.03400.x
https://doi.org/10.1111/j.1365-2648.2005.03400.x
https://doi.org/10.1111/jocn.15630
https://doi.org/10.1111/j.1478-5153.2007.00216.x
https://doi.org/10.1111/j.1478-5153.2007.00216.x
https://doi.org/10.4037/ajcc2013565
https://doi.org/10.1016/j.ijmedinf.2005.03.017
https://doi.org/10.1016/j.ijmedinf.2005.03.017
https://doi.org/10.1016/j.jcrc.2006.02.004
https://doi.org/10.1016/j.ijnsa.2021.100025
https://doi.org/10.1016/S0020-7489(99)00035-8
https://doi.org/10.1177/109019819201900102
https://doi.org/10.7748/ns2014.05.28.36.45.e8835
https://doi.org/10.7748/ns2014.05.28.36.45.e8835
https://doi.org/10.1016/S0020-7489(00)00060-2
https://doi.org/10.1016/S0020-7489(00)00060-2
https://doi.org/10.1590/S0103-21002011000400013
https://doi.org/10.1590/S0103-21002011000400013
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1097/00002727-200102000-00006
https://doi.org/10.1111/j.1365-2702.2008.02698.x
https://doi.org/10.1111/j.1365-2702.2008.02698.x
https://doi.org/10.1111/jocn.13567
https://c4sportal.safetyandquality.gov.au/communicating-with-patients-and-colleagues
https://c4sportal.safetyandquality.gov.au/communicating-with-patients-and-colleagues
https://books.google.com.au/books?hl=en&lr=&id=V-FnSC9HWZwC&oi=fnd&pg=PT23&dq=Potter%2B%26%2BPerry%27s%2BFundamentals%2Bof%2BNursing-AUS%2BVersion-E-Book&ots=reeGghc9jQ&sig=K9ttiXZtqSiI_ui-CqVjC4I6Ibc#v=onepage&q=Potter %26 Perry%27s Fundamentals of Nursing-AUS Version-E-Book&f=false
https://books.google.com.au/books?hl=en&lr=&id=V-FnSC9HWZwC&oi=fnd&pg=PT23&dq=Potter%2B%26%2BPerry%27s%2BFundamentals%2Bof%2BNursing-AUS%2BVersion-E-Book&ots=reeGghc9jQ&sig=K9ttiXZtqSiI_ui-CqVjC4I6Ibc#v=onepage&q=Potter %26 Perry%27s Fundamentals of Nursing-AUS Version-E-Book&f=false
https://books.google.com.au/books?hl=en&lr=&id=V-FnSC9HWZwC&oi=fnd&pg=PT23&dq=Potter%2B%26%2BPerry%27s%2BFundamentals%2Bof%2BNursing-AUS%2BVersion-E-Book&ots=reeGghc9jQ&sig=K9ttiXZtqSiI_ui-CqVjC4I6Ibc#v=onepage&q=Potter %26 Perry%27s Fundamentals of Nursing-AUS Version-E-Book&f=false
https://books.google.com.au/books?hl=en&lr=&id=V-FnSC9HWZwC&oi=fnd&pg=PT23&dq=Potter%2B%26%2BPerry%27s%2BFundamentals%2Bof%2BNursing-AUS%2BVersion-E-Book&ots=reeGghc9jQ&sig=K9ttiXZtqSiI_ui-CqVjC4I6Ibc#v=onepage&q=Potter %26 Perry%27s Fundamentals of Nursing-AUS Version-E-Book&f=false
https://books.google.com.au/books?hl=en&lr=&id=V-FnSC9HWZwC&oi=fnd&pg=PT23&dq=Potter%2B%26%2BPerry%27s%2BFundamentals%2Bof%2BNursing-AUS%2BVersion-E-Book&ots=reeGghc9jQ&sig=K9ttiXZtqSiI_ui-CqVjC4I6Ibc#v=onepage&q=Potter %26 Perry%27s Fundamentals of Nursing-AUS Version-E-Book&f=false
https://books.google.com.au/books?hl=en&lr=&id=V-FnSC9HWZwC&oi=fnd&pg=PT23&dq=Potter%2B%26%2BPerry%27s%2BFundamentals%2Bof%2BNursing-AUS%2BVersion-E-Book&ots=reeGghc9jQ&sig=K9ttiXZtqSiI_ui-CqVjC4I6Ibc#v=onepage&q=Potter %26 Perry%27s Fundamentals of Nursing-AUS Version-E-Book&f=false
https://books.google.com.au/books?hl=en&lr=&id=V-FnSC9HWZwC&oi=fnd&pg=PT23&dq=Potter%2B%26%2BPerry%27s%2BFundamentals%2Bof%2BNursing-AUS%2BVersion-E-Book&ots=reeGghc9jQ&sig=K9ttiXZtqSiI_ui-CqVjC4I6Ibc#v=onepage&q=Potter %26 Perry%27s Fundamentals of Nursing-AUS Version-E-Book&f=false
https://doi.org/10.1097/CNQ.0b013e318266c010
https://doi.org/10.12968/bjon.2005.14.12.18289
https://doi.org/10.12968/bjon.2005.14.12.18289
https://doi.org/10.1111/jocn.12826
https://doi.org/10.46743/2160-3715/2015.2281
https://doi.org/10.46743/2160-3715/2015.2281
https://doi.org/10.4037/ccn2019721


296  |     AL- SHAMALY

Goodson, L., & Vassar, M. (2011). An overview of ethnography in 
healthcare and medical education research. Journal of Educational 
Evaluation for Health Professions, 8(4), 1– 5. https://doi.org/10.3352/
jeehp.2011.8.4

Goss, L., Coty, M.- B., & Myers, J. (2011). A review of documented oral 
care practices in an intensive care unit. Clinical Nursing Research, 
20(2), 181– 196. https://doi.org/10.1177/10547 73810 392368

Griffin, A. (1983). A philosophical analysis of caring in nursing. Journal 
of Advanced Nursing, 8(4), 289– 295. https://doi.org/10.1111/
j.1365- 2648.1983.tb003 28.x

Guest, G., MacQueen, K., & Nemy, E. (2012). Applied thematic analysis. 
SAGE.

Gugerty, B., Maranda, M., Beachley, M., Navarro, V., Newbold, S., Hawk, 
W., & Poe, S. (2007). Challenges and opportunities in documenta-
tion of the nursing care of patients. A Report of the Maryland Nursing 
Workforce Commission, Documentation Work Group. http://mbon.
maryl and.gov/Docum ents/docum entat ion_chall enges.pdf

Hammersley, M., & Atkinson, P. (2007). Ethnography: Principles in practice 
(3rd edn). Routledge.

Happ, M. B., Garrett, K. L., Tate, J. A., DiVirgilio, D., Houze, M. P., Demirci, 
J. R., George, E., & Sereika, S. M. (2014). Effect of a multi- level inter-
vention on nurse– patient communication in the intensive care unit: 
Results of the SPEACS trial. Heart & Lung, 43(2), 89– 98. https://doi.
org/10.1016/j.hrtlng.2013.11.010

Happ, M. B., Garrett, K., Thomas, D. D., Tate, J., George, E., Houze, M., 
Radtke, J., & Sereika, S. (2011). Nurse- patient communication inter-
actions in the intensive care unit. American Journal of Critical Care, 
20(2), e28– e40. https://doi.org/10.4037/ajcc2 011433

Happ, M., Tuite, P., Dobbin, K., DiVirgilio- Thomas, D., & Kitutu, J. (2004). 
Communication ability, method, and content among nonspeaking 
nonsurviving patients treated with mechanical ventilation in the in-
tensive care unit. American Journal of Critical Care, 13(3), 210– 218. 
https://doi.org/10.4037/ajcc2 004.13.3.210

Harris, M., & Johnson, O. (2006). Cultural anthropology. Pearson/Allyn & 
Bacon.

Hennink, M., Hutter, I., & Bailey, A. (2011). Qualitative research methods. 
SAGE.

Hennink, M., Kaiser, B., & Marconi, V. (2017). Code saturation versus 
meaning saturation: How many interviews are enough? Qualitative 
Health Research, 27(4), 591– 608. https://doi.org/10.1080/23311 
886.2020.1838706

Hennink, M., Kaiser, B., & Weber, M. (2019). What influences saturation? 
Estimating sample sizes in focus group research. Qualitative Health 
Research, 29(10), 1483– 1496. https://doi.org/10.1177/10497 32318 
821692

Higginbottom, G., Boadu, N., & Pillay, J. (2013). Guidance on performing 
focused ethnographies with an emphasis on healthcare research. 
The Qualitative Report, 18(17), 1– 16. https://doi.org/10.7939/
R35M6 287P

Hogg, K. (1994). Don't let cure be at the expense of care. Is the increased 
technicality of ICU nursing reducing the care given? Professional 
Nurse (London, England), 9(7), 468– 470.

Holloway, I., & Wheeler, S. (2010). Qualitative research in nursing and 
healthcare (3rd edn). Wiley- Blackwell |John Wiley & Sons, Ltd., 
Publication.

Inan, N., & Dinç, L. (2013). Evaluation of nursing documentation on pa-
tient hygienic care. International Journal of Nursing Practice, 19(1), 
81– 87. https://doi.org/10.1111/ijn.12030

Johnstone, M.- J. (1994). Bioethics: A nursing perspective (2nd edn). W.B. 
Saunders- Bailliere Tindall.

Karlsson, V., Bergbom, I., & Forsberg, A. (2012). The lived experiences of 
adult intensive care patients who were conscious during mechan-
ical ventilation: A phenomenological- hermeneutic study. Intensive 
and Critical Care Nursing, 28(1), 6– 15. https://doi.org/10.1016/j.
iccn.2011.11.002

Karlsson, V., Forsberg, A., & Bergbom, I. (2012). Communication when 
patients are conscious during respirator treatment- A hermeneutic 
observation study. Intensive and Critical Care Nursing, 28(4), 197– 
207. https://doi.org/10.1016/j.iccn.2011.12.007

Kelly, J. (2010). Battlefield conditions: Different environment but the 
same duty of care. Nursing Ethics, 17(5), 636– 645. https://doi.
org/10.1177/09697 33010 373434

Kim, J. H., Hong, S.- K., Kim, K. C., Lee, M.- G., Lee, K. M., Jung, S. S., Choi, 
H. S., Lee, J. H., Jung, K.- S., Lee, S.- S., Cho, J. H., Koh, S. O., Park, M. 
S., Seo, K. W., & Koh, Y. (2012). Influence of full- time intensivist and 
the nurse- to- patient ratio on the implementation of severe sepsis 
bundles in Korean intensive care units. Journal of Critical Care, 27(4), 
414.e411– 414.e421. https://doi.org/10.1016/j.jcrc.2012.03.010

Kirchhoff, K., Anumandla, P., Foth, K., Lues, S., & Gilbertson- White, S. 
(2004). Documentation on withdrawal of life support in adult pa-
tients in the intensive care unit. American Journal of Critical Care, 
13(4), 328– 334. https://doi.org/10.4037/ajcc2 004.13.4.328

Knoblauch, H. (2005). Focused ethnography. Forum: Qualitative. Social 
Research, 6(3), 1– 14.

Kolcaba, K. (1995). The art of comfort care. Journal of Nursing Scholarship, 
27(4), 287– 289. https://doi.org/10.1111/j.1547- 5069.1995.tb008 
89.x

Kozier, B., Erb, G., & Bufalino, P. (1989). Introduction to nursing. Addison- 
Wesley Publishing Company.

Kuhse, H. (1997). Caring: Nurses, women and ethics. Blackwell Publishers 
Ltd.

Lea, A., & Watson, R. (1996). Caring research and concepts: A selected 
review of the literature. Journal of Clinical Nursing, 5(2), 71– 77. 
https://doi.org/10.1111/j.1365- 2702.1996.tb002 30.x

Leininger, M. M. (1985a). Qualitative research methods in nursing. Grune 
& Stratton.

Leininger, M. M. (1991). Culture care diversity and universality: A theory of 
nursing. National League for Nursing Press.

Limbu, S., Kongsuwan, W., & Yodchai, K. (2019). Lived experiences of 
intensive care nurses in caring for critically ill patients. Nursing in 
Critical Care, 24(1), 9– 14. https://doi.org/10.1111/nicc.12349

Loghmani, L., Borhani, F., & Abbaszadeh, A. (2014). Factors affecting 
the nurse- patients’ family communication in intensive care unit 
of Kerman: A qualitative study. Journal of Caring Sciences, 3(1), 67. 
https://doi.org/10.5681/jcs.2014.008

Lopes de Souza, P., de Araújo Ferreira, J., Silva, C., de Oliveira, E., Alves de 
Lima, N., da Rocha Cabral, J., & de Oliveira, R. C. (2019). Basic human 
needs in intensive care. Revista De Pesquisa: Cuidado E Fundamental, 
11(4), 1011– 1016. https://doi.org/10.9789/2175- 5361.2019.
v11i4.1011- 1016

Magilvy, J., McMahon, M., Bachman, M., Roark, S., & Evenson, C. (1987). 
The health of teenagers: A focused ethnographic study. Public Health 
Nursing, 4(1), 35– 42. https://doi.org/10.1111/j.1525- 1446.1987.
tb005 09.x

Magnus, V., & Turkington, L. (2006). Communication interaction in 
ICU-  Patient and staff experiences and perceptions. Intensive and 
Critical Care Nursing, 22(3), 167– 180. https://doi.org/10.1016/j.
iccn.2005.09.009

Mahvar, T., Mohammadi, N., Seyedfatemi, N., & Vedadhir, A. (2020). 
Interpersonal communication among critical care nurses: An eth-
nographic study. Journal of Caring Sciences, 9(1), 57– 64. https://doi.
org/10.34172/ jcs.2020.009

Manojlovich, M., & DeCicco, B. (2007). Healthy work environments, 
nurse- physician communication, and patients’ outcomes. American 
Journal of Critical Care, 16(6), 536– 543. https://doi.org/10.4037/
ajcc2 007.16.6.536

Marik, P. (2010). What Defines an Intensive Care Unit? implications for 
organizational structure. In P. E. Marik (Ed.), Handbook of evidence- 
based critical care (2nd edn). Springer Science and Business Media 
LLC.

https://doi.org/10.3352/jeehp.2011.8.4
https://doi.org/10.3352/jeehp.2011.8.4
https://doi.org/10.1177/1054773810392368
https://doi.org/10.1111/j.1365-2648.1983.tb00328.x
https://doi.org/10.1111/j.1365-2648.1983.tb00328.x
http://mbon.maryland.gov/Documents/documentation_challenges.pdf
http://mbon.maryland.gov/Documents/documentation_challenges.pdf
https://doi.org/10.1016/j.hrtlng.2013.11.010
https://doi.org/10.1016/j.hrtlng.2013.11.010
https://doi.org/10.4037/ajcc2011433
https://doi.org/10.4037/ajcc2004.13.3.210
https://doi.org/10.1080/23311886.2020.1838706
https://doi.org/10.1080/23311886.2020.1838706
https://doi.org/10.1177/1049732318821692
https://doi.org/10.1177/1049732318821692
https://doi.org/10.7939/R35M6287P
https://doi.org/10.7939/R35M6287P
https://doi.org/10.1111/ijn.12030
https://doi.org/10.1016/j.iccn.2011.11.002
https://doi.org/10.1016/j.iccn.2011.11.002
https://doi.org/10.1016/j.iccn.2011.12.007
https://doi.org/10.1177/0969733010373434
https://doi.org/10.1177/0969733010373434
https://doi.org/10.1016/j.jcrc.2012.03.010
https://doi.org/10.4037/ajcc2004.13.4.328
https://doi.org/10.1111/j.1547-5069.1995.tb00889.x
https://doi.org/10.1111/j.1547-5069.1995.tb00889.x
https://doi.org/10.1111/j.1365-2702.1996.tb00230.x
https://doi.org/10.1111/nicc.12349
https://doi.org/10.5681/jcs.2014.008
https://doi.org/10.9789/2175-5361.2019.v11i4.1011-1016
https://doi.org/10.9789/2175-5361.2019.v11i4.1011-1016
https://doi.org/10.1111/j.1525-1446.1987.tb00509.x
https://doi.org/10.1111/j.1525-1446.1987.tb00509.x
https://doi.org/10.1016/j.iccn.2005.09.009
https://doi.org/10.1016/j.iccn.2005.09.009
https://doi.org/10.34172/jcs.2020.009
https://doi.org/10.34172/jcs.2020.009
https://doi.org/10.4037/ajcc2007.16.6.536
https://doi.org/10.4037/ajcc2007.16.6.536


     |  297AL- SHAMALY

McConnell- Henry, T., Chapman, Y., & Francis, K. (2011). Member 
checking and Heideggerian phenomenology a redundant com-
ponent. Nurse Researcher, 18(2), 28– 37. https://doi.org/10.7748/
nr2011.01.18.2.28.c8282

McGrath, M. (2008). The challenges of caring in a techno-
logical environment: Critical care nurses' experiences. 
Journal of Clinical Nursing, 17(8), 1096– 1104. https://doi.
org/10.1111/j.1365- 2702.2007.02050.x

Morris, L., Bedon, A., McIntosh, E., & Whitmer, A. (2015). Restoring 
speech to tracheostomy patients. Critical Care Nurse, 35(6), 13– 28. 
https://doi.org/10.4037/ccn20 15401

Muecke, M. A. (1994). On the evaluation of ethnographies. In J. Morse 
(Ed.), Critical issues in qualitative research methods (pp. 187– 209). 
Sage Publications.

Nin Vaeza, N., Martin Delgado, M., & Heras La Calle, G. (2020). 
Humanizing intensive care: Toward a human- centered care 
ICU model. Critical Care Medicine, 48(3), 385– 390. https://doi.
org/10.1097/CCM.00000 00000 004191

O’reilly, M., & Parker, N. (2013). ‘Unsatisfactory Saturation’: A critical 
exploration of the notion of saturated sample sizes in qualita-
tive research. Qualitative Research, 13(2), 190– 197. https://doi.
org/10.1177/14687 94112 446106

Oliffe, J. (2005). Demystifying nursing research. Why not ethnography? 
Urologic Nursing, 25(5), 395– 399.

Paans, W., Sermeus, W., Nieweg, R., & Van Der Schans, C. (2010). 
Prevalence of accurate nursing documentation in patient re-
cords. Journal of Advanced Nursing, 66(11), 2481– 2489. https://doi.
org/10.1111/j.1365- 2648.2010.05433.x

Padgett, D. K. (2012). Qualitative and mixed methods in public health. 
SAGE Publications Inc.

Paley, J. (2001). An archaeology of caring knowledge. Journal 
of Advanced Nursing, 36(2), 188– 198. https://doi.
org/10.1046/j.1365- 2648.2001.01959.x

Pina, S., Canellas, M., Prazeres, R., Lopes, J., Marcelino, T., Reis, D., & 
Ferrito, C. (2020). Augmentative and Alternative Communication in 
Ventilated Patients. A Scoping Review Brasileira De Enfermagem, 73. 
https://doi.org/10.1590/0034- 7167- 2019- 0562

Polit, D., & Beck, C. (2017). Nursing research: Generating and assessing 
evidence for nursing practice (10th edn). Wolters Kluwer Health | 
Lippincott Williama & Wilkins.

Radtke, J., Tate, J., & Happ, M. (2012). Nurses' perceptions of commu-
nication training in the ICU. Intensive & Critical Care Nursing, 28(1), 
16– 25. https://doi.org/10.1016/j.iccn.2011.11.005

Reader, T., Flin, R., Mearns, K., & Cuthbertson, B. (2007). Interdisciplinary 
communication in the intensive care unit. British Journal of 
Anaesthesia, 98(3), 347– 352. https://doi.org/10.1093/bja/ael372

Reid, M., McDowell, J., & Hoskins, R. (2011). Communicating news of a 
patient's death to relatives. British Journal of Nursing, 20(12), 737– 
742. https://doi.org/10.12968/ bjon.2011.20.12.737

Richards, L., & Morse, J. (2013). Readme first for a user’s guide to qualitative 
methods. Sage Publications.

Rivera- Romero, N., Ospina Garzón, H., & Henao- Castaño, A. (2019). 
The experience of the nurse caring for families of patients at the 
end of life in the intensive care unit. Scandinavian Journal of Caring 
Sciences, 33(3), 706– 711. https://doi.org/10.1111/scs.12666

Roberts, R. (2020). Qualitative Interview Questions: Guidance for 
Novice Researchers. Qualitative Report, 25(9), 3185– 3203. https://
doi.org/10.46743/ 2160- 3715/2020.4640

Roberts, T. (2009). Understanding ethnography. British Journal 
of Midwifery, 17(5), 291– 294. https://doi.org/10.12968/ 
bjom.2009.17.5.42220

Roper, J. M., & Shapira, J. (2000). Ethnography in nursing research. Sage 
Publications Inc.

Saldaña, D., Pinilla Alarcón, M., & Alvarado Romero, H. (2015). Aspects 
that facilitate or interfere in the communication process between 

nursing professionals and patients in critical state. Investigacióny 
Educación En Enfermería, 33(1), 102– 111. https://doi.org/10.17533/ 
udea.iee.v33n1a12

Schneider, Z., Whitehead, D., Elliott, D., LoBiondo- Wood, G., & Haber, 
J. (2007). Nursing and midwifery research: Methods and appraisal for 
evidence- based practice (3rd edn). Mosby, Elsevier.

Schubart, J. R., Wojnar, M., Dillard, J. P., Meczkowski, E., Kanaskie, M. 
L., Blackall, G. F., Sperry, N., & Lloyd, T. (2015). ICU family com-
munication and health care professionals: A qualitative analysis of 
perspectives. Intensive and Critical Care Nursing, 31(5), 315– 321. 
https://doi.org/10.1016/j.iccn.2015.02.003

Sebrant, L., & Jong, M. (2021). What’s the meaning of the concept of 
caring?: A meta- synthesis. Scandinavian Journal of Caring Sciences, 
35(2), 353– 365. https://doi.org/10.1111/scs.12850

Shiber, J., Thomas, A., & Northcutt, A. (2016). Communicating While 
Receiving Mechanical Ventilation: Texting With a Smartphone. 
American Journal of Critical Care, 25(2), e38– e39. https://doi.
org/10.4037/ajcc2 016695

Smith, M. (1999). Caring and science of UHB. American Journal of Geriatric 
Psychiatry, 21, 14– 28. https://doi.org/10.1097/00012 272- 19990 
6000- 00006

Smith- Sullivan, K. (2008). Diaries and Journals. In M. Given (Ed.), The 
SAGE Encyclopedia of Qualitative Research Methods, Vol. 1 (pp. 213– 
215). SAGE Publications.

Sole, M., Klein, D., & Moseley, M. (2009). Introduction to critical care nurs-
ing (5th edn). Saunders, Elsevier.

Spradley, J. P. (1980). Participant observation. Holt, Rinehart and Winston.
Taylor, B., Kermode, S., & Roberts, K. (2006). Research in nursing and 

health care: Evidence for practice (3rd edn). Thomson.
ten Hoorn, S., Elbers, P., Girbes, A., & Tuinman, P. (2016). Communicating 

with conscious and mechanically ventilated critically ill patients: A 
systematic review. Critical Care, 20(1), 333. https://doi.org/10.1186/
s1305 4- 016- 1483- 2

Tulek, Z., Poulsen, I., Gillis, K., & Jönsson, A.- C. (2018). Nursing care for 
stroke patients: A survey of current practice in 11 European coun-
tries. Journal of Clinical Nursing, 27(3– 4), 684– 693. https://doi.
org/10.1111/jocn.14017

Ull, C., Weckwerth, C., Schildhauer, T. A., Hamsen, U., Gaschler, R., 
Waydhas, C., & Jansen, O. (2020). First experiences of communi-
cation with mechanically ventilated patients in the intensive care 
unit using eye- tracking technology. Disability and Rehabilitation: 
Assistive Technology, 1– 6.

Walker, J. (2012). Research column. The Use of Saturation in 
Qualitative Research. Canadian Journal of Cardiovascular Nursing, 
22(2), 37– 41.

Watson, R., & Lea, A. (1997). The caring dimensions inventory (CDI): 
Content validity, reliability and scaling. Journal of Advanced Nursing, 
25(1), 87– 94. https://doi.org/10.1046/j.1365- 2648.1997.19970 
25087.x

Weyant, R., Clukey, L., Roberts, M., & Henderson, A. (2017). Show your 
stuff and watch your tone: Nurses’ caring behaviors. American 
Journal of Critical Care, 26(2), 111– 117. https://doi.org/10.4037/
ajcc2 017462

Whitehead, L. (2013). Qualitative data analysis. In S. Jirojwong, M. 
Johnson, & A. Welch (Eds.), Research methods in nursing and mid-
wifery: Pathways to evidence- based practice (2nd edn, pp. 263– 284). 
Oxford University Press.

Wikberg, A., & Eriksson, K. (2008). Intercultural caring– an abductive 
model. Scandinavian Journal of Caring Sciences, 22(3), 485– 496. 
https://doi.org/10.1111/j.1471- 6712.2007.00555.x

Willis, J., & Anderson, K. (2010). Ethnography as health research. In 
P. Liamputtong (Ed.), Research methods in health: Foundations for 
evidence- based practice (pp. 91– 105). Oxford University Press.

Wolf, Z. (1986). The caring concept and nurse identified caring behaviors. 
Topics in Clinical Nursing, 8(2), 84– 93.

https://doi.org/10.7748/nr2011.01.18.2.28.c8282
https://doi.org/10.7748/nr2011.01.18.2.28.c8282
https://doi.org/10.1111/j.1365-2702.2007.02050.x
https://doi.org/10.1111/j.1365-2702.2007.02050.x
https://doi.org/10.4037/ccn2015401
https://doi.org/10.1097/CCM.0000000000004191
https://doi.org/10.1097/CCM.0000000000004191
https://doi.org/10.1177/1468794112446106
https://doi.org/10.1177/1468794112446106
https://doi.org/10.1111/j.1365-2648.2010.05433.x
https://doi.org/10.1111/j.1365-2648.2010.05433.x
https://doi.org/10.1046/j.1365-2648.2001.01959.x
https://doi.org/10.1046/j.1365-2648.2001.01959.x
https://doi.org/10.1590/0034-7167-2019-0562
https://doi.org/10.1016/j.iccn.2011.11.005
https://doi.org/10.1093/bja/ael372
https://doi.org/10.12968/bjon.2011.20.12.737
https://doi.org/10.1111/scs.12666
https://doi.org/10.46743/2160-3715/2020.4640
https://doi.org/10.46743/2160-3715/2020.4640
https://doi.org/10.12968/bjom.2009.17.5.42220
https://doi.org/10.12968/bjom.2009.17.5.42220
https://doi.org/10.17533/udea.iee.v33n1a12
https://doi.org/10.17533/udea.iee.v33n1a12
https://doi.org/10.1016/j.iccn.2015.02.003
https://doi.org/10.1111/scs.12850
https://doi.org/10.4037/ajcc2016695
https://doi.org/10.4037/ajcc2016695
https://doi.org/10.1097/00012272-199906000-00006
https://doi.org/10.1097/00012272-199906000-00006
https://doi.org/10.1186/s13054-016-1483-2
https://doi.org/10.1186/s13054-016-1483-2
https://doi.org/10.1111/jocn.14017
https://doi.org/10.1111/jocn.14017
https://doi.org/10.1046/j.1365-2648.1997.1997025087.x
https://doi.org/10.1046/j.1365-2648.1997.1997025087.x
https://doi.org/10.4037/ajcc2017462
https://doi.org/10.4037/ajcc2017462
https://doi.org/10.1111/j.1471-6712.2007.00555.x


298  |     AL- SHAMALY

Wolf, Z. (2012). Ethnography: The method. In P. L. Munhall (Ed.), Nursing 
Research (pp. 285– 335). Jones & Bartlett Learning.

SUPPORTING INFORMATION
Additional supporting information may be found in the online ver-
sion of the article at the publisher’s website.

How to cite this article: Al- Shamaly, H. S. (2022). Patterns of 
communicating care and caring in the intensive care unit. 
Nursing Open, 9, 277– 298. https://doi.org/10.1002/nop2.1061

https://doi.org/10.1002/nop2.1061

