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Abstract

Communication among patients and nurses in the Intensive Carc Unit (ICU) has
received extensive attcntion in the nursing research literature. These studies have
identificd numecrous factors both cnhancing and impeding effective nurse client
communication. Despite the extensive rescarch attention paid to nurse client
communication in an [CU sctting, no studics can be located that take a multi-
dimensional approach to cxploring the factors scrving to cnhance or impede such nurse

‘client communications.

The literature review searched from 1980 when the landmark study by Ashworth (1980)
reported on nurse-patient communication in the [CU. Many studies followed on nursing
communication n the ICU and reported similar factors impeding nurse-paticnt
communication inciuding the last rcported study by Alasad and Ahmad (2005). For this
project it is of particular interest to determine if the factors reported in settings outside

Malaysia arc of relevance for Malaysian ICU nursing practice.

Accordingty this study conducted an in-depth multi-dimensional exploration of nurse
paticnt communications within two ICU settings. More specifically it explores
communication barriers such as the impact of technology, ICU environment, paticnt’s
clinical status, socio-cultural factors, hierarchical status, level of staffing and the

training and experiences of the ICU nurses.

The study took place in two ICUs of two public hospitals in Malaysia. Data were
collected using both qualitative and quantitative methodologies. Qualitative data were
collected using participant observation and in-depth interviews with clients and nurses.
The patients were interviewed when they were transferred out to the ward and their
condition stable. The family members were interviewed in the ICU while the patient
was in the unit. The ICU milieu was observed for barriers to communication like noise
and staff activities in the unit. Focus group interviews with nurses were condueted,
Quantitative data include staff profiling, patient data, family members’ data and

environmental monitoring of the noise level.

Eight groups of nurses (a total of 40 nurses), 21 patients and 23 relatives were

interviewed in Phase One and the participant observation period for this phase spanned

iti
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CHAPTER ONE

Introduction

The progressive evolution of intensive care units (ICU) over the last 50 years has
required nurses working in these areas to develop specialised clinical and technological
skills to effectively meet the needs and demands of critically ill patients. Despite nurses
acquiring a significant array of skills to deliver physical and physiological care, it has
been suggested that the psychological care, particularly communication, has been
neglected in favour of physiological patient needs (Tumock, 1989). In many cases this
has lead to client dissatisfaction with the level of nurse patient relationship (Ashworth,
1980; Bergbom-Engberg & Haljamae, 1993; Borsig & Steinacker, 1982; Wojnicki-
Johansson, 2001).

Communication is the most integral component of the nurse client relationship and
contributes to quality nursing care and it is also critical to facilitating the bond of nurse
patient relationship (Anthonypillai, 1993; Caris-Verhallen, 1999; Chant, 2002).
Although this has been recognised as important, thcre have been studies that reported
poor communication in critical care areas (Borsig & Steinacker, 1982; Salyer, 1985;
Wojnicki-Johansson, 2001} as a result of many factors. Barriers to communication can
be att-ibuted to factors like technology, environment, clinical status of the patient,
socio-cultural aspects, hierarchical status of staff, staffing levels and the levels of
nurses’ experience and training. These factors are now widely recognised as
contributors to the poor nurse client relationship (Alasad & Ahmad, 2005; Ashworth,
1990; Bergbom-Engberg & Haljamae, 1993; Boi, 2000; Chant, 2002; Gelling, 1998;
McCabe, 2004).

Most of the research on the nurse patient relationship in the ICU has been conducted
from the perspective of Western nurse researchers. Accordingly, the researcher aims to
explore the barriers to effective nurse patient communication existing in two ICU in
Malaysia. In Malaysia, the lack of communication among nurses has been highlighted
by the Minister of Health (J. M. Chua, 2000) and most recently by the deputy Health
Minister (Bernama, 2004) in conjunction with the celebration of Nurses Day, The ICU
is one of the specialties that has been recognised for its poor nurse patient

communication (Kingsley, 1999; Thomas, 2003).






deprivation which is a common problem in ICU (Blacher, 1997; Briggs, 1991; Dootson,
1990; Eisandrath, 1982; Gelling, 1998; Granberg-Axell, Bergbom-Engberg, &
Lundberg, 2001). This eventually alters the mental status of patients and causes
behavioural and physical manifestations like anxiety, apathy and fatigue that are tikely

to contribute to poor communication.

The clinical status of the patient may also impair communication. Nurses tend to
communicate poorly with patients whose mental faculty is affected and or unresponsive
(Heath, 1989). This may be due to sedative drugs that impair cognition. This situation is
compounded tf the patients also have their sight blurred or occluded by dressings or
their hearing is impaired by dressings as a result of surgical procedures. In addition,
inability to verbally communicate due to the presence of an endotracheal tube or
tracheostomy tube or a disease process like Guillain Barre syndrome poses additional
barriers to communication (Borsig & Steinacker, 1982; Hemsley, 2001). Nonverbal
communication, like touch, can also be impeded due to restraints, the presence of
monitoring and intravenous lines or blunted by the effects of analgesia and anaesthetics.
Communication issues may be further complicated by previous unpleasant hospital
experiences that lead to fear and anxiety. Altemnatively. those patients with no previous
hospital experiences to draw upon may also find communication difficult (Stanton,
1991).

Socio-cultural barriers such as language, age, life experience, sucial mores and different
social status can influence communication patterns. This is especially so in a
multicultural society like Malaysia where both the clients and nurses often come from
different ethnic and linguistic groups. Malaysia is a melting pot for various ethnicities of
which there are three dominant ethnic groups - Malays, Chinese and Indians. For the
two states of East Malaysia (Sabah and Sarawak) the indigenous population have many
tribes and together with the Malays, are considered the ‘bumiputera’ or the original
population. The Malays and some indigenous groups are predominantly Muslim, while
the minority Chinese and Indians embraced other religions such as Buddhism,

Hinduism and Christianity (2001, Status Report).

Although Malay is the official language and most of the population are able to
comprehend the language, there are those who may experience difficulty due to their

advanced age or poor education. Meanings may be interpreted differently between



different cultures in the samc population. As Tate (2003) notes, language differences
create the most important obstacle in the provision of care to diverse cultures. This
poses problems in the communication between nurses and patients. Such a language
barrier may cause hesitancy and reluctance to communicate (Anthonypillai, 1993). Even
among similar ethnicities, for example the Chinese, there are many different dialects

spoken. When two different groups mect, communication most often occurs in Malay.

The presence of relaiives or significant others in the ICU has been shown to have a
positive effect on the patients. Malaysians of all ethnic groups value their kinship and
demonstrate these strong family ties in times of sickness and ill cvents. Most times,
hospital staff has difficulty in asking relatives to leave the ICU whenever a family
member is admitted. Ashworth (1979} rcports that the presence of relatives or
significant others can positively influcnce the outcomes of the patient’s illness. On the
otler hand, relatives looked to staff for support and hope for the patient’s condition
(Coulter, 1989).

Hierarchical status of staff existing between nurses and doctors may further contribute
to poor communication (Qughtribridge, 1998). Nurses should be able to give
information on the patient’s general condition or the medication history or even the
procedures that have been carried out. However, some doctors consider that to be
beyond the nurses’ role and reprimand them. This can result in nurses avoiding giving
any information on the patient’s condition and frequently referring them to the doctors.
The relationship between a doctor and patient is often considered “unilateral” in that
patients passively accept what is prescribed as they do not have the knowledge or

confiden.c around medical issues to seek clarification when in doubt (Sahan, 2002).

Nurse staffing levels and the quality of their training have also been shown to impact on
nurse client communication. During the 1980s major cost cutting in health services
expenditure occurred in Britain and in an ICU this cost cutting often meant there were
less qualified nurses employed to provide direct patient care for an increasing number of
highly dependent patie * i ~n environment where patients’ physical and physiological
needs take priorits this may severely impact on nurse patient communication

(Ashworth, 1990).



Where there are low numbers of specialty trained nurses available to work in an ICU
sctting this may potentiatly affect communicatior In Malaysia, despite the growing
dcmand, there continucs to be a significant lack of traincd ICU staff. Thus a large
number of nurses working in the ICU may bc inadequatcly trained and may lack the
required communication skills necded in such a sctting. A lack of knowledge and skills
to deal with the high demands required of intensive care nursing may lcave the
untraincd nurscs unable to perform their care adequatcly (Bergbom-Engberg &

Haljamac, 1993).

Although the nursing curriculum has provision for basic tommunication skills training,
it i~ felt that this is not sufficient for nurscs to acquire the communication skills nceded
for their role in the ICU (Ashworth, 1981). This has also been highlighted by other
writers (Albarran, 1991; Ashworth, 1984; Macl.cod Clark, 1985; Wojnicki-Johansson,
2001) and is attributed to a number of factors including lack of knowledge, poor role
models in the workplace and work anxicty. These writers have advocated an increasc in
communication skills tecaching in the nursing curricula. Therefore, if nurses have been
well equipped with good communication skills through various means of tcaching they
may encounter less complaints of dissatisfaction from clicnts (Ashworth, 1984; Baker &
Melby, 1996; Brereton, 1995).

As indicated, most of the research literature on nurse client communication has focuscd
on discrete and narrow aspects of nurse client interactions (Fishcr & Moxham, 1984,
Hagland, 1995; Tumock, 1991). Despite the acute illness of the patients and
technological demands of an ICU, little broad-based research has been conducted
exploring the barriers to effective communication in this complex environment; this is
especially true in Malaysia. A few studies (Ashworth, 1980, 1984; Scullion, 1994,
Wojnicki-Johansson, 2001) have recommended ways to improve client communication
through nursing education programs, but none have followed through the study to

implement and evaluatc an education program.

It is worth noting that much of the literature cited above is more than 20 years old, but
their findings on poor communication continue to have relevance as noted in more
recent studies (Alasad & Ahmad, 2005; Boi, 2000; McCabe 2004). Barriers to

communication cited include the clinical status of the patients and the frustrations of









amcnable to change within a short educational program. The education module was then

delivered to the ICU nurses.,

Phasc Three was an evaluation phase, where the rescarcher observed the nurses and ICU
milicu, conducted a focus group interview with the nurses and asked them to answer a
guestionnaire. This was to cvaluate and determine if any behaviourat or attitudinal

changes to communication had taken place following the cducation program.

1.4Aim of the study
The aims of this study are threefold:
To take a multi-dimensional approach to cxploring and deseribing the barriers to

cffective nurse client communication in an ICU sctting.

To identify and prioritise arcas that may improve nurse patient communication and the

preparation of nurses working in ICU.

To usc the findings from the study to inform the development of a nursing educational
module aimed at improving the nurse client communication in ICU and cvaluate the

program.

1.5 Objectives
The objectives of the study arc:-
¢ To determine the pattern of communication between patients and nurses in an
ICU sctting
o To investigatc how ICU nurses perceive and meet the patient’s communication
necds
e To cxplore the communication cxperiences patients and familics can recall when
they were in the ICU
e To obscrve environmental factors which enhance or impede communication in
ICU
e To assess and prioritise barricrs to communication betwcen ICU nurses and their

patients



To use the findings from the study to design an educational module for
improving preparation of nurses to work in the ICU setting

To evaluate the effectiveness of the education module

1.6 Research Questions

The research questions are:-

What are the current patterns of cominunication in a multicultural ICU?

What recollections do ICU patients have of their ICU experiences?

What are the environmental factors that influence patient communication in an
ICu?

What communication refated experiences do the family members have while
visiting the patient in the ICU?

What are the main factors which influence communication in a multicultural
setting?

What do nurses in ICU perceive the patient’s communication needs to be?

What strategies can be devcloped to improve nurse communication in ICU?
What strategies do nurses use to meet patient’s communication needs?

To what extent does an education module improve nurses’ knowledge?

1.7 Definition of terms

Client - in this context this term means the patient and the family members who
are receivers of care.

Communication — described as allowing the transfer and exchange of
information and understanding from one person to another through meaningful
symbols. Communication takes many forms whether as verbal or non verbal
(Hellreigel, Jackson, & Slocum, 1999),

Environment — is the external conditions or surroundings of the patients and
relatives experienced whilst in the Intensive Care Unit.

Intensive care unit (YCU) - is a unit specially staffed and equipped, separate and
self-contained section of a hospital for the management of patients with life-
threatening or potentially life-threatening conditions (Faculty of Intensive Care,
1997).



e Sensory deprivation - is a term used to describe the apathetic behaviour of a
patient with other manifestations like delirium, confusion, anxiety, depression
and audiovisual hallucinations (Easton & MacXenzie, 1988; McGuire, Basten,
Ryan, & Gallagher, 2000). It is a cluster of psychiatric symptoms that are unique
to ICU environment.

e Socio-cultural group - thc cultural and/or religious group in which the
respondents identify themselves. In the Malaysian coritext this broadly refers to

Malays, Chinese and Indians.

In summary, this study takes a multi-dimensional approach to identify the potential
barriers to effective nurse client communication. The findings from the study will be
used to inform the development and evaluation of a nurse education program aimed at

improving the quality of client communication in the ICU setting,
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2.1 Communication in Nursing

Communication has been described as being an integral component of daily activities.
As part of routine living, it is important for the exchange of information and emotional
support (Elliott & Wright, 1999). In nursing good communication has been emphasised
as of paramount importance between nurses, other health professionals, patients and
families or significant others for the delivery of quality holistic care (Anthonypillai,
1993; Chant, 2002; Llenore & Ogle, 1999). Research from as early as the 1980s has
emphasised the need for good communication in nursing (Albarran, 1991; Marrow,
1996; McCate, 2004; Wojnicki-Johansson, 2001). In particular these recommendations
include:

e The introduction of communication skills in the basic nursing curriculum and
post basic program (Ashworth, 1980; Crotty, 1985)

e The improvement of the quality of communication interactions. This was
because nurses were said to be competent in communication skills but lacking
in the interaction skills (Tumock, 198Y)

e The proper use of communication aids such as pen and paper, alphabet boards
and mouthing words (Borsig & Steinacker, 1982; Etchels, 2003) and

¢ Training of communication using the solution-focused communication training

approach (Bowles, 2001)

The recommendations proposed by the first three researchers could be adapted to the
Malaysian nursing curriculum and in particular to the 1CU. Good quality
communication in nursing meets several patient needs including social interaction,
information, reassurance, discussion of feelings, advice and counselling (Albarran,
1991; MacLeod Clark, 1985). Despite this Tumock (1989) found that most
communication in nursing has been described as ‘nurse-centred’. That is, pertaining to
tasks that lacked the above mentioned needs of communication. This finding is also
supported by Ashworth (1980) who found that 71%% of nurse patient communications
were task-related consisting of short-term information, commands or questic.is which
was also reported in a more recent study (McCabe, 2004). The study by McCabe (2004)
was conducted in a general hospital in Ireland where the writer interviewed eight
patients who had stayed in the hospital for a minimum of four days. Although the study
sample was small and limited in its peneralisability, it shows patients reported that
nurses were too busy performing tasks to pay any attention to communication. The task-

centred nursing approach is very much practiced even in recent times and patients from

12






feelings of recognition, concem, acceptance and caring (Verity, 1996). Task touch is the

most used in nursing (Estabrooks, 1989).

Despite the recommendations to incorporate touch as a form of communication, it
should be approached with caution particularly with cultures which dislike close
proximity such as those from Northem Europc (Feltham, 1991) or Muslims (Mohamed
[Hatta, 1999). For Muslims touch between males and females is prohibited, but under
extremc circumstances like between patients and carers, it is allowed (Mohamed Hatta,
1999). In Islam, the first Muslim nurse was said to have used touch as part of her
nursing activities in the care of injured soldiers (Kasule, 1998). A study by Bergbom-
Engberg & Haljamae (1993) noted that nurses found it easier to touch older patients and

dying patients rather than patients of their own age.

Communicating through informal or purposeful touching has been shown to have a
number of benefits for a wide range of clinical conditions. For example, it helps to
reduce the anxiety level of hospitalised general and intensive care patients (Cox &
Hayes, 1999; Stanton, 1991). When touch is used on sedated intensive care patients it

helps to convey feelings of concem, caring and genuineness (Schoenhofer, 1989).

Another form of touch which has gained some interest is therapeutic touch. It is a form
of non -pharmacological therapeutic intervention (Cox & Hayes, 1999). This touch is
postulated to facilitate healing through the use of energy fields present in human and
other energy fields (Cox & Hayes, 1999) and administration involves putting the
healer’s hands on the patient and feeling sensations like warmth, coolness or tingling.
The purported benefits of this touch include reduced anxiety levels in hospitalised
patients, reduced in pain perception post operatively, reduced tension headache and
reduced stress (Meehan, 1991). To perform this procedure training is required. The
purpose of mentioning this alternative treatment is to highlight the difference between

the non-therapeutic touch mentioned earlier.

Besides touch other means of nonverbal communication in patient care include the use
of proximity, body position, eye contact and facial expressions (Albarran, 1991).
Albarran (1991) also stressed that the ICU nurse must be familiar with the different
techniques of communication and adopt the one that is most suited to the patient’s need

at that time.

14



Despite the necessity for good communication, it has been disputed that communication
between nurses and patients has ever been totally successful given the high level of
client and health care professional dissatisfaction reported (Alasad & Ahmad, 2005;
Albarran, 1991; Ashworth, 1980; Borsig & Stetnacker, 1982; Chant, 2002; McCabe,
2004; Turnock, 1991; Wojnicki-Johansson, 2001). These researchers found that even
though nurses were aware of the importance of communication, their practice did not
always demonstrate this awareness. The report by Clark (1985) concurred with this
view when she described that poor communication was caused by the lack of time,
knowledge and nursing experience. The study by McCabe (2004) showed that nurses
still placed importance on the task-related care as compared to psychological care.
When patients were interviewed they complained that nurses did not communicate with
them. More recent nursing literature suggests that nurse patient communication
problems still persist, particularly in acute settings like ICU (Bergbom-Engberg &
Haljamae, 1993; Laitinen, 1996; Llenore & Ogle, 1999; McCabe, 2004; Verity, 1996;
Wojnicki-Johansson, 2001). Chant (2002)) noted that patients comptained about the
lack of communication and the findings reflected those reported by Ashworth (1980)

nearly a quarter of a century earlier.

2.2 Communication in Intensive Care

The ICU is an area where patients are totally dependent on nurses for their care and
wellbeing (Turnock, 1991). The very nature of nursing in such units requires nurses to
be vigilant in their physiological and psychological care as most patients are sedated or
even paralysed to manage their compromised neurological, cardio-respiratory and
hemodynamic function. The symbiotic relationship of physiological and psychological
care must always be on the nurses’ mind in the delivery of efficient nursing care (Sole,
Lambormn, & Hartshorn, 2001). The integral component of psychological care is
communication. Lack o: communication has been linked to sensory deprivation, a
condition caused by a reduction or increase in the variety of sensory input from the
environment (Stanton, 1991). According to Stanton (1991) ICU has become a place
where there is extensive use of sophisticated and specialised equipment and a patient
may have as many as four of these monitors or devices attached to them. Patients heard
the various sounds emitted by each machines but were unable to ascertain which sounds
came from his/her machines. This can eventually lead to patient frustration and
psychological withdrawal (Chew, 1986; Dyer, 1995b; Gelling, 1998). Nurses in the ICU
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found that patients responded to the verbal communication by a reduction in their
intracranial ps res (ICP) and heart rates when nurses spoke to them. In another study
(Johnson, Omery, & Nikas, 1989) the rescarchers also investigated the effects of two
types of conversation on intracranial pressure measurements. Type | conversation
consisted of the patient’s actual condition while Type 2 conversation was on matters not
related to thc patient. The findings showed that in Type | conversation, the patients
showed an increase in their [CP measurements compared to Type 2 conversation. This
has implication for nursing, that patients do hear what was communicated and the
content of communication may precipitate feelings of anxiety and stress or positive

feelings depending on the communication content (Johnson et al., 1989).

The importance of verbal communication in [CU was established in a landmark study
by Ashworth (1980) where she reported a possible link between intensive care
syndrome and the lack of verbal communication. In the study, which was conducted
over five [CU, Ashworth (1980) interviewed patients post [CU care and reported that
patients complained about the lack of information and explanation by nurses on the
discomforts and pain they experienced. Whet. patients tried to communicate their
problems through nonverbal cues like moving their hands to the part of body causing
the discomfort, nurses dismissed it as an attempt by the patient to remove the tube that
was in place and therefore restrained their hands. The frustrations the patients had at not
being able to express their concern was often compounded by the environmental factors
like noise, flashing lights and the lack of peace and sleep in the unit. The cumulative
effect of these eventually leads to experiences of illusions, nightmares and dreams as
mentioned by patients. These symptoms were consistent with presentation of the ICU
syndrome (Dyer, 1996; Fisher & Moxham, 1984). As recently as 1999, (Elliott &
Wright, 1999) found that communication conducted as a preoperative preparation prior
to admission to intensive care resulted in reduced post-operative complications such as
delirium and pain. This was believed to bc due to the patient’s better understanding of

what was entailed before, during and after the surgical procedure.

There is considerable literature citing patient’s communication experiences in the [CU
which were not favourable (Bergbom-Engberg & Haljamae, 1993; McCabe, 2004;
Wojnicki-Johansson, 2001). Among the experiences patients reported were the lack of
communication by nurses and the emphasis placed on technical care. The presence of

endotracheal tube and trachcostomy impede the communication activity, but does not
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Technology

The ICU is characterised by high technology equipment necessary to accommodate the
demands of critically ill patients. The advent of modem equipment and technological
advances have changed the approach to nursing care where it can take over some of the
nursing functions which once require the nurses’ diligence like performing
haemodynamic monitoring, drug infusion and parenteral nutrition. This has been viewed
as having a positive and negative impact on nurse patient communication. The positive
effect of technology is the knowledge and advancement of skills that improves the
effectiveness of care (Bamard, 2000). It has enabled the nurse to perform other physical
care on the patient while the technology delivers physiological care such as ventilation
and hemodynamic monitoring of vital signs (Wilkinson, 1992). It also assists with the
recording of vital information and knowledge about the patient including laboratory

results and blood gas analysis (Mann, 1992).

The negative implications of technology have becen associated with staff employment
(Ashworth, 1990) and personal relations (Bamard, 2000). The implication to staff
employment is the excuse by some resource managers regarding the recruitment of
skilled staff. In some countries the resourcc managers perceive the use of high
technology in areas like the ICU has taken over much of the nurses’ important functions
and whatever nursing tasks remain can be performed by nursing assistants while the
machines will be looked after by technicians (Woodrow, 1997). This then becomes an
excuse for the resource manager to reduce the employment of skilled ICU nurses over
technicians and nursing assistants, thus cutting down on costs of employing skilled staff

who are paid different rates (Ashworth, 1990).

Another implication of technology is related to nurse patient interaction. Technology
has been cited as the cause for the lack of interpersonal relations between nurses and
patients (Barnard, 2070). This was because nurses need time to spend on technology
like attending to the alarms or when the technology fails. If they were at that moment
with a patient trying to establish a rapport and an alarm goes off, it may mean they have
to leave the patient to attend to the alarm and this leaves the patient feeling
unappreciated (Bamard, 2000). Further to the abovementioned implication of
technology on communication, a nurse may need to juggle the priority of being a
competent technician for the seriously ill patient on sophisticated machines or a humane

caring nurse catering to the physiological needs of the patient (Turmock, 1991).
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The impact of tcchnological concerns over psychological demands by nurses was also
observed by Turnock (1991) who commented that nurses fail to recognise psychological
problems or mood disturbances of intensive care unit patients as their main focus was
on the medical technology. The focus of critical carc nurses was said to be on the
technical aspect of care where the concem was on the functioning of the machines in
use rather than the potential effect of the machine on patients. This was seen as taking
staff attention away from the patient (Ashworth, 1990) thus reducing the time available
for psychosocial care like communication (Albarran, 1991; Baker & Melby, 1996,
McCabe, 2004; Salyer, 1985; Wojnicki-Johkansson, 2001). An cxample was reported in
the Coronary care unit (Ashworth, 1904), where patients reported nurses gave
inadequate communication and failed to reassure the patient when monitor alarms went
off. Wojnicki-Johansson (2001) also rcported thot patients on ventilator treatment
complained about a lack of communication by nurses while they attended to the
machines, whilc (Bamard, 2000) reported it was the nurses themselves who felt the
technologies took much of their nursing time and reduced their interpersonal relations
with patients. Nurses who reportedly spent too much tirne on technology were those
with mirimal experience, usually below five years or had not attended ICU training
(Mann, 1992; (Bergbom-Engberg & Haljamae, 1993). It was also reported that some
nurses who were not confident with their communication skills resorted to paying more

attention to the machines in use (MacLeod, 1985).

Family members were not precluded from the impact of technology. It has been
reported that there were family members who would be more concemed with the
readings on the monitoring devices than the actual condition of the patient and they
were alarmed if there were changes in the monitor readings, alerting the nurse to attend
to it (Thomas, 2003).

Environment

The ICU environment can also present a barrier to effective nurse patient
communication. Among the identified environmental factors that contributed to this
barrier were noise and lighting. For example Hagland (1995) suggested that patients
who were continuously assaulted with monotonous noise in ICU, loss of diumal pattem
from continuous exposure to light and unfamiliar surroundings and sounds, should be

compensated with effective nurse patient communication. This he said would help make
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the patients understand the alien world around them and give meanings to all the

unfamiliar sights and sounds.

Naoise

The ICU has been reported as the noisiest setting in the hospital (St:phens, 1995;
Thomas, 2003). On the other hand there were studies like Green (1996) and Chew
(1986) who reported rcspectively that 65% and 84% of patients in the study considered
ICU to be quiet. A few studies (Albarran, 1991; Borsig & Steinacker, 1982; Stephens,
1995) quoted noise in the ICU as a deterrent for cffective communication. Albarran
(1991) reported noisc from machines and staff talking contributed to problems like
sensory overload where paticnts showed symptoms including delusions and
hallucinations which eventually decreased the ability to communicate (Stephens [995)
A few studies (Belitz, 1983; Briggs, 1991; Dyer, 1995b) noted that patients displayed
signs of physical stress which may be caused by noises from the machires in use and
from staff talking. This can wake patients and alter their sleep pattern. Persistent
exposure to noise may possibly cause psychological and cardiovascular stress to
patients and caregivers (Akhtar, 2000). The study on noise as a cause of sleep
disruptions in ICU by Gabor et al. (2003) identified conversations and alarms as the
most disruptive noise. This finding concurred with the findings of other studies
(Gelling, 1998; Heath, 1989; Richards, 1988; Stephens, 1995).

Major sources of noise include monitoring devices used on criticaily ill patients, staff
talking in loud voices and staff activities (Stephens, 1995). The effects of noise was
described by patients in a study as making them feel abandoned and surrounded by
machines with disturbing noise and blinking lights (Ramsey, 1986). Another study
reported patients described themselves feeling like aliens being connected to peculiar
machines and apparatus, defenceless and insecure (Granberg-Axell, Bergbom-Engberg,
& Lundberg, 1999). In a study to reduce noise in an ICU in Liverpool Hospital,
Australia, Stephens (1995) engaged stafT, relatives and patients as participants to answer
a questionnaire on the problem of noise in the ICU. Noise was categorised as
environmental noise, outside noise and noise from personnel and equipment. It was
reported that 79% of the participants believed the ICU was noisy. The majority of the

participants were staff members.
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Noise from the equipment in the ICU has been reported to be above the desired decibels
permitted in any patient care environment, Noise has been measured in the ICU at 100.9
decibels as compared to the recommended 35 decibels necessary to promote rest and
sleep and avoid the risk of sensory ovenoad (Bnggs, 1991). Kawada (1999) found that
slcep disruption occurs at sound level of 45dBA . nd patients report poor sieep quality
on noisy nights. Other physiological changes that can be associated with noise include
startling the patient, damage to hearing, sccretion of stiess hormones, induced sensory

disturbances and enhanced pain perception (Hilton, 1987).

Sleep deprivation

Sleep disruption deprives patients of the essential stages of sleep which are necessary
for restoration of health (Krachman, i)'Alonzo, & Criner, 1995). Apart from noise other
related reasons for sleep deprivation included the patient’s chronic underlying disease,
medications used and the constant intensive monitoring and nursing procedures which
are usually carried out on newly admittcd patients and for the cnitically ill. Critically ill
patients often have their sleep interrupted in an ICU and the cumulative effect leads to
slcep deprivation. This eventually may promote delusions, delirium and fatigue which

are associated with the carly signs of ICU psychosis (Dyer, 1995a).

ICU patients reported feeling abandoned and surrounded by machines with disturbing
noises and blinking lights (Ramsey, 1986). They felt they were strangers, aliens being
connccted to peculiar machines and apparatus and they felt defenceless and insecure
(Granberg-Axell et al., 1999). These psychological insccurities and physiological
disturbances prevent them from getting continuous sleep and presenting with sleep

deprivation signs of apathy, irritability and anxiety.

Sensory deprivation

Patients in sensorial deprived conditions will demonstrate cognitive and perceptual
alterations (Gammon, 1999) such as hallucinations, non-compliant behaviour, increased
somnolence, restlessness and anxiety. Lack of communication has been linked to
sensory deprivation, a condition caused by a reduction in the variety of sensory input
(Stanton, 1991). This leads to the patient feeling frustrated with eventual psychological
withdrawal (Dyer, 1995b).
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significant others who understand the language. This demonstrates why the presence of
such family members is important in managing patients with limited skills in local

language (Anthonypillai, 1993).

In a population where there exist different ethnic groups the possibility of nurses and
paticnts encountering problems related to religion or cultural practice or belief can
profoundly affect communication. In Malaysia, this problem may result from the lack of
knowledge and experience of the different practices and beliefs of the cultural groups
that make up the population and in tum affect the care given and received by both
parties {Subramaniam, 2005). Cultural orientation within the same ethnic group and
within the individual is affected by age, lived experience, social mores and different
social status, coping mechanisms and personal philosophies which then impinge upon
the personality presented by the nurses and client. Consequently, there existcd
differences in perceptions and intentions that led to feeling of dissatisfaction (Albarran,

1991).

Another socio-cultural factor that could pose communication problems is the different
religious and cultural beliefs practiced by specific cultural groups that might cause
misunderstanding between the nurses and clients. The majority of Malaysians are
Malays and practice Islam which plays a significant role in their life including in
sickness (Haque and Masuan, 2002). While the Malays were familiar with their
religious and cultural practices little is commonly known about the practices of the
Chinese and Indians. Therefore it maybc that the predominantly Malay nurses
(Abdullah, 2004) in the public hospitals would not be able to assist relatives if they wish
to combine their religious practices in the treatment of patients. The belief of traditional
practitioners among Asians and the dependence on modemn health care systems by
Anglo-Americans was reported by Prevost (2001). The Anglo-Americans rely
completely on modern medicine, while most Asians believe that integrating traditional/
cultural practices with modem medicine increases efficacy. Nurses with understanding
of different cultural beliefs of their clients may avoid miscommunication and
misunderstanding with family members who wanted to incorporate their traditional

beliefs in the care of patients.

Distancing is another cultural orientation practised by Asians, where they not only

distance themselves when talking, but also talk less. Malaysian women are still
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discriminated by their religion and culture where women are not expected to speak up
when any person considered of a higher standing speaks to them (2001, Status Report).
The distancing is prominent betwecn males and females, and different social
background and hicrarchy. Female relatives do not speak to the doctors unless they were
spoken to and nurses usually listen passively when a specialist gives instruction. This
practicc is observed among the older gencration of relatives, who abide by a traditicnal
approach of handing down social mores from one generation to the next. This practice
limits communication between nurses and clients with different social backgrounds or
genders who accept information given without any questions. Part of the cultural
practice of the Asian ethnic groups prescribes the females to be of a lesser position in
comparison to males thus the tendcncy for females to speak less in the presence of
males (Subramaniam, 2005). This submissive female role is still widespread in

Malaysia (Status Report, 2001).

Relatives or significant others

The presence of rclatives or significant others has been cited as having a positive effect
on patients (Bergbom-Engberg ct al., 1988). Getting the support of relatives or
significant others is one way of ecnhancing communication for patients in the ICU. The
relatives of ICU patients in Malaysia are predominantly female due to their expeeted
role in the family during sickness and they are constantly with the patient. Nurses
sometimes have difficulty asking them to leave the patient’s bedside when a procedure
needs to be performed due to both the recognition of this role and the relatives eoncern
for the patient. A key rolc of the female relative is the emotional and religious support
they extend to the patients. They usually recite religious hymns or offer prayers (Culture
of Malaysia, 2007).

Relatives who understand the alternative methods available to overcome
communication barriers can assist patients in communicating the patient’s needs to the
nurse {Thomas, 2003). The presence of family members can alleviate the anxiety and
fear experienced by the patients and give a feeling of security (Hafsteindottir, 1996).
They should also be involved in the nursing management of paticnts. When relatives are
involved with the care of patients, the emotional support instilled by family members to
patients helps patients to feel safe and the touch technique is one way of communicating

assurance and calmness (Hupcey, 2000).
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Research has also focused on the length and frequency of visiting a relative in an ICU
and its impact on communication. The practice of open visiting allows longer visitation
time and relatives can stay longer to give emotional and psychological support to
patients (Bergbom-Engberg et al., 1988). Visiting time should not be restricted but
planned to mect the paticnt’s requirement (Dyer, 1995b). It has been reported that
patients remember family members who visited and talked to them when they were
sedated and this gives them a sense of caring and support, keeping them orentated and
make them less fearful of the strange cnvironment (Hupcey, 2091). In this study
(Hupcey, 2001), it was reported that the crucial aspect of visitation was not the
frequency of visits or the numbers, but the quality of the interaction family members
have with the patient. The feeling of having a close family member is sufficient to
communicate their feelings and paticents reported it calmed them to just observe their

family visiting them (Holden, 2002).

Jamerson et.al (1996) investigated the expcniences of families who had relatives in the
ICU and found through focus group discussion, family members expenenced
uncertainty, emotional turmoil and stress. Family members proposed that nurses give
information on a regular basis to help reduce their anxiety level and assist with patient

communication.

It is imperative that communication needs of the family must be met in avoiding the
adverse psychological effect of an ICU admission (Lange, 2001). Despite the reports on
the advantages of having family members close to the patient, one research reported that
the presence of anxious relatives in the patient’s room can disrupt nurses from
communicating with patients (Bergbom-Engberg & Haljamae, 1993). In Bergbom-
Engberg and Haljamae’s study the nurses reported they were uncomfortable

communicating with patients whose worried and anxious family members were around.

Hierarchical status of stafl

Another barrier to communication was related to the hierarchical nature of the staff in
hcalthcare; particularly the doctors and nurses (Chant, 2002). The power of the medical
profession over nurses is a common tradition in most English speaking country
(Adamson, Kenny, & Wilson-Barnett, 1995) including Malaysia which was once
colonised by Britain. Although the nurse-doctor relationship has improved in recent

years, a study in the United Kingdom (Heenan, 1991) found that nurses remain
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dissatisfied with their relationship with doctors. They claimed that doctors were more
awonomous, their professional status was higher and the nurses communication with
doctors were lacking as compared to the Australian nurses (Adamson et al., 1995). in
the past doctors controlled nurses’ training and nurses obeyed doctors without question.
Although nurses have become more autonomous the perception that nurses remain the
*handmaiden’ of doctors is still evident today (Oughtribridge, 1998; Snelgrove &
Hughes, 2000). Nursing remained a sheltered profcssion in comparison to the more
cstablished medical profession, thus nurses faced greater challenges to initiatc change
like communicating as partncrs rather than subordinates (Oughtribridge, 1998). This
affects thc communication between doctors and nurses and patients In Malaysia,
doctors, cspecially senior consultants, arc highly regarded and they influence all
decision-making roles and obedience is expccted of all subordinates (Sahan, 2002).
Paticnts, relatives and nurses darc not question any prescription of a senior doctor. Any
mecting 1o sce a doctor requested by a relative is usually referred to a junior doctor. A
request to sec a consultant is screcned by the medical officer and it is usual foi the
medical officer to inform the relative of thc outcome of the discussion with the

consultant.

When nurses cxert their position of power ovcr patients, they do so by adopting certain
strategics, such as limiting the information given to patients aud fami/>r and controlling
the interactions they have with the patients (Henderson. 2t 03).  '» the study by
(Henderson, 2003) nurses reported they gave little inforiw~on 10 patients as they
(paticnts) were not medically oriented. In another study (Intensive Care Society, 1990)
nurscs reported that thcy were in control and did not cncourage patients to ask
questions. In limiting intcractions with patients, most nurses were observed to interact
with limited communication during physical care and the content of that communication
was on the procedures, with nurses choosing to ask closed-ended questions (Henderson,
2003).

In rcality doctors and nurscs, cspecially in critical care settings, should work as partners
for the patient’s well being (Sweet & Norman, 1995). It was found that in larger
hospitals the relationship between nurses and doctors was more tense as a result of work
pressure and competition among the proiessionals which eventually impacted on patient
communication. This is especially true when considering the information to be released

to family members by nurses in the absence of a doctor would very much depend on
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which doctor was responsible and his/her relationship with the nurses (Sweet &
Norman, 1995). In reality most nurse-doctor relationships are those of an assistant role,
undermining the authority of the nurse to communicate effectively with the patient on

matters of condition and care (Woodrow, 1997).

Staffing, Train‘ng and Experience

Being a specialised unit in a hospital catering for critically ill patients ICU should be
staffed by equally competent and skilled nurses who are adept at handling the
technologies 1n thc form of sophisticated machines (Dennerley, 1991). The (Intensive
Care Society, 1990) has advised that 75% of nurses working in the [CU should be
trained in the specialty. Yet, staffing in the ICU has been quite controversial for the

following reasons.

Firstly, as mentioned carlier there is difficulty in recruiting suitably trained staff to the
ICU and retaining the services of skilled and experienced staff due to the high levels of
stress from the demands of patient and technologieal carc (Atkinson, 1987). ICU nurses
are confronted with the stress of handling sophisticated equipment and critical medical
conditions of patients, including attending to anxious relatives. This makes recruitment
of ICU staff difficult and retaining skilful staff a challenge as they choose to leave the

unit duc to physical and menta! stress (Southgate, 1999).

Secondly, in the earlier discussion on technology it was reported that some human
resource managers considered the costs of hiring qualified ICU nurses as high since
they were graded and paid differently (Atkinson, 1987). In addition, Atkinson (1987)
believed most of the nursing functions can be performed by less skilled nursing staff
and complex machines. This eventually leads to the employment of technicians to
manage the machines and nurses without any ICU training or experience to perform
basic nursing care, but lacking specific knowledgc in psychological care; particularly
communication (Binnekade, 2003; Woodrow, 1997). The employment of inexperienced
staff and those staff without ICU training in turn leads to burnout and the high attrition
rate of ICU staff (Binnekade, 2003) leading to a shortage of staff. Shortage of nurses
and increased patient admissions to the ICU has resulted in the lowering of nurse patient
ratios from the proposed 1:1 (Intensive Care Society, 1999). This limits nurses’ time to
communicate due to the heavy workload and the many work functions, particularly

when working with ventilated patients (Bergbom-cngberg & Haljamae, 1993). In the
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reported study by Bergbom-Fngberg & Haljamae (19:3), nurses onsidered work
overload and functious as the most important factor obstructing their communication

activities with the patient.

Many of the work functions performed by nurses include clenical and non-nursing
functions like cicaning bed spaces, filling medical rcquisitior.s and putting away stores
(Harrisun. 2002). This study by Harrison (2002} identified that nurses spend about 4%
of timein non-nursing dutics, 6% in patient-focused activity, 17% in clencal nursing
duties, 24% in direct paticnt carc aclivitics, and 38% in pauent asscssment and
observation. of the patient’s status on monitors. Another 10% was spent on non-clinical
activity like papcrwork, phone communications and obtaining supplies. Unlike the study
"y Aspworth (1980), nurses were reported to spend about 14% oo thar time
communicating with patients. The Harrison (2002) study did not discriminate
communication as a separate entity but one which was incorporated whenever nurses
attended to patients. Accordingly, the findings must be treatcd with caution because
Harrison's (2002) study assumed communication should take place at each interaction
with the patient regardless of the patient condition and therefore the communication

time could have been overestimated.

Nurses who lacked experience and training may also find dealing with patients and
relatives a bewildering experience and may not be competent to deal with them
(Holden, 2002; Southgate, 1999). [n a related study by Bergbom-Engberg & Haljamae,
(1993} nurses with less than five years experience were found not able to fulfil the role
expected of them in the ICU. This included managing the stress and uncertainty
associated . ith patient care. They felt the workload and the uncertainty of the patient’s
condition were a major hindrance to their work and communication as their

concentration was on leaming the technology of the machines.

By contrast, those nurses with more than five years experience appeared to be more
attuned to the patient’s psychological needs (Bergbom-Engberg & Haljamae, 1993). As
these nurses were familiar with the machines and care of the patient, they could allocate
more time in dealing with the psychological needs of the patient, such as
communication. Likewise, nurses with ICU training have the preparation to
usecommunication skills for the benefit of the patient besides being skilled at

recognising the physical and physiological needs of the patient (Endacott, 1996).
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Experience and training are vital for nurses to work in the ICU \Endacott, 1996) so they
can handle the compiex technology in use and render competent holistic care while at

the same time come to terms with their own emotions and feelings.

The above mentioned facts on training and experience have implications for nursing
education. The education of ICU nurses will not only prepare them for the
contemporary nursing care and competency with technological advances but the

emphasis should include the psychological care of which conimunication is vital.

2.4 Education on communication

It has been proposed that it is vital for education in communication to be incorporated in
nursing cducation (Albarran, 1991; Ashworth, 1980, 1984; Baker & Mclby, 1996,
Scullion, 1994). Ashworth (1984) proposed three approaches that could be adopted to
improve communication skills in nurses. These were planned education in developing
knowledge and skills of communication; utilise research findings in practice; and on-
going research in communication to improve current knowledge and techniques,
including appraising their effects. Despite these proposals, communication problems
with nursing remain an issue with continuing reports of poor communication practices
by nurses in the [CU (Chant, 2002; Keatinge, 2002; McCabe, 2004; Wojnicki-
Johansson. 20ui). The study by McCabe (2004) discovered all the eight patients
intervicwed on the’r ICU experiences complained of lack of communication and

infor nation giving by nurses as the most significant problem.

Albarran (1991) highlighted the need for nurses to address the communication problem
at the basic and post-basic level of training. He proposed the use of videotapes as being
one useful method in educating nurses on communication. Scullion (1994) on the other
hand proposed that nursing programs incorporate aspects of relating to another human
in the curriculum so nurses can improve their communication skills to patients and
relatives. In a more recent study (Chant et al, 2002) recommended that the emphasis on
communication education should be twofold: improve the practice setting so as to be
more conducive to communication, and encourage the use of research on

communication.
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2.5 Consequences of poor communication
There are several consequences associated with poor communication that may affect

patients, families and nurses in an ICU setting.

Potients” dissatisfaction

In studies by Hafsteindottir (1996 and McCabe (2004) patients were asked about their
cxperiences in the ICU. The most significant problem highlighted was the lack of and
difficulty in communicating with nurses and family members. When patients could not
communicate their feelings and fear due to the ventilator tubing or tracheostomy as well
as being paralysed by their illness or drugs, they felt frustrated, cxhausted and gave up
their attempts at communicating which lead to apathy and passivity (Hafsteindottir.

1996).

Other studies also reported patients’ feeling negative cmotions, like discomfort,
frustrations and fear (Bergbom-Engberg & Haljamae, 1983; Heath, 1989), panic and
exasperation (Stovsky et al., 1988) and distress (Russcll, 1999). Patients also
complained they felt disturbed when nurses talked about a patient’s condition at their

bedside, even though it may not be them the nurses talked about (Heath, 1989).

The superficial and brief communications by nurses were often confined to
communications relating to tasks. Such communications were perceived as controlling
by patients and interpreted as a power relation (Russell, 1999; Wojnicki-Johansson,
2001). Patients intervicwed by Wojnicki-Johanson (2001) confessed that although
nurses were able to establish functional communication with them, they lacked
disclosure of information on the patients’ medical condition and treatment modules. A
“functional communication” is where nurses use effective communication methods to
relay messages to the patients. In the study by McCabe (2004), the most common
complaint expressed by patients was that nurses merely attended to their physical care
and neglected to communicate to them making them feel alienated. The study also
reported that although the patients were not satisfied with the level of communication
nurses practiced, they accepted the situation because they sensed the nurses were too

busy to have timie for communication.
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Poor patient compliance

Poor patient compliance has been reported as a consequence of poor communication
between nurscs and patients. According to Dyer (1995a), patients who were unable to
communicate with health staff reliably feel that they are being treated as an object or
discase, which depcrsonalises them and thcy will comply poorly with the medical
instructions conccrning their condition. The usc of jargon and complex medical terms
may further cause misinterpretation of information leading to increase in fear and
uncertaintics in patients (Borsig & Steinacker, 1982). Fatlure of nurses to explain the
nursing procedures, machines used and the sound of equipment may lead to patients not
cooperating with treatments and technologies. Even when nurses attempt to
communicate with patients, it is not always cffective. Ineffective communication can
result in the patients not having the ability to comprehend the nurses’ instructions when

delivering carc.

Relatives’ dissatisfaction

When a patient is admitted to the ICU, the stress is felt by family members too (Lee and
Lau, 2003). Many studics have been conducted to explore the needs of family members
(Azoulay, 2002; Coulter, 1989; Fins & Solomon, 2001; Hickey, 1990; Jamerson et al.,
1996; Lee & Lau, 2003; Leske, 1986; Quinn, Redmond, & Begley, 1996). The studies
have identified that the most crucial nceds lacked by the families were information on
the patients’ condition and diagnosis. Families expected thc doctors to explain the
paticnt’s diagnosis, prognosis and medical plan (Azoulay, 2002) whereas the nurses
were cxpected to continuously give information on the patient’s condition and progress
(Coulier, 1989; Hickey, 1990; Lee & Lau, 2003). Relatives find communicating
verbally with intubated patients a challenge and when they are not able to establish a
two-way communication mode, relatives will seek out the nurses for assistance for

information.

There were not many studics that reported families expressing dissatisfaction of
communication with nurses as the former feared retribution, but it was believed that this
dissatisfaction was common (Scullion, 1993). Other studies have reported the need for
information and communication as being the most important need of families with
critically ill patients (Lee, 2003; Warren, 1994; Henneman, 1992). Families described
being more stressed and anxious when a family member is admitted to ICU and they

(families) looked for support by nurses to overcome their state of anxiety. These
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This is also seen when nurses interact with the specialist doctor where the power
relation prevails. Many inexperienced nurses and hospital trained nurses perceived

doctors as arrogant, autonomous and authoritative (Adamson et al., 1995).

Psychological disturbances

Lack of communication has been associated with the presence of a psychological
problem known as ICU syndrome or ICU psychosis (Gelling, 1998). This is a well-
documented problem resulting from a combination of psychological and physiological
factors (Gelling, 1998; Shilo et al., 1999). Communication is one of the factors cited as
contributing to this syndrome, as weli as factors such as sleep deprivation, noise,
separation and immobilisation (Black, McKenna, & Decny, 1997; Gelling, 1998). The
syndrome is defined as an aitered emotional siate occurring in a highly stressful
environment like ICU which may manifest itself in various forms such as delirium,
confusion, apathy, crazy dreams or unreal experiences (Gelling, 1998; Granberg-Axell
et al.,, 1999). Earlier studies have reported that between 7%-72% of patients in I[CU
developed this syndrome (Weber, Oszko, Bolender, & Grysiak, 1985; Wilson, 1987)
and although efforts have been made to address this problem recent studies still find the
problem persisted although the number has reduced to between 12.5-38% of ICU
patients (Dyson, 1999; Granberg-Axell ct al., 2001; Hafsteindottir, 1996).

Communication is considered important for the patient’s orientation to his surrounding
and well-being as well as preventing ICU psychosis (Ashworth, 1980; Granberg-Axell
et al., 2001; Hafsteindottir, 1996). It has been proposed that aurses initiate strategies to
combat the environmental factors that contribute to ICU psychosis. Among the
strategies proposed to reduce this syndrome were nurses instituting measures to reduce
sleep deprivation, noise and separation/isolation and initiate communication (Gelling,
1998; Kurosawa, 1997; Topf, Bookman, & Arand, 1996) . These include prevention of
sleep deprivation by planning and timing the nursing procedures to allow patients to
have the full complement of sleep cycle; elimination of noise in the ICU from sources
known like staff conversation or machines; encourage family members to visit to give
emotional support and most importantly to communicate to the patients even though

they were not responsive (Dyer, 1995b; Gelling, 1998; Granberg-Axell et al, 2001).
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2.6 Summary and research implications of the Literature Review

The literature review has identified communication in nursing as being important for
transfer of information and emotional support to paticnts and family in the ICU. It has
also identificd various factors contributing to the impcdiments of poor communication
among nurscs and clients in the ICU. Thesc factors arc related to technology,
environment, clinical status of thc patient, socio-cultural groups, significant others,
hicrarchical status of staff and staffing, training and cxpericncc. Although many of the
refcrences cited were more than 25 ycars old, much of the discussion on the barriers to
communication remain pertinent to the current study. This includes the clinical status of
the patient where the unilateral communication resulted from the unconscious state of
thc patient Icad dissatisfaction to nurscs. As for thc conscious paticnts who are
intubated, their communication is restricted with the presence of tube and likewise arc
frustrated with communication if they were not given the options of communication

aids.

ICU nurses nced to be competent in their communication skills to reduce and prevent
the problems associated with poor communication. One of thc prominent features of
poor communication described by rescarchers is attributed to the psychological and
physiological factors. To amend the situation it has been proposed that a psychological
approach be incorporated in the teaching of communication in nursing education
programs (Albarran, 1991; Baker & Melby, 1996; Bowles, 2001; Chant, 2002; Crotty,
1985; Leathart, 1994; McCabe, 2004; Scullion, 1994). Among the methods described
by the literature are planned education in communication, use of research findings to
improve knowledge and communication techniques and on-going research to improve
communication. Russell (1999) suggested the use of feedback to nurses as a means of
informing them of ways to improve their eare and create awareness among nurses and
help improve nurses’ behaviour, particularly communication. A recommendation
(Bowles, 2001) to implement short training on communication using the solution-
focused communication training i> worth considering if the organisation is convinced of

its worth.

Another area of concern which has had little consideration relates to the communication
that occurs between the family members of the patient and nurses. In critical moments
when the patient is unable to communicate freely with the nursing staff, the presence

and attention given by the fainily members has been demonstrated to ease the anxiety
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and fear of the patient (Scullion, 1994). Despite thi- little research attention has focused

on the communication needs ot the family and significant others in an ICU settir.g.

Finally, it has also been noted in the literature review that socio-cultural differences
could hinder effective communication, particularly among different ethnic groups that
do not posscss a similar language or culture, This may become a major problem in the
current globalization and migration of people from different cthnic backgrounds and
societies. The few studies which described thc language barriers have so far
concentrated on patients and staff from the Anglo-Europecan expericnce, but not in the
Asian community. The literature on Asian studies so far has concentrated on one ethnic
group namely the community of the country where the study was conducted, either in
Hong Kong or Japan. This is particulariy important in the context of Malaysia where
three distinct socio-cultural and linguistic groups exist. Therefore there is a growing
need for awarcncss among nurses to be knowledgeable in multicultural nursing to

enable them to adequately deliver care to patients of different ethnic groups.

The literature review has described communication in nursing as being important for
transfer of information and emotional support to patients and families in the ICU. it also
identified various factors contributing to the impediments of poor communication
among nurses and clients in the ICU. This study will focus on identifying the mentioned
barriers in a Malaysian setting and seek to address these barriers if they are amenabie to

change through the development of an education program.

2.7 Conceptual Framework

The conceptual framework described below is in two parts. Part 1 (Fig 2.1) represents
the exploratory part of the study which attempts to verify and prioritize barriers and
consequences of communication between nurses with relatives and patients. Part 2
(Fig.2.2) shows the educational intervention based upon the findings derived from Part
1.

Figure 2.1 shows the relationship of the potential barriers to communication between
nurses and client (patients and relatives). These potential barriers may contribute to
consequences of poor communication and have effects on both nurses and clients. It is
important to note that removing or reducing the barriers will also remove or reduce the

negative consequences of poor communication, thus the bidirectional arrows between

37






Potential Barriers

Staffing levels

Technology

Clinical swatus of the patient

Nurse communication
with the patients

Sociocultural groups and linguistic factors

Nurse communication
with relatives

Clinical nursing experience

Staff training

Hierarchical status of staff

Outcomes

Reluctance to communicate (\Nurses,
patienis)

Sub-optimal clinical ocutcomes
(patients)

Client dissatisfaction ( patients,
relatives)

Ineffective communication ( nurses)
Anxiety and stress (patients , relatiy 2s}
Misunderstanding ( relatives}

Reduced compliance (patients)

Figure 2.1. Conceptual Framework. Potential barmiers and consequences of impaired communication in an ICU

19




Barriers Prioritised from Phase One

Phase Two

Phase Three

Clinical status of the
patient

Staff workload

Developt. .2nt of a nurse
education program derived
from the findings in

Phase |

Staffing levels and
experience

Hierarchical status of staff
and relatives

Staff shortages

Implementation and
evaluation of the education
program aimed at improving

the quality of nurse patient
communication

Figure 2.2. Conceptual Framework. Education improves nurse-client communication.
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Expected Outcomes.
Improved satisfaction for
the families

Improved clinical
outcomes and sauisfaction
for the patient

Improved communication
skills cn the part of the
participaling nurses




The hiterature review identified a number of communication barriers. Those bamers that

directly relate to the conceptual framework are discussed below.

Staffing levels

Staffing and financial re¢source has a crucial role in determining the management and
operation of an ICU. This includes the staff profile and numbers. The nurses’
experience which includes cducation, work preparation and personal background
implics the right combination of traits required to function in a swressful arca like the
ICU. Mature staff with specialised ICU preparation have more cxperience in caring for
ICU paticnts and therefore may demonstratc more cmpathy in dealing with the critically
tll patients taking into account a balanced approach tu technology, physiological and

psychological demands (Bergbom-Engberg & Haljamac, 1988).

Technology

Over-focusing on the technological aspect of care can also impact on nursing
particularly in the ICU. Technology relates to the invasive and non-invasive monitoring
devices attached to the patient to monitor the patient’s well being (Albarran, 1991).
Such monitoring equipment includes cannulas and computerised monitors. Life support
devices include intubation, ventilation, rcnal rcplacement therapy and drug lines.
Albarran (1991) wrote that these devices limit the ability of patient to cuinmunicate
with the nurse and the nurse to the patient, particularly the inexperienced nursc.
Technology can also present an overwhelming experience for the relatives when they
become more concerned with the mechanism of the teciinology rather than the patients’

needs, thus presenting a further barrier to communication.

Environment

Environmental factors have been considercd as having a direct effeet on the
psychological status of the patient (Dyer, 1995a). The environmental aspect
encompasses noise, lighting and restraint. Noises can be from the technological
appliances in use, telephoncs or the conversations of staff. Bright lighting is essential in
assessing the patients’ physical well being but constant bright lights do not depict a
diurnal pattern. Restraints may be in the form of invasive lines and inability to position
the patient in the most comfortable position. These factor. nave been widely reported

as barriers to communication in the ICU, and they also have a significant impact on the
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clinical status of the patient(Albarran, 1991; Ashworth, 1980; Borsig & Steinacker,
1982; Stanton, 1991).

Clinical status of the patient

The clinical status of the patient includes the physiological disturbances leading to the
ICU admission, the stress experienced, the coping mechanisms, pain, sight and hearing
impairment, wounds, surgical interventions, medications and limited mobility
(Ashworth, 1980; Fisher & Moxham, 1984). All these elements interfere with the
normal communication process and possibly crcate sub-optimal clinical outecomes.
Depending on the level of consciousness of patients the approach to rommunication by

nurses and relatives may be substantially different.

Socio-cultural groups and linguistic factors

Another factor possibly influencing communication is the socio-cuitural background of
paticnts and relatives and linguistic factors. Socio-cultural aspects arc associated with
age, gender, language, family/significant others, nonverbal and verbal communication.
Linguistic factors rclate to the various languages of the different cthnic groups present
in Malaysia. Prcvious studi—s conducted by Anthonypillai (1993 and Danilowicx and
Gabriel (1971) have demonstrated that cultural barriers may create a communication
disadvantage to patients through language difficulties. In addition, the role of family
membersssignificant others, who in some soeio-cultural beliefs play a particularly
strong role in enhancing or as a barrier to communication between nurses and patients

{Hafstcindottir, 1996).

Other factors that may contribute to the poor communication skills of nurses may be
their different cultural and ethnic background, personal differences and perceptions and
the lack of confidence to communicate. The latter may be due to lack of knowledge or
minimal cxposure on the subject of communication in the nursing curriculum (Albarran,
1991; Ashworth, 1984; Scullion, 1994). Male gender dominance is prevalent in
Malaysia and decisions pertaining to informed consent and treatment modality are
usually discussed by the male relatives and medical officer (Sahan, 2002). Nurses’ role
have been to assist in arranging an appointment for the discussion. Nurses were
predominantly female and this subservient role exists from their family education where
the importance of age, gender and position hierarchy was inculcated in their upbringing
(Culture of Malaysia, 2007).
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Significant others

An area which has oeen given little attention is the role of significant others or relatives
in communication with nurses and patients. Family members in Malaysia play a crucial
role i the transfer of information, support, conveying feelings like reassurance and
comfort and emotion to patients and the ICU staff. When patients are unable to
communicate freely, the attention and communication of nurses to the significant others
help alleviate the fear and anxiety felt by the significant others. This in turn will be
transferred to the patient when the significant others communicate with them.
Significant others or relatives must be available and willing to take this role of assisting

with the communication.

Hierarchical status of staff

In the healthcare system, the different professional standing of staff can create a
disparity of power gaps in communication (Chant et al, 2002). Nurses and doctors
involved may possibly have a communication breakdown, particularly in information
delivery involving patients and family. This further expands the communication gap of
nurses and doetors resulting in poor communication. Nurses feel inferior to doctors in
the hierarchical status and therefore tend to exercise their power on the patients
(Hewison, 1995). However in a study conducted by Sawatzky (1999) role difficulties
attributed to hierarchical status was not significant as a cause for poor communication.
This lends support to the suggestion that disparity between the different professional
levels is affected by situational conditions. It is likely that in I[CU where stress levels are
high, status difference makes an impact (Chant et al, 2002). It was proposed by Yam
and Rossiter (2000) that in order for more effective communication skills among the
different hierarchical staff levels, a more egalitarian approach and cooperative

relationship be cultivated.

The hierarchical status of doctors in Malaysia remains very high and in a public
hospital, nurses are expected to unquestioningly obey senior ductors® orders. In the
ICU, doctors attending to the patients are senior medical officers and junior nurses who

ofter. are inexperienced avoided any confrontation with these doctors (Sahan, 2002).

Nurses expericnce
The clinical nursing experience of nurses may contribute to the success of

communication. Lack of clinical nursing experience has been cited as a barrier to nurse-

43



client communication (Bergbom-Engberg & Haljamae, 1993). Nurses with less than
five years experience may have minimal communication with patients, the main
contributing factor being the heavy workload and anxiety experienczd v these nurses.
Hagtland (1995) also cited lack of clinical experience as a contributing .actor to poor
communication, as nurses’ priority was rclated to physiological rather than
psychological care. The inexperienced nurses’ concern is more on the technical aspects
of care rather than on the psychological aspects of care. In situations where advanced
technology application is enforced, as in the ICUJ, the technological complexities faced
by the inexperienced nurses may forced them to disregard the patient (Mann, 1992). On
the other hand, experienced nurses with more than five years experience were able to
demonstrate appropriate communication activity with the patients based on their
assessment of the physiological and psychological needs of the patients (Bergbom-
Engberg & Haljamae, 1993). Familiarity with the physiological and psychological
needs of the patients enabled these experienced nurses to balance their care .n both
domains. However, there may be other factors that could result in poor communication
among the inexpenienced and the experienced nurscs, and this could be related to the

nurse’s own communication skilis and know'~dge on comumunication.

Training and education

The provision of adequate and qualified staff is necessary to facilitate communication
and interaction with patients. Where recruitment cannot meet the desired demand for
staff, then nurses without adequate preparation or training are recruited to work in the
ICU. When ICU nurses lack the preparation to work in such settings, they face
difficulties in coping with the technology in use, and are not able .o identify the unique
problems related to ICU nursing including the nurse patient relationship (Borsig &
Steinacker, 1982). When this occurs, inexperienced nurses become distracted by the
technological and physiological demands of the patient in preference to psychological
needs, as survival of patients takes first priority (Hagland, :995) as mentioned in the

technology section earlier.

Communication and establishing good interpersonal relationship between nurses and
clients should be an ongoing process and nursing management should realize the
significance of continuous education to staff. Efforts to evaluate the effectiveness of
nurse client interaction should be enforced on a periodic schedule and followed up by

implementing viable suggestions to benefit all consumers. Inexpericnced nurses should
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be mentored by senior nurses and encouraged to communicate. Nurse managers should
initiate reinforccments of communication among staff and support this activity by being

a role model.

All the above mentioncd barriers may contribute to the consequences listed in Figure
2.1 (page 37). These consequcnces may have a major effect on patients and clinical
outcomes as well as their level of satisfaction. Among the consequences identified are
sub-optimal clinical outcomes, client dissatisfaction, reluctance to communicate which
affects nurses and patients, anxiety and stress (patients, relatives), misunderstanding and

poor paticnt compliance.

It is proposed by Hagland (1995) and Elliott and Wright (1999) that by managing the
recognized barriers of communication through cducation, interpersonal interaction will
bec cnhanced which in turn will improve patient outcomes and satisfaction.
Hafsteindottir (1996) suggested that nurses should be taught thc differcnt ways of
communicating in a therapeutic manner and to value attributes of good communication.
Brereton (1995) proposed that nursing education has a vital role in steering nurses to be
competent communicators, through various teaching strategies such as video tapes,
reflective thinking, role modeling and facilitation of communication through theory-
practice relationship. The enhancemnent of communication skills at all levels of nurse
education, particularly at the post-registration level should be a continuous process

(Albarran, 1991).

The second part of the conceptual framework, shown in Figure 2.2 (page 38) identifies
the barriers to communicatiosn according to the priorities identified from the first part of
the study. Those communication barriers that are of top priority and amenable to change
by nursing edueation will be developed into training packages. The training packages
will be prepared taking into consideration thc adult aspects of learning such as self-
directed leaming (Sparling, 2001) and emphasizing an interactive and reflective
approach. Adult learmning principles emphasize the ability of the teacher to facilitate and
enhance leaming in adults through leamner-centered education (Knowles, 1998). Among
the principles practiced include problem solving, actively cncouraging participant
involvement to improve leaming retention and building on the participant’s previous
experiences. The reflective approach, which incorporates evidence-based practice, will

further enhance the nurses’ knowledge on communication from research findings. This
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will assist the nurses to decide the best approach to communication that suits the needs
of their community. Nurse Managers play a pivotal rolc in demonstrating good
communication practices and should include a junior nurse whenever they communicate

to a relative or patient.

As the nurses in the ICU would have some knowledge on communication from their
pre-registration programs, the education program will be designed to assist nurses in
their ability to build on thcir pervious experiences and willingness to communicate.
This will encourage them to participate actively in the teaching session for better

knowlcdge retention.

One of the expected outcomes of this study is that patients will have improved clinical
outcomes and satisfaction. The significant others are expected to report improved
communication and be more satisfied with the level of communication. As for the
participating nurscs, it is cxpected that improved cominunication skills observed in their

daily work.

Having acknowlcdged thc various factors affccting nurse patient communication in the
Malaystan setting, it can be surmised that this study may be able to contribute to
improving c -mmunication between nurses and clients in Malaysia through thc

cducational module discussed above.

By conveying the findings of the study to all Malaysian nurses and particularly to those
attending the cducation modules, it ts expected that there will be better understanding of
the importance of communication. They will be ablc to better appreciate the findings of
the study as it demonstrates the lived experience recorded within their own
surroundings. The use of rescarch findings can enhance nurses’ utilization of knowledge
in their clinical practice (Bucknall, 2001). When [CU nurses initiate change according
to evidence provided by research findings, and are supported to carry out those changes
by their organization, it has been shown to havc positive outcomes in the ICU
(Thomson, 2000).
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ICU Hospital A

Being the referral centre hospital for the country, Hospital A caters for a wide variety of
specialty care. It has a bed capacity of 2,500 beds and is the largest in the country. The
general {CU where the study was conducted is located on the third floor of the south
block of the hospital. It used to be a ward and was upgraded to accommodate an 18 bed
gencral ICU. The previous general ICU was only an eight bed unit. The unit is
rectangular in shape and onc side of the unit is divided into cubicles with four beds in
cach cubicle. The isolation room is located at the far end of the unit. On the other side
of the unit is wherc the pantry, nurses’ station, nurse unit manager’s room, anaesthetist
call room, preparation riom and storcroom arc located. Scc the diagram layout in
Appendix 1. The hospital has other specialty ICUs for renal, ncurology and paediatric

paticnts.

The general ICU has two Nurse Unit Managers and is staffed by 71 registered nurses.
There is no visitors™ room for the family members. They wait along the corridor outside
the ICU where a tew sofas are placed. The entrance door to the unit is not locked but
there 13 a security guard on duty. Officially there are two visiting times to the unit like
any other units in the public hospitals but herc family members ecan come in to visit
anytime provided therc is no nursing procedure or doctors attending to the patient. They

can only come in for short visits in between the visiting hours.

The averrge admission for three months prior to the study from the months of
September 2003 to November 2003 was 85 patients. This was the total number of
admission for the three months. The breakdown of male patients to female patients is 51
(60%) and 34 (40%). The breakdown accerding to ethnic groups was Malay patients 43
(50%), Chinese 17 (20%), Indians 18 (21%) and others seven (8%).

ICU Hospital B

This is a state hospital for Selangor. The bed capacity for this hospital is 830 beds and
the specialty care includes medical, surgical, paediatric, obstetric and gynaccology, and
orthopaedic. There is only a general ICU and it is a combined unit with coronary care.
This unit is located on the fourth floor of the main hospital block. Other state hospitals

have a similar set-up of combining both the ICU and coronary care unit together.
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The ICU for Hospital B is an open space and the patient’s bed is aligned to one side of
the unit while the nurses’ changing room, doctor’s room and the unit manager’s room is
on the other side of the unit. The general ICU is a six bed unit while the coronary care
unit is four beds. The staffs are shared across the two units. There is a nurse unit

manager and s.ai” ~f 41 registered nurses.

There is an adjoining visitor’s room to the unit with only a few sofas placed in the
room. The entrance door is locked and a security guard is placed on watch. The guard
will only allow two visitors at any time to a patient and only during visiting hours. All
visitors have to put on a plastic apron when visiting. The layout of the unit is in

Appendix 2.

The average admission accepted to this hospital for three months prior to the study from
September 2003 to November 2003 was 31 patients. There were 19 (60%) males
admitted and 12 (40%) females. The breakdown of cthnic groups was Malays at 16
(52%), Chinese five (16 %), Indians six (16%) and others five (16%). Both ICUs in the
study accepted major medical and surgical cases as well as cases from other clinical
specialities. The Malay patients are the majority admitted to the public hospitals as the

Chinese preferred to go to the private hospitals. The Indians are a minority group.

The Table 3.1 shows the relative sizes of the hospital and the abbreviations used when

referring to the hospitais in the study.
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Table 3.1
Summary of the two hospitals and identity used in the study.

Hospital Kuala L.umpur Hospital Klang
Referred to as Hospital A Hospital B
Bed capacity 2500 830
ICU capacity 18 beds 6 beds
Admission (ICU) 85 3
Mates 51{60%) 19 (60%)
Females 34 (40%) 12 (40%)
Malays 43 (50%) 16 (52%)
Chinese 17 (20%) 5(16%)
Indians 18 (21%) 5(16%)
Others 7 (8%) 5(16%)

3.2 The period of data collection

The period of data collcction for Phase One began from the time the questionnaire was
distributed until the completion of interviews with staff, patients and familics. Phase
One started on 17 December 2003 and ran until 16 February 2004, a period of two

months.

The period of data collection for Phase Two and Three was from 8 June 2004 till 16
July 2004, a period of five weeks.

3.3 Research design

This was a descriptive interventional study on the multi-dimensional barriers to nurse
client communication in two ICUs in Malaysia. The study incorporates qualitative and
quantitative rescarch methodologies. This method has been proposed by nurse
researchers (Begley, 1996; Nieswiadomy, 1993; Polit & Hungler, 1995) to justify the
use of quantitative and qualitative data to simultancously integrate the two approaches.
A combination of these two methods have been regarded as superior in the quest for
explanation accuracy and confirmation of findings, gathering in-depth information for
completeness in the participants studied (Begley, 1996). Among the advantages include

overcoming the bias of single method theory studies; increased confidence in the results

50



gaining deceper insights into complex social issues; completeness of data in terms of
breadth, depth, richness, wholeness, and allowing divergent results to enrich the

cxplanation (Begley, 1996).

The use of quantitative methods in the study helped the rescarcher to gather information
in a systematic manner. This is demonstrated with the usc of sound level monitor to
gauge the noise level at different times. Questionnaires used to gather information from
the nurses formed the bascline for corroborating information gained from observation

and interviews.

The qualitative methods employed are interviews to the three participant groups as well
as participant obscrvation of nurses. This enriches the information and gives a factual
account of thc situation. When combined the two information enriches the explanation

of the findings (Begley,1996).

A single method employed will not be useful in giving an accurate account of the

communication activities studied.

This study was conducted in threc phases. Phase One aimed to identify the barriers to
communication. The data were collected from the participants who were paticnts,
family members and nurscs. These barriers were then prioritised and those barriers that
are amenable to change used to inform the contents of an education program for Phase

Two.

In Phase Two, the preparation of the education program for ICU nurses used an
androgogical approach (Sparling, 2001) with an emphasis on interactive and reflective
learning methods. Nurses who participated in Phase One of the study were invited to

attend this education program.

In Phase Three, the evaluation phase, nurses were observed and noted for any change in
behaviour of their communication activities to patients and families. They were then
interviewed and finally asked to answer a questionnaire to seek their views and

experiences on communication after their attendance at the education program.
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The questionnairc was distributed to the nurses with the help of the nurse unit
managers. There were cighty threc nurses who participated and answered the

questionnaire from the two hospitals.

Phase 3 questionnaire
The questionnaire for Phase Three (Appendix 6} was distributed by the nurse unit

manager to 27 nurses from the two hospitals who attended the education session in
Phase Two. This questionnairc had two parts: A and B. Part A again profiled the nurses’
demographic data such as age, cthnic group and cxperience in the ICU. Part B had 15

closed ended questions sceking information on communication practices.

There were different set of questionnaires for Phase One and Phase Three as in Phase
One, the rescarcher wished to seck bascline information of the nurses’ communication
activitics and demographic profiling. As the nurses who participated in the study were
informed that they would be involved in Phase Two and Three of the study, the
profiling data was not included for Phasc two questionnaircs and the questions for
Phasc Two scck new information on communication activities after the education

program has been conducted.

Participant observation

The second method of data collection, the participant observation and observation of the
ICU milicu was choscn in order to give the researcher nicher, first-hand information
about the patterns of communication in the [CUs. Another reason for sclecting this
mcthod was the ability to directly observe the interactions between the nurses and
paticnts and their associated body language. The use of participant observation together
with anothcr instrument, the in-depth interview, enhanced the study’s reliability by
providing a different perspective on communication practices. Data from participant
observation was used to challenge, contradict or supplement existing data (Oldfield,
2001).

There were two sets of participant observation. The first was conducted in Phase One
and the second in Phase Three of the study. The existing rapport between the nurses
and the researcher from previous association made the observation easily manageable
and the researcher was ar -cpted as another colleague, thus limiting her intrusion into

the environment and nurse communication behaviour.

54



Phase 1- participant observation and ICU milieu
After gaining conscent and completing the first questionnaire, a total of 35 nurses were

obscrved in the two [CUs. All the nurses were observed for two hours during the duty
hours of morning, aficrnoon and night. During cach shift between two to three
observations took placc. The observation took place for four wecks between the two
hospitals. A greater number of observation periods were undertaken at Hospital A duc

to the larger participant and staff population.

The observation of nurses was on the care they provided to 35 paticnts on the unit at the
time of the study. The majority or 26 paticnts (74%) wcre unconscious, with five (14%)
conscious and four (11%) semi-conscious. There were more male than female patients
observed, concurring with the usual male population admitted. They were of mixed

cthnic group.

There was no discrimination of busy hours and non-busy hours in the unit during the
morning and afternoon shifl as activitics occurred all the time. Admission and transfer
of paticnts out of ICU occurred anytime whenever a bed was necded. Observation was
conducted at various times and during different shifts. This a.lowed the rescarcher to
observe the communication that took place during the different times of the day. The
most shifts observed were the morning shift followed by the afternoon shift. During
these two shifts, most communication between nurses and patients had previously been
observed to take place (Elliott & Wright, 1999). There was less comnwunication during

the night shift.

The participant obscrvation was used to enable the researcher close contact with the
nurse while the nursc performed her nursing duties and so allowed the observation of
the communication process. The researcher informed the nurses of the observation and
volunteered to assist the nurse to avoid being obtrusive and to have a concise view of
the activities of nurses and patients. The nurses declined assistance saying they have
been assigned another colleague to help them but allowed the researcher to be in close
proximity when a procedure was performe.’ This allowed the researcher to observe
without having to assist at the same timc which facilitated the process of note taking
during her observations. The nurses said they were quite accustomed to being observed

as there have been a few other people before this conducting a study in the ICU. At the
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time when the study was conducted the nurses were preparing to be evaluated by

personnel from the National Accreditation Board.

[CU paticrts were the medical responsibility of anaesthetists and they were reviewed by
differcnt medical specialists according to their condition.The main observation of the
nursc paticnt interaction focussed on verbal and nonverbal communication initiated by
the nurse or patient, the duration of the communication, the conten. and purpose,
whether it was related to procedures or social interaction. Each interaction was recorded
using a pre-designed fortnat (Appendix 7) designed by the rescarcher to record the
activitics rclated «o communication during the obscrvation period. Additional notes

were written to explain details observed that were not listed on the forms.

As well as observing the nurses, the ICU milicu was also observed. The observation
took note of the environmental barmiers that contributed to unpaired communication,
like noise levels duc to the traffic of staff and others, from people's conversation,
ringing telephones, hcavy machincs movements, cleancrs and from the alarms and air
conditioning. The lighting of the unit, particularly the placement of the lights was also
noted. A noise monitoring device was used to measure noise at intervals noted to be
most busy and during quiet times when there was less activity. The researcher observed
any other contributing factors that may present barriers to effcctive communication,
This included the medication used on the patients which could affect patient

perceptions, like sedation, analgesia or muscle relaxants,

The participant observation of nurses and the ICU milieu was conducted a week after
the staff questionnaire was collected. The participant observation for Phase One lasted

for five weeks.

Sound level meter

Part of the ICU milieu observation included measuring the sound level on the unit. A
noise level meter was used to monitor the noise level in the two units, The sound level
meter was designed to meet the measurement requirements for industrial safety offices
and sound quality control in various environments. The model used was IEC651, ANSI
SI.4. It can measure a range of noise levels from 35dB to 130dB at frequencies between
31.5 Hz and 8 KHz. It has two weightings: A and C. The A weighting is for general

noise sound level and C weighting is for measuring sound level. For purposes of
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measuremcnt of noise in the ICU the A wcighting was selected. An ¢lectric microphone
is attached to the unit. In order to avoid extrancous noisc recorded by the microphone, it
is placed away from direct wind. During the measurement of the noise level, it operated
on batterics. The device was calibrated before use. A slow setting was selected to
measure the average sound level. The readings were displayed on the LCD display

monitor.

Readings from the sound lcvel monitor was recorded when it showed a stable reading,
which is about one minute aftcr it was switched on and the reading remained constant.

The noise level was measured at different intervals in Phase One but sound level was
not measurcd in Phase Thrce as noisc was not rcported as a contributing factor
impacting on communication. Some nurscs from Hospital A reported the ICU as noisy,

but do not hinder communtcation.

Phase 3 participant observation and ICU milieu

The participant observation in this phase was conducted once the education program on
communication barriers had been delivered. 1iwre were 17 nurse participants for this
Phasc. The number was less than Phase One as the nurses were on different shifts and
by this time, the researcher could sometimes only observe one nurse on the days she
was at the hospital. They were nurses from Phase One who had consented to the study
and had attended the education program. The observation included their initiation of
communication with the patient, the length of communication, content and the
communication aid used. The variables observed were similar to those in Phase One
observation (Appendix 7). Additional information was recorded on the back page of the
form. The duration of observation was two hours and conducted only in the moming

and afternoon shif,

The ICU milieu was again observed for its effect on staff communication but the noise
level was not mcasured as noise which possibly impacted on communication was
generated from sources such as the air-conditioning plant. As this was not able to be
modified prior to Phase Three further noise monitoring would not add to assessing the

impact of the intervention.

The nurses were given a few days after the education program before the researcher

commenced the observation phase. The change over of duty roster posed a challenge to
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the researcher as the next week the nurses were scattered in their duty where some were
on night duty and others off duty or on leave. Therefore at each observation there might

be only two nurses who participated in the educational program that could bc observed.

3.5 Interviews

The third approach was in-depth scmi-structured interview of patients (Appendix 8) and
relatives (Appendix 9) and nurses in focus greups {Appendix 10} in Phase One. The
purpose ¢f inturviews is to elicit information frum the participants to enrich the data
coltected from the other methods uszd (Bogdan, 1982). In all three groups the
res~archer employed the common practice of starting with a broad question and then
progressing to more specific issues (Marrow, 1996). This was to put participants at ease,
especially the patients and relativcs lest they felt threatened with ihe procedure . s the
re ;earcher was not known to them. The intervicws assisted the researcher to idenufy the
feelings of the three groups of participants and allowed the researcher to compare and

contrast the data elicited. Th's enriched the findings and interpretation of th- data.

Questions for the ir-depth interviews of nurses were different in Phase One and Phase
Three, as the objective of the interviews were different. In Phase One, the objective was
to elicit information on the nurses’ feeling of communication and their views of
communication. In Phase Three, these nurses were aware that they were observed on
their communication practices after the educeation program and the interviews were
meant to solicit their communication practices after the cducation program. The
numbers were different from Phase one, again due to their duties where they were on

days ofT after night duty or were on night duty.

Patient’s in-depth interview (Phase One)

Patients were interviewed 12 hours after discharge from the ICU. This was to enable
them to have sufficient rest and for the anaesthetic agent and sedation to be wom ofT.
They were first informed of the aim of the study and asked to read an information sheet
(Appendix 11), following which a consent form was signed (Appendix 12). In cases
where the patient could not read and understand, the researcher read it out to the patient
and explained the contents. If the family members were around, the researcher engaged
them to assist in explaining the details of the information. Names were recorded but the

patients were assured that their information will be treated confidentially and cannot be
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linked to them by anyonc but the rescarcher. The interview was conducted at the

paticnt’s bedside. All interviews were recorded on a tape recorder.

Relatives in-depth interview (Phase One)

The relatives were approached while the patient was still in the ICU. They were
informed of the aim of the study and an information sheet was issued (Appendix 13). A
consent form (Appendix 14) was signed if they wished to participate in the study. The
interview was rccorded and taped and conducted outside the ICU away from

distractions.

Some family members were hesitant initially but after the rescarcher had explained

explicitly the objectives of the interview te them they freely consented for the interview.

Nurses’ focus group interview (Phase One & Three)

After the participant observation had been completed, the researcher conducted the
nurscs’ focus group interviews. The objective of thesc interviews was to solieit
information on nurses’ communication and their suggestions to overcome any
communication barriers cxpericnced. A focus group was deemed suitablie as nurses
were a group with common characteristics and the researcher could elicit thoughts,

perceptions and idea about a specific topic (Holloway, 1997).

Therc were two sets of focus group interviews for nurses. One occurred in Phasc One of

the study and the second took place in Phase Three.

For Phase Onc there were ecight focus groups of nurses interviewed. They were nurses
who had consented to the study but soc.ne may not have been observed in the
obscrvation phase. The reason some may not have been observed was due to logistics as
the rescarcher was observing someone clse or they may have been on their day off duty.
The number of nurses ranged from four « six nurses per group with a total of 40 nurses.
The majority of nurses interviewed were Malays. This was because Malay nurses
constituted the largest ethnic group in the two participating hospitals. Only two of the

nurscs were Indians and therc were no Chinese nurse participants,

The interviews lasted between 35 minutes to onc hour and were recorded on tape. The
focus group interview was conducted at both ICUs and it took two days to complete the

intervicw session in each hospital. in both hospitals the nurses requested the interview
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Data source : Nursing staff Hospital A & B
1y Method : survey questionnaire
Focus : staff profile
: communication knowledge, ICU environment.
n 83 nurses
2) Method : focus group interview
Focus : obstacles to communication
: suggestions for improvement to communication
n 8 groups {40 nurscs)

3) Method  : Participant observation
Focus : communication activitics.
: ICU milieu, noise and lighting
n 35 nurses

Figure 3.2. Phasc 1. Nursc data collection

Phase One - recruitment, data collection procedures from relatives

The inclusion criterion for family members cnrolled in the study was that they had
visited the paticnt in the ICU at least twice. An in-depth intervie'. was conducted on a
onc-to-onc dasis with the family member. They were told that should they wish to defer
or not participate, that was their choicc and would not affect the patient’s care. The

relatives were approached as they waited for the paticnts outside the unit.

The interview was conducted just outside the ICU, so that family members were ncar
the patient in casc they were nceded. For Hospital A, there was no room available for
the interview and it was conducted in a corner of the waiting area where there were no
distractions and the intervicw could not be vverheard by other people in the waiting
room. For Hospital B, the waiting room was small and not suitable for conducting the
interview. There was also no other room available, thercfore the interview was
conducted in the corridor near the KCU, but away from distraction, The interview for
family members was conducted over a threc week period. All the relatives who were

available during the time frame werc approached.

In Malaysia, family members who visit and stay within the ICU are usually female
family members. It was noted that there were more female visitors who stood vigil at

- unit of their loved ones. They stayed in the unit area even without very basic
amcnitics like a rest room or a wash room ncarby. Most Malaysian women are expected
to remain at home afler marriage and fulfil a largely domestic role which includes
caring for the sick. Even if a woman works, she is expected to look afler the family

member who is ill (Status Report,2001).
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For Hospital A, it was casier for them to access the unit as the entrance door was not
locked, except at night and the sccurity guard was not always at the guard post. For
Hospital B, there was no way for relatives to walk in as they liked because the door was
always locked, and the security guard was always around. There were also no windows
that they could scc through. They usually stayed in the corridors ncar the unit and did

not go home at all.

The aim of the intervicw was to solicit information on communication with nurses and
their experiences while visiting the patient in the ICU. They were asked to suggest ways
to overcomec communication barriers if identified. The Figure 3.3 shows the data

collection from family members.

Data source : Relatives
1} Method  : interview
Focus : solicit obstacles to communication, expertences in [CU;
support given and suggestions to address or overcome
obstacl:s.
n 23 relatives

Figure 3.3. Phasc 1. Data from rclatives

The interview was tape recorded. Most of the interviews were conducted in Malay as
the participants preferred the Malay language. There was a particinart who

communicated in English.

There were 26 rclatives approached from the two hospitals and of the 23 who accepted
16 (70%) wcre female and 7 (30%) were male. Out of the 23 relatives interviewed, 74%
or 17 of the relatives were Malays, 17% were Chinese and 9% were Indians. The
relationship of the relatives to the patients included two (7%) husbands, 13 (57%)
wives, four (17%) mothers, two (7%) fathers and two (7%) siblings. Their ages range
from 18 to 55 years old and thc paticnts had been admitted between one to threc days to
the ICU. The relative who spoke in English worked in the Department of Information
Technotogy, onc husband worked with the Ports Authority and another was retired. The
wives were all homemakers. The other relatives worked with the private sector or had

their own business,
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Phase One -recruitment and data collection from patients and selected patient
clinical history

The patients included in the study met the inclusion and exclusion criteria set by the
rescarcher. The inclusion criteria were: the patient must be above 18 ycars of age as
chey were ablc to give their own consent for interview; admitted to the ICU for more
than 24 hours so they could have had first-hand experience of an ICU; discharged from
the ICU more than 12 hours to cnablc them to be more orientated and their general
condition stable. They would he less influenced by medication such as sedation and

their ICU recollections were still likely to be fresh.

The cxelusion criteria included patients with severe cognitive dysfunction, psychosts,
aphasia and non-Malaysians. Non-Malaysians were exeluded as the rescarcher wanted
to identify any common barriers to communication among the thrce major cthnic groups

in Malaysia. The inclusion and exclusion critcria arc summarised in the Table 3.2.

Table 3.2
Inclusion and exclusion criteria of patients

Inclusion criteria

7Agc abovce |8 years
Admitted to [CU for more than 24 hours
Discharged from 1CU more than 12 hours

F.xclusion criteria

“Severe cognitive dysfunetions
Psychosis, aphasic

Non Malaysians

All patients discharged during the time period of the study (17 December 2003 - 16
February 2004} were included, subject to their condition and willingness to participate.
They may or may not have becn observed duning the observation period conducted on

nurses.

Patients were informed that should they want to discontinue with the interview they
would be able to do so without any obligation and this woula not compromise their care
(see also Ethical consideration). They were asked to verbally inform the researcher if
they wanted the interview terminated. The patients were observed for any signs of
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distress. Should this have occurred the rescarcher was prepared to refer them to a
professional counsellor and the interview was to be scheduied for a later date. There
were no patients who required any counselling or had their interview terminated for any

reasons.

The aim of the interview was to solicit information on the patient’s experience while in
ICU and to determine if they experienced any difficulty in communicating with the
nurses. They were also asked to suggest any improvements that could be implemented

to help improve communication. The data collected is summarised in Figure 3.4,

Data source : Patient 12 hours post dischare © n[CU
1) Method : in-depth interview
Focus : demographic clinical background

experience in [CU

communication obstacles

agree to the need for communication
suggestions to overcome obstacles

n: 21 patients

Figure 3.4. Phasc Onec. Patient data collection

The interview was conducted on the respective ward of each patient. The nurse manager
was approached to seck consent and the interview was conducied after the ward round
had been carried out. [t was conducted on a one-to-one basis and tape recorded. Each
interview lasted between 20 to 40 minutes. There were 19 patients who wished the
iiterview to be conducted in Malay, whilst two requested the interview to be conducted

in English.

The resecarcher approached ali the patients discharged within the time frame of data
collection that is from 26 January 2004 till 16 February 2004. Of the 31 patients who
met the critcria and were approached, 21 (68%) agreed to be interviewed. Two patients
were not interviewed as their medical condition remained weak and their speech was

inaudible.

The patients were a mixed group in terms of age and cthnic groups. Their ages varied
between 19 to 63 ycars. There were 13 males (62%) and cight (38%) females consistent
with the usual paticnt ratio. The ethnic components were 13 Malays (62%), four
Chinese (19%) and four (19%) Indians.
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The medical conditions of the patients were recorded from the case notes. The majority
of the patient participants, 15 paticnts (71%) from a total of 21, were from the surgical
disciplines. Their conditions included motor vehicle accidents, stab wound injury, knce
amputation and laparotomy. Medical conditions included myasthenia gravis, anacmia,

chronic obstructive airways discasc and asthma.

The rescarcher also solicited information on the patient's admission records for the last
three months prior to the study. The purpose of looking at the previous three months
admission record of the two participating {CUs was to obtain comparable data for
paticnts with the present study. Demographic profiles of the study sample wure found to

be broadly comparable with the normal ICU patient profile.

In Phase Two of thc study, the data obtained from Phase One wcere summarised and

prionitiscd to identify the barriers to communication.

3.7 Phase Two - Development of the Nursing Education Program

Phasc Two of the study used the key findings of communication barriers prioritized
from Phase Onc. The rescarcher identified barricrs to communication from the in-depth
intervicws of nurses, paticnts and rclatives and from the participant observation of
nurscs and ICU milieu. The prioritisation of the barriers was based on the number of
frequency with which each barrier was mentioned or observed and from the analysis
and interpretation of the qualitative and quantitative data collected during the period of
data collection. These barriers were then scrutinised to determine if they were
amenable to change within the scope of this study. Only thosc amenable to change were
incorporated into an education program designed for nurses participating in the study.
Barriers not amenable to change but in the top prnority list are addressed in

recommendations to the management for amelioration or future planning.

The education session incorporated a two hour didactic session and active participation
of nurses using casc management that was ward based (Faulkner, 1988). The teaching

session was conducted as an in-service education program.

Designing the teaching material
The teaching matenal was designed using an androgological (Endacott, 1992; Knowles,

1980) mode of learning. This included self directed learning and reflective learning
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with six nurses attending. The second group of nurses were from .he moming and
aftcrnoon shifi and 11 nurses attended. It was recorded as an on going educational
program for which they were required to attend at least twice a year to be inciuded in

their yearly appraisal.

The ICU of Hospital B arranged for the teaching session to be held on the 16 Jir e 2004.
Seven nurses attended this session. Four nurses were from the moming shift and the
remaining threc from the afternoon shifi. They signed an attendance sheet so that the
rescarcher was able to observe thein for the observation period and asked them to

answer the post-questionnaire.

Education program

The rescarcher informed the nurses of the findings of the study from Phase One during
the cducation program. They were then asked to give their views and comments on the
matter for discussion. They participated actively during the session and were asked to
reflect on their expericnces to sharc with their collcagucs. The rescarcher highlighted
ways that communication could be improved based on the barriers identified. She
managed to get good responses from the nurscs participating. The senior nurses were
actively participating coripared to junior nurses. It was this two-way communication
during the session that kept it alive and going for more than two hours. Who» nu-ses

werc given a chance to contribute their ideas, they became more responsive.

Questionnaire
The unit manage. assisted with the distribution and collection of questionnaires over a
one week period. Time was needed as some nurses were on leave, night duty and nights

off. The 24 questionnaires werc returmed fully answered giving a response rate of 100%.

3.9 Data Analysis

Quantitative data collected from questionnaires were analysed with simple statistics for
descriptive purposes. The qualitative data gathered from in-depth interview transcripts
were coded, explored and analysed into thematic analysis using NU*DIST, (Version
NS5, 2000) a computer software program designed for qualitative data analysis. The
comumation of qualitative and quantitative methods used enriched the analysis.
Individual and group experiences were enhanced by the context in which they were

focated.
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The interviews from nurses, patients and family members were analysed using an
approach described by (Colaizzi, 1978). This is summarised as below.
1. each informant’s interview is transcribed verbatim and read in order to improve
understanding and gain a feel of what is being said.
2. significant statements and phrases relating to the experience under investigation
ar¢ cxtracted from cach interview,
meanings arc formulated from cach significant statement.
4. significant statcments are organised into clusters of themes.

5. the themes are used to provide a description of the experience.

The obscrvation data of the nurses and ICU milieu obtained through nurse patient
intcractions and environmental monitoring were orgamsed into themes and coded. The

organisation into themes and coding helped structured the data.

3.10 Ethical consideration

Prior to commencing the data collection, the researcher gained approval from the Edith
Cowan University Ethics Committec and written approval from the Graduate School to
undcrtake the study. Upon reccipt of the formal approval (Appendix 17), the rcsearcher
wrotc seeking permission to conduct the study in the two hospitals from thc hospital’s
director, after providing information about the purpose of the request. When permission
was granted (Appendix 18), the researcher approached the hospital director to inform
him of the date for the study and was then referred to the respective area officer in
charge who is the nursing director. The nursing director directed the researcher to

approach the unit manager and liaised with her on the conduct of the study.

The unit manager was briefed on the purpose of the study and the process entailed. The
researcher was allowed access to the ICU and to display her identification tag whrnever

she was on the premises.

All participants were required to sign a consent form when they agreed to participate in
the study. They were informed that all data would be treated with confidentiality.

As the transcriber who was engaged by the rescarcher would have access to the
interview data for transcribing, she was asked to sign a declaration form of

confidentiality (Appendix 19} and would only discuss the data with the researcher.
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Security of all the data was ensured by maintaining data under lock and key with all
master lists linking the intervicwees’ identity with the tapes or transcripts kept separate.
This was locked in a cabinct accessible only to the rescarcher. All data will be kept for a

period of five years after publication of the thesis.

The right to privacy was upheld at all times and the interviews were condueted in
private. The right of participants to withdraw at any time was observed. All participants

in the study were assured of their confidentiality.

In at any time any of the participants (patients or relatives) indicated thcy were
distressed by the interview scssion, through facial expression or gestures, the session
would be terminated and cuunselling offercd. Should they stiil manifest distress, the
rescarcher would refer them to a pre-aranged professional counsellor. A later date
would be arranged to continue the interview, but if they indicated they no longer wanted
to be a participant, the researcher would respect their wish and would no longer include
them in the study. The researcher was fortunate that all the participants did not

demonstrate any of the abovementioned concerns.
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CHAPTER FOUR
Quantitative findings - Phase One

The quantitative and qualitative findings of this study are described in the following
three chapters. This chapter describes the quantitative findings of Phase One dernived
from the nurses’ questionnaire, participant observation and observation of ICU milieu.

All the findings were analysed manually and provide a descriptive review of the study.

The rescarcher compared admission records of patients two months prior to the data
collecting procedures and ascertained that a mission of patients in relation to medical
conditions, gender ~1d cthnicity were consistent with admission data collected for the
two months the study was conducted in the two participating hospitals. This information
delincates any biases regarding the patient population. The data presented in Table 4.1
shows the consistency of patient data of cach hospital for the months of October 2003 to
November 2003. Table 4.2 shows the admission data of patients during the study. The
admission of patients during the study period was comparable to the admissions

recorded two months before the study.

Table 4.1

Admission record of patients prior to the study
Primary Problem  Oct 2003 Nov 2003

Hosp A Hosp B Hosp A Hosp B
Medical 22(27%) 13 (39%) 28(33%) 8(28%)
Surgical 21(26%) 12(37%) 17(20%) 18 (62%)
Orthopaedic 10(12%) 5(15%) 10(12%) 0
Others 29{35%) 3(9%) 29(35%) 3(10%)
Total 82(100%) 33(100%) 84(100%)
29(100%)

Gender
Male 48(59%) 20(61%) 54(64%) 20(69%)
Female 34 (41%) 13(39%)  30(36%) 9(31%)
Ethnicity
Malays 43(53%) 17(52%) 44(52%) 16(55%)
Chinese 19(23%) 5(15%)  10(12%) 6(21%)
Indians 15(18%) 9(27%) 21(25%) 5(17%)
Others 5(6%) 2(6%) 9(11%) 27%)
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Table 4.2
Admission record of patients during the study

Primary Problem De. 2003 Jan 2004

Hosp A Hosp B Hosp A Hosp B
Medical 26(32%) 14 (40%) 28(33%) 7(23%)
Surgical 25(30%) 13(37%) 20{23%) 15 {50%)
Orthopaedic 12(16%) 1(20%) 13(15%) 5(17%)
Others 18(22%) 1(3%) 25(29%) 3 (10%)
Total 81(100%) 35(100%) 86(100%)

30(100%)

Gender -
Mate 53(65%) 25(71%) 57(66%) 18(60%)
Female 28 (35%) 1029%)  29(34%) 12(40%)
Ethaicity T
Malays 46(57%) 18(51%) 52(52%) 15(50%)
Chinese 20(25%) 10(29%)  10(12%) 6(21%)
Indians 11(14%) T(20%)  20(23%) 8(26%)
Others 4(5) 0 3 (4%) 1 (3%)

4.1 Nurses’ questionnaire

A total of 83 nurses from the two ICUs participated in the study. All were females as
there were no male nurses in any of the participating hospitals (Abdullah, 2004) . The
nurses completed a questionnaire (Appendix 5) on their personal and professional

profile (Part A), their communication practices, knowledge and working environment
(Parts B and C).

Nurses’ profile

Part A sought information on ethnic group, age and the nurses’ experiences. Malay
nurses comprised 80.5%, Chinese 10.5% and Indians 9% of the sample (see Table 4.2).
The Malays form the majority ethnic group in both the hospitals and in all the public
hospitals (Abdullah, 2004). A comparison of the ethnicity of the nurses participating in
this study to the total population of nurses in Malaysia is presented in Table 4.2. Nurses
from the ‘others’ category listed in Table 4.3 include the indigenous groups from the
East Malaysian states of Sabah and Sarawak. Very few of them work in the states of

Peninsular Malaysia where the study was conducted.
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Another question asked how nurses rated the conduciveness of ICU for communication
to occur between patients and relatives. Nurses w :re asked to designate a valuc of 1to 5
with valuc of | being very conducive and valuc of 5 not conducive and a value of 3
being unsure. There were 42 nurses (50%) who reported the ICU was conducive for
paticnts and family members to communicate while 18 (21%) reported it was not

conducive. Another 23 nut.cs (28%) choose 3. The following Figure 4.5 summarizes

this finding.
Conduciveness for communication with patients/relatives
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Figure 4.5. Conduciveness for communication with patient/relatives

As both the ICUs studied were general ICUs, a patient’s admission was rarely planned
and most of the time the staff had no time to mentally prepare the patients for their
admission to the ICU. Pre ICU visits prepare the patient physically and psychologically
on their ICU stay. A question was asked on the frequency of condueting a pre ICU visit
for the patients in the ward. There were 82 nurses (98%) who reported conducting pre
ICU visits although they vary ir their frequency from all the time to not very often and
one (2%) reported that she had never conducted such visits. The following Figure 4.6

shows the summary of the findir-s.

79



Pre-ICU wvisit

100 ¢ - - L s e e e
90
80
70
60
50

40 ,
30 (@ Pre-IC U vistt

Percentage

20
10

0 r l ...

i

Alithe time Mostofthe Sometimes  Not very Never
time often

Figure 4.6. Pre-ICU visit

The nurses werc asked if they believe unconscious paticnts were aware of their
cnvironment. Again they were asked to designate a valuc to show their preference.
There were altogether 42 nurses (51%) who choose the valucs of 1 and 2 who believed
paticnts were aware of their surroundings and nine nurses (11%) did not believe patients

were aware of their surroundings. Another 32 wurses (57%) were unsure.

They were asked to rank thc importance of communicating with unconscious/sedated
patients using the same scale value of 1( strongly believe/ very confident) to 5 (strongly
disbelieve/ not confident). The following results ere obtained. Therc were 56 nurses
(67%) who belicved it was impostant to communicate with unconscious /sedated
patients and eight (10%) believed otherwise. Nineteen nurses (23%) were unsure. These
two questions showed there were more nurses who believed in the importance of
communicating to unconscious patients although only 42 nurses (51%) believed
unconscious patients were aware of their environment. The findings arc summarized in

Figure 4.7

80






The final question sought clarification on nurses’ perceptions of the adequacy of their
communication knowledge for their daily encounters. Thirty nine nurses (47%) reported
it was adequate while ten nurses (12%) reported not adequate. Thirty four nurses (41%)
sclected the middle value which demonstrated uncertainty about communication

knowledge. Figure 4.9 summarizes the findings.

Adequacy of communication knowledge for nurses
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Figure 4.9. Adequacy of communication knowledge for nurses

4.2 Observation of nurses and ICU milieu.

Direct clinical observation of nurses’ communication practices was conducted on 35
nurses including 21 nurses (60%) from Hospital A. Each observation lasted two hours
and was conducted across all three shifts. The majority 2f obscrvation periods occurred
during the day as morc nursing activitics and communication were thought to take place
at this time (McCabe, 2004). Data on noise measurement and nurse initiated patient
interaction is described in this chapier. The qualitative interpretation of the clinical

observations is described in the next chapter (Chapter Five).

Noise

Noise war measured on different shifts and during different activities. For Hospital A,
noisc measurcment was carmried out 13 times during the study period and 11 times for
Hospital B. The noisc measured ranged between 64 decibels (dB) during the night and
101.1 dB during the day in the ICU. The researcher made a distinction between the two

ICUs as Hospital A was busier and bigger than the other Hospital B. For Hospital A
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ICU, the highest noisc measured was between the times of 071 5hours to 1230hours with
a range of 95.4 decibels to 101.1 decibels. Hospital B ICU recorded between 78
decibels to 99.4 decibels between these same time ranges. At 0930 hours the doctors
usualty did their rounds and nurscs perform activities like changing ventilator tubes and
other nursing procedures while the hours of 1230 to 1400 were visiting hours. In the
carly hours of the morning from 0100hours to 0700hours the range is 80 decibels to 90
decibels for Hospital A ICU and 64 decibels to 67.4 decibels for Hospital B ICU. The
noisc mcasurcd for monitoring machines like the ventilators and hcmodynamic
monit~rs was between 50-50 decibels. The noisc (2vel meter was placed 50 centimetres
from the device mcasured. This noise was constant unless one of the alarms triggered

which changed the reading to be about 90-100 dcecibels.

Hospital A ICU had more staff between 0700hours to 1700 hours. This included nurses,
post basic students, doctors, support staffs and clcaners. Besides the shift duty nurses,
the:  were nurses on divided duty work from 0800hours till 1630hours. Nurses and staff
on this unit were observed to speak loud where there were conversations between
nurscs from one cubicle to another. Table 4.6 indicated the ranges of noise levels in the

two ICUs at different times.

Table 4.6

Measurement of noise levels

Hours ICU A decibels ICU B decibels
010C 95 64

0200 80 64
0600 90 67.4
0715 954 80.3
0930 98.4 85

1100 85 78

1230 101.5 99.4
1430 98 80

1845 98 80
Average 93.47 77.56
Range 80-1015 64 -994
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The permissible noise level for industries stipulated by the Malaysian Factories and
Machincrics Act 1967 is 85 dB for a continuous period of eight hours. There is no
ruling currently on the permissible noisc level for hospitals as informed by the National
Health and Safety Dcpartment (Abdullah, 2005}, Intemational standards stipulate
permissible levels of noise for hospitals should be no greater than 40 dB (Stephens,

1995).

Nurses initiation of communication

The clinical obscrvations also noted thc opportunities for nurses to initiate
communication with the patient and also if the patient initiated any communication with
the nurse. Over the two hours observation periods, the researcher took note of the
number of times the nurses attended to the patient and the frequency with which

communication was initiated.

Out of the 35 two - liour observations, the rescarcher noted the following activities as

listed in Table 4.7.

Table 4.7

Duration of nurse s activities during care
Activity Duration of each Total activities

activity

Observations - check central lines, urinary bags 30 seconds 4
Observations read from monitors 30 seconds 30
Change empty syringe pump 45 seconds 1
Administer intravenous drug 1 minute l
Attend to patients - restless, alarms, check patients 1 minute 11
Attending to doctor's rounds 2 minutes l
Changing patient’s diapers 4 minutes 1
Wound dressings 5 minutes 2
‘Tracheal suctioning 7 minutes 2
Assist doctor with centrai line 10 minutes 1
Spenging of patient 20 minutes 1
Total activities recorded / 51 minutes and 45 55
(Total hours observation-70 hours) seconds
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There were {2 occasions where the nursc did not attend to the patients at all during the
two- hours observations. The hourly observations were carried out by reading off the
monitoring devices and then recorded on the observation sheet. On onc occasion, a
nurse changed an empty medication syringe pump and this was donc without checking
or informing the patient who was conscious. There was no ini.iation by the patient to

communicate to the nurse or from nursc to patient.

On average, nurses attended 1.6 times to the patient during the two hours observation.
Nurse initiated communication occurred 16 times over the 70 hours of obscrvation. This
included informing the patient of an impending proccedure and brictly explaining the
procedurc and to pacify patients who moved when a procedure was performed. Six
nurscs just approached the bed, gave a look around the patient, checked the intravenous
line and moved away witkout any acknowledgement to the patients who were
unconscious. Only with conscious patients were nurses observed tc address the patient,
cither calling his/her name or just say she was checking out their status. All the six
conscious patients obscrved opened their eyes for short periods only and most times

closed their eyes.

Summary of the quantitative findings
This Chapter described the findings from the nurses’ questionnaire and participant

observation of nurses and ICU milieu by the researcher.

The questionnaires elicited information on the nurses’ personal and professional profile.
The majority of nurses participating in the study were Malay. Nurses below 30 years

old comprised 60% of the participants.

Comparison of the results pertaining to communication of nurses showed that eveu
though 56 nurses (67%) believed it was important to communicate to patients, only 47
nurses (57%) reported they were confident communicating to patients. On the other
hand, 55 nurses (66%) reported confidence communicating to relatives. Yct only 39

nurses (47%) considered that they had adequate knowledge on communication.

Noise which was identified as a possible barrier to communication was measured at
different times and the readings showed it was double the international standard for

hospitais.
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Observation of nurses’ communication activities showed nurse-initiatcd communication
occurred 16 times during the 35 two-hour observations and there was no initiation of
communication by the conscious patients during those times. Furthermore, on average
the nurse attended to the paticnt once or twice duning the two hours. These encounters
may or may not have been accom—anied with communication. A detailed outline of the
qualitative findings for the observation of nurses and the interview session is described

in the following Chapter.
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CHAPTER FIVE
Qualitative findings- Phase One

This chapter describes the qualitative findings from Phase One of the study. The
findings will be presented in two parts. A desciiption of the Phasc One obscrvation of
the nurses and the ICU milicu, and the in-depth interviews with the patients, rclatives
and nurscs’ focus group. Exact quotations from the participants have been extracted
wherever relevant. Each guotation is extracted verbatim and labelled. The patients have
a number assigned to the quote, for examplc Pat#l means patient number 1. Similarly
relatives are assigned a number, for cxample Rel#3 for relative number 3. The patients
and reiatives were from both the participating ICUs. All the participants consented to
the interviews.

The following shows the legend for citation of the quotes:

Pat# - patient ( Pat#1 - Pat#21)

Rel# - relatives/family members (Rel#1 - Rel#23)

The nurses observed during the participant obscrvation were coded and assigned a
number and letter of the alphabet. The letter designated the ICU of the hospital they
were from with ‘A’ being Hospital A and likewisc with ‘B’ for Hospita! B. They will be
identified as

Nurse#A — nurse from ICU Hospitat A (Nurse#1A- Nurse#21A)

Nurse#B- nurse from ICU Hospital B (Nurse#1B -Nurse#14B)

Therc were eight focus groups of nurses interviewed and they were numbered as a
group and assigned an alphabet of ‘A’ or ‘B’ to designate the ICU of the hospital where
they worked. There were five (5) groups from Hospital A and three (3) groups from
Hospital B.

Nurses who consented to participate in the study was designated a number based on a
names list which was then kept separate to ensure confidentialitv. The list was used

only as a guide to later follow up thesc nurses in Phase 3 of the study.

As reported in Chapter 1V, there were 35 nurses observed in the study. There were also
21 patients, 23 family members and eight nurse focus groups attended by a total of 40

nurses who participated in the group interviews. Qualitative data compiled from the
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obscrvation of nurses and ICU milicu and transcripts from the interviews werc
cxplored, coded and analysed using the NUD*IST (QSR ) computer softwarc program

designad for qualitative data analysis.

5.1 Phase one nurses’ observation and observation of ICU milieu

In Chapter Four, the researcher has described the findings related to aurses’ initiation of
communication to paticnts and the nursing activitics that occurred. The quantitative
aspect of noise mcasurcment was also described. This chapter further descrnibed the
obscrvation of nurses and the ICU milicu, which will again focus on the communication
activities between nurses and patients, and the barriers to communication that impede

communication.

Each obscrvation lasted two hours and the rescarcher used an observation schedule to
record all observed activities (sce Appendix 6). During the two-hour blocks of
observation, the researcher was able to closcly observe nurses whenever they attended

to their paticnt.

The majority of nurses observed were 32 Malays (n=32, 91%). There werc two Indian
nurscs (6%) and one Chinese nurse (3%). The observation was conducted on all shifts
with the majority in the moming and evcning shifls. The patients observed were from a
range of ethnic groups and the majonty were males (n= 26, 74%). Almost threc
quarters of patients, 26 (74%) were unconscious, with six (17%) conscious and three
(8%) were semi conscious. Some patients were observed twice, as the nurse who cared

for them on other days was different.

Communication activities of nurses

Nurses were observed on their communication aetivities each time they attended to the
patient. There was no difference in the amount of communication by nurses to patients
on all the three shifls observed — moming, evening and night. McCabe (2004) on the
other hand reported that the nurses communicate less during the night shift. Among the
communication activities of the nurses were calling the patient by name; informing
them what procedures were due; why the procedure was needed and reassuring the
patients if they were restless. Ten nurses (28%) did not communicate to the patients at
all during the two hours observation. This was congruent with the findings in Chapter

Four where 27% of nurses reported they never communicate with ICU patients. Two of
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these nurses performed nursing procedures including trachea' suctioning and
administering intravenous medication. The paticnts were unconscious. Another nurse
did not communicate with the family members who were present by the patient’s

bedside when she administered the intravenous medication during visiting hours,

An analysis of the interview transcripts and demographic data showed that the nurses
who called the patient by name before informine them of the procedure were those with
morc than five years service in ICU and had ICU training. Their experience and
confidence may have contributed to their willingness to communicate with the patient.
This was also rcportcd by Berghom-Engberg, Hallenberg, Wickstrom, & Haljamac,
(1988) who found that nurses with morc cxpericnce were less intimidated with their
patient in the ICU compared to less cxpericnced nurses who were still grappling with

their knowledge deficit with [CU care.

In contrast the Icss cxperienced nurscs were observed to communicate more to their
collcagues assisting them or other medical staff on the unit who were with them

performing a procedurc or during nursing/medical rounds.

Nurses’ interaction with patients

The observation results reported in Chapter Four revealed that nurses attended their
patients once or twice during the two hour period of observation which amounted to a
total of 55 episodes of care. This was to perform a nursing activity, check obscrvations
or administer niedication. There were few nursing activities encountereC during the
researcher’s period of observations. Major procedures like sponging the patients were
carried out during the night shift. Among the nursing activities observed were changing
wound dressing, tracheal suctioning, changing soiled diapers, emptying urine bag and

assisting the doctors with central line insertion and intubation.

Checking of the patient’s hemodynamic observations was done by reading off the
monitoring devices; the nurse then charted it on the observation sheet and moved away
from the bed. These observations included pulse rate, blood pressure and respiration
rate. There were 12 (34%) two- hour observation periods during which the nurse only
checked the observations and recorded them. The patients’ condition was stable and

they did not require any nursing intervention during the two hours observation. If a
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medication administered through a syringe pump had finished, the attending nurse
replaced the empty syringe with a new one recorded it on the patient’s notes and Iefi.

Nurses did not stay within the patient’s bed unit when there were no nursing activitics
required. Rather, they assisted their collcagues or performed other non-bedside nursing
dutics. These duties included checking drugs for patients, filling requisition forms,

tracing laboratory results and answering phone calls or having their breaks.

Prior to a nursing activity, 16 (46%) nurses communicated with the patients. Out of
these 16 nurses, five nurses (31%) called patients by their namcs and tapped the
paticnt’s hand while informing the patient of the impending procedure. Arother two
nurses (12%) informed the conscious patients of the procedure to be performed and
what to expcct from the procedurc. Scven nurses (44%) simply informed the paticnt a
procedure was to be performed. Another two nurses (12%) reassured the patients as the
patients moved when the procedure was performed. These communications occurred on
both conscious and unconscious patients. The Table below summarizes the nurses’

intcraction with the paticnts.

Table 5.1

Nurses interaction with patients

Interactions Nurses Pecrcentage
Explain procedure 2 12
Reassure patient 2 12

Call patient by name 5 31

Alert to procedure 7 44

Total 16 100

Contents of the nurses’ communication
Although 16 nurses (46%) in the study communicated to the patients as stated above,
the contents of communication were very brief, lasting from three to ten seconds and

related to procedural matters.

The following quotes demonstrate the brevity of the communication.
Nurse#13A

“ Uncle, I am going 1o change your dressing.” (three seconds)
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She procceded to change the wound dressing without any further communication until
the procedurc was over. It should be noted that the titles "Uncle" and "Aunty" when
translated from the Malay language arc respectful and polite tcrms applied o an older

man and women.

Nursc#17A took three seconds to inform the patient on the sponging procedure

“We are going to clean vou up, okay!”

The tindings of this observation was congruciut with findings by othcrs (Ashworth,
1980; Borsig & Stcinacker, 1982; Crotty, 1985; Hagland 1988; Bergbom 1993; McCabe
2004) that nurses generally only communicate on task and procedural matters to
paticnts. In addition, Ashworth (1980) also reported the nurses attended to their patients
frequently. This frequency contributed to the many short communication activities she
identified in her study. This was not observed in this study as the nurses on average

attended to the paticnt only twicc during the two hour observation period.

if the nurse had developed a rapport with the patient, the communication content was
more lasting, up to one minute in duration. This was observed in the casc of a young
male who had been in the unit for 63 days. The attending nurse informed him on current
events including the news of the day. He could only respond by blinking his eycs. This
communication only occurred when the nurse checked on him after taking over from
the night nurse. During the remaining observation time the nurse was assisting her
colleague with other chores and did not return to the patient. Even though the patient
was able to respond using non-verbal communication, the nurse attending to him did not

spend any more time communicating with him.

Opportunities for communication

As was stated earlier, the nurses attended to the patient infrequently and thus there were
few opportunities for the nurse to initiate any communication. Also, there were
instances where the nurses did not initiate any communication when they attended to
the patient as mentioned above. Whenever a communication did occur it was procedural
and bnief. This in turn left very little opportunities for the patients to reciprocate and
initiate any communication. As the patients were mostly unconscious or drowsy they
did not respond. Even the conscious patients did not attempt to initiate any

communiecation with the nurse. They merely watched whenever the nurse attended to
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them. They may have been cxhausted or still too weak to take any intercst in what

happened to them or were still influenced by sedative medication.

Non verbal communication

The observation of the ICU milicu included observing the practicc of non-verbal
communication by nurses. Nurses who communicated with conscious paticnts
maintained brief cye contact with them, such as when a procedure was discusscd, but
for the majority of nurses who communicated with unconscious paticnts there was no
eve contact or other non verbal communication like touch employed. Touch may have
been considered taboo for religious reasons among the majority Muslim nurses, and for
cultural rcasons even among the non-Malays. Asians do not favour touch (Subramaniam
2005) among non family members and this could be the rcason why nurses avoid touch
in ICU. The usc of basic sign language as a form of communication was observed once

by the researcher on a long-stay patient in the [CU of Hospital A.

Other variables that can impact on communication like noisc and lighting were noted
and described. Noise measurement has been discussed in the last chapter and in this

chapter the sources of noisc are described.

Sources of environmental noise

Noise was recorded from the patient monitoring machines, the air-conditioning, staff
conversations, movement of heavy machines and trolleys in the unit, and ringing of
telephones. Certain monitoring devices cmitted consistent noise which was not
considered high (50-60dB) by the Malaysian Factories and Machinery Act ("Factories
and Machincry Act 1967(Act 139) & Regulations and Rules,"” 2001) but considered
high by the International Standards (Stephens, 1995) wherc the permissible noise level
in the ICU should be between 25dB io 45 dB. The alarms recorded 100 dB when
triggered, but lasted for a short while as they were attended to promptly. Another
contributor to continuous noise was from the control room for the air conditioning in
Hospital A. The room was located parallel to cubicle 3 (see diagram of unit in Appendix
14) and this noise contributed 85dB when it was measured with the door closed and
95dB with 'he door opened. As menticaed earlier, this unit was renovated from a ward,

where normally there is no air-conditioning.
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Staff communication was another contributor to noise. StafT included doctors, nurscs
and other paramedics such as post basic nursing students, thc mcdical assistants,
physiotherapists and radiographers. On days when post basic students came to the unit
in Hospital A for thcir practical training the unit was packcd with staff and the noisc
level was high (95 dB to 100 dB) during the morning till about noon. It was observed
that nurses communicated more to their collcagues and sometimes communication
occurred from a nursc in one cubicle to a nurse in the next cubicle. Since the staft on
Hospital B only comprised the nurses and doctor on duty, noisc levels in this unit were

noticcably lower (66 dB to 80 dB).

Other sources of noise were from the cleaners who came to change the bins in both the
units. The metal lids were noisy when relcased and it was also noisy when the cicaners
opened the plastic bags to fix them to the bins. The cleaners only came once at each
shift and their presence was for a few minutes. When the cleaners vacuumed the floor
the noisc made was continuous for about twenty-five to thirty minutes. When portable
x-ray was required, the machines had to be moved from outside the unit and these
movements made a lot of noisc. Portable x-rays were frequently requested in the unit.
Besides the heavy x-rayv machines, the movements of trolleys also contributed to the
noise level. They were all of short duration. Ringing of the telephones with
conventional ringing tone contributed to noise in both [CUs as the phones rang very

often. Hospital A had three phone lines and Hospital B had only one.

Environmental lighting

Each of the two hospitals had different system of lighting. The lighting in the ICU of
Hospital A was such that each bed had a light over it and an individual switch so that it
could be turned off when not required. Besides that the unit was lit by h orescent
lamps, which can be switched off or on according to the cubicles required for use. It
was noticed that during the day till evening at about 2100hours, all the lights were on.
From midnight, only very ill patients had their lights on. The central lights of the unit

remained on ai! through the night.

In Hospital B the lights were controlled by two main switches. There was one switch for
each side of the unit with no individual light switch for the patients. During the night,
only the side of the unit where the nurses’ station was located had the lights off, while

the lights over the patients were kept on all night.
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Other variables obscerved in the ICU unn. were the nurses’ absence in the unit during
visiting hours. At this time the nurscs took tumns to have their break, teaving minimal
staff on the unit. This sometimes caused inconvenience to relatives who wanted to ask
about the patient’s condition. Some relatives did not know which nurse was assigned to
the patient, making it difficult for the relatives to enquire about the patient. It was also
observed that nurses did not approach the relatives to voluntarily inform them of the
paticnt’s progress. it was always the relatives who approached the nurses. Evea when
relatives managed to talk to nurses, the enthusiasm of the nurse to talk about the
patient’s condition was minimal and somectimes cenversation occurred or passing with

the nursec moving as she talked.

Summary of the observation findings

Regardless of the shift of duty, the communication activitics of the nurses did not show
that the time of day influenced the amount of communication they had with the patients.
Nurses with more expericnee were observed to have provided the patients with more
detail on the procedures performed, but the contents were brief and related to
procedures only. Even though there were opportunitics for nurses to communicate
during procedures, this did not nceur as therc were not many procedures duc and hourly

observations were read off the monitors.

Out of the 55 times nurses attended to thc patients during the observation periods, only
16 times were nurses observed communicating to the patient. The duration of these
communications was three to ten seconds. One nurse did not inform the patient even
though tracheal suctioning was to be performed. On other occasions nurses just checkcd
the observation from the monitoring devices without a single word to the patient.
Although there were opportunities for nurses to communicate to the patients when they
attended to them this was not practiced. Likewise the conscious patients did not initiate

any communication with the nurse when being attended.

Nurses were not observed using non-verbal communication like smiling, eye contact
and touch with patients who were mostly unconscious and semi-conscious. The
presence of high technological equipment displaying the necessary observation
parameters to be read off and alarms that signalled a need for attention had nurses

attending to the machines rather than to the patients. The many other functions
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performed by nurses like assisting their colleagues took them away from the patient’s

bedside that was considered being taken care of by the machines attached to them.

Opportunitics to communicate with relatives during visiting hours were restricted due to
staff taking their breaks then, and remaining staff were busy with their chores to attend
to relatives. The participant observation also included the observation of the ICU milieu
which looked at potential barriers impeding on communication, such as noise and
lighting for which thcre were no significant contribution to the communication

activities.

5.2 Interviews

Another mcthod employed by the rescarcher to gain further information and cxplore the
communication experiences from the participants was the usc of in-depth interviews.
Three sets of intcrviews were conducted in Phasc One. They involved the paticnts,
relatives and nurses in focus groups. The participants gave their consent prior tc the
interview. The interviews werc rccorded on tape and it was later transcribed and

translated into English by the rescarcher.

The patients’ and relatives’ interviews were analysed separately after they had been

divided into their respective groups. Outlined below arc the results from the interviews.

Patients’ interviews

The recruitment of the patients was as described in Chapter Three. There were 21
patients interviewed and they were of mixed ethnic group with males being the
majority. They were interviewed at the bedside after transfer out of ICU at a time when
the doctors had finished their rounds. Permission from the unit manager was obtained
and the researcher explained the interview process to the patient. Consent was signed

when the patient agreed.

A semi-structured interview format was used (Appendix 8). The interview began by

exploring the patients’ memory of stay in the [CU.

Memory of 1CU stay
Patients were questioned about their memory and experiences during their stay in the

ICU. There were five patients (24%) who could not remember their ICU stay at all, 12
(57%) remembered the time just before being transferred out of the ICU while the other
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four (19%) remembered because they were conscious and remained in the unit for a few

days.

Those who remembered very little were not certain that what they remembered was real
or just their imagination. They vaguely remembered nurses calling their name, voices of
people talking and one patient said he remembered he had been all “wired”” when he

was there.

The following quotations were those with no memory of ICU stay and those with little
memory.
Pat#15
‘“ There is nothing that | can tell you because I cannot remember at all. Cannot
remember. Really cannot remember. Not to say that [ do not want to tell, but [

cannot remember.”’

Pat#20
oAb initially I do not remember anything. But when [ am conscious

JAlhamdulillah (Praise to Allah), [ can remember.”

A 19 year old female patient who was conscious for two days in the unit remembered
her stay but could not see her surroundings because she was lying supine. She could
hear nurses talking. Another female patient who was diagnosed with Myasthenia Gravis
was conscious during her stay in ICU while being ventilated. She had previous
admissions to the ICU and described her stay as pleasant and commented that the
doctors and nurses were “nice and friendly to her”. When asked what she meant by
“nice and friendly”, it was the way nurses talked to her and she was not lonely. The
nurses called out to her each time they passed her bed. Although she could understand
them, she was not able to reply as she was intubated and she depended on pen and paper
to communicate. She would have liked the nurses to sit and communicate more to her,

but they appeared busy.

An carly study by Bergbom-Engberg & Haljamae (1988) found that more than 70% of
the patients studied remembered their [CU stay. They were interviewed within six
months after their stay in ICU. In this study, although the patients were interviewed 12

hours post discharge from the ICU, their memory was minimal and 24% had no recalf at
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all. Sedation with midazolam, which was used on most patients, causes short term
memory loss which may have contributed to a lack of recall (Hirshman, Passannante, &
Henzler, 1999),

Patients’ satisfaction with nurses’ communication
The next question explored the patient’s satisfaction with the nurses’ communication.

Thirteen patients (62%) said they were satisfied with their communication with nurses
while the remaining eight patients (38%) stated they were not satisfied. The researcher
asked them to clarify what they meant by satisfaction with the communication and they
explained that this was when nurses told them they are ‘better’ and spoke ‘softly’ to
them. From the researcher’s cxpericnce as a registercd nurse and educator, nurses in the
public hospitals were generally described as unfriendly by patients, and reports made
public by the Health Minister (S. L. Chua, 2004, 2005) also mentioned similar
complaints. [In this study, when a nurse smiled, answered questions and was polite, this
was perceived as being ‘nice and friendly’. The following quote reported what the

patient felt about the nurses.

Pat#21

... satisfied with their soft spoken words and ways.’

Although the above quote dces not express cxplicit vicws on communication, it
demonstrates the grateful attitudes of patients to their carers. They added that they did
not expect very much from the nurses as the nurses werc busy people. For as long as

they (patients) were safe and in good health they were happy.

In contrast there were eight patients (38%) who were not satisfied.

Pat#10, a 19 year old female said
“Only a little bit I was satisfied. Most of it not satisfied. Like when I called them
they were angry. They move up and down and when I call them they are angry.

They said wait a while.”

Other patients who expressed dissatisfaction with the nurses’ communication reported
the lack of communication, especially after they gained consciousness, These patients
described their situation as half awake and half asleep and wished for nurses to

continually remind them of their location so they can be aware of their surroundings.

97



Further to their responsive comments on communication, patients were asked if they
would describe the [CU environment in relation to the noise and lighting and their effect

on commuanication.

Patients’ comments on environmental factors
Nois¢ and lighting arec the main environmental factors which may impact on

communtcation (Chew, 1986; Gelling, 1998). It has to bc considered that comments on
noise may be subjective, depending on the person's physical and emotional health as
well as their experience with noise. Generaliy, noise is considered as something that
assaults the hearing and causes discomfort when people are exposed to it continuously
(McLaughlin, McLaughlin, Elliott, & Campalani, 1996). The frequency tolerated by
one person may not be agreeable to another. The clinical status of the patient may

contribute to whether the patient is more aware of noisc or vice versa.

There were varying responses to noisc with some patients saying that the unit was very
quiet to those who said it was noisy and one who cannot remember any noise at all.
Eighteen of the patients (85%) said noise did not affect their communication and was
not a problem. As mentioned earlier, this can be a subjective matter as the majority of
the patients were conscious for a few hours in the ICU and then transferred to the

wards.

Two patients (10%) said the unit was noisy and disturbed their sleep. The causes of
noise were nurses talking among themselves, the air conditioning control room, alarms
and movements of equipment. There were four patients who deseribed the lighting as
bright and one of them, Pat#3, said it was bright at night while the other three said it
waz bright all the time. These patients were conscious ovemnight in the unit. Others
commented the lights were alright and gave no other comments. Although the
environment affected the mentioned patients’ sleep and comfort, it did not affect their

communication.

Patients’ comments on language
The patients said language was not a problem in commnicating with the nurses. This

was despite the multi-ethnic group of nurses and patients participating in the study.

Even in cases where the Chinese or Indian patients could only speak a little Malay, they
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said their relatives were always around to assist in translation, They felt there was no
nced for them to communicate to the nurses during their stay in the ICU as all
communication was handled by their relatives. The patients reported that most times
they cncountered Malay nurses which were reflective of the number of Malay nurses on

the unit.

Patients’ recommendation to improve nurses’ cemmunication
When the researcher asked for any recommendation the patients would like to suggest

to help improve the nurses’ communication, they were very forthcoming with their

VIEWS.

One common view shared by 20 of the patients (95%) to improve nurses’
communication was the need for nurses to disclose more information regarding the
patient’s condition and treatment. They suggested that nurses should communicate more
than the customary explanation, informing them of the reason they were in ICU, their
daily condition and progress. This enabled them to understand their condition better and
be less apprehensive with any unexpected outcomes. They conceded their ill condition
in ICU and they did not rule out the high mortality rate, but if nurses encouraged them

through communication, it would positively impact on their morale.

The patients added that nurses should also be more caring, spend more time with them,
give assistance when needed and repeatedly inform them as they forget easily due to the
sedatives. Other areas patients like nurses to include in their communication were
information on time of the day, call bells available and nurses to introduce themselves
to the patients. One patient suggested that nurses talk less at night. All these
recommendations suggested that patients wanted more than the customary smile and
friendly nature of the nurse.
Some of the patient’s quotes were
Pat#7
“A...like that, they never tell me about my illness, why [ was there and what was
my condition. They never tell me about my current condition. I hope they will tell

"

me.
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Pat#l 1
“Nurse must talk more, tell us about our condition so that we feel better. Ask
them to talk more and come and see the patients often.”

Pat#13
“If possible, let the nurses be friendly with patients s» that the patients have
more courage. They talked among themselves. There was one time they were
cleaning my wound and it hurt so much, but they were just talking among

tiemselves. Thev sometimes did their job in an easy manner.”

In summary of the patients” interview, they considered communication as an important
link to their wellbeing and wanted nurses to communicate and pay more attention to
their needs. Nurses were friendly but still lacked communication especially on
divulging information on the patient’s progress. In particular were the conscious
paticnts who were not sure where they were and why much equipment surrounded
them. They said they were confused sometimes and if nurses kept reminding them, they
would be more accepting and their anxiety would be cased. This finding was also

reported by Green (1992) and Leathart (1994).

Relatives’ in-depth interview

There were 23 relatives interviewed. The relationship of the relatives to the patients
included two (7%) husbands, 13 (57%) wives, four (17%) mothers, two (7%) fathers
and two (7%) siblings. Their ages range from 18 to 55 years old and the patients had
been admitted between one to three days to the ICU. The relative who spoke in English
worked in the Department of Information Technology, one husband worked with the
Ports Authority and another was retired. The wives were all homemakers. The other

relatives worked with the private sector or had their own business.

Just like the patient interviews, the questions were based on a semi-structured
questionnairre: prepared as listed in Appendix 9. The rclatives were more vocal and were
more responsive to the interview session. The researcher communicated in Malay as
agreed by the relatives with the exception of one who spoke in English. The
demographic data for the relatives were presented on page 61. All participants were
provided with an information sheet and completed a consent form prior to participating

in the interviews.
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The relatives were questioned on their satisfaction with communication with the nurses.

Relative, satisfaction with nurses’ communication

There were eight relatives (35%) who reported that they were satisfied with the nurses’
communication in answering all their questions. Nurses were not angry with relatives
and looked afler the patients well. The relatives were grateful of the nurses’ care o the
patient, and considered them to be the expert in nursing the patient who was critically it
with all the life-saving gadgets attached to them. They feit helpless when they saw the
condition of the patients all connected up to life-saving inachines, that patients were

totally dependent on nurses to care for them and tell them what is happening.

The relatives who were dissatisfied with the nurses’ communication gave the following
responses.
Rel#17
*“ That's why, they should know about the patient an.. ne concerned about
the patient so that they can tell the family members what they should do. But
they were not concerned at all. When we tell them something aiso they pretend
not to hear. To ask, we do not know which nurse is on duty.”
Rel#l
“The nurse should be able to tell me more detail. Like just now, when [ ask her

she ask me to speak to the doctor for more details”

Rel#l6
“Not satisfied. There are some who do not give satisfactory answer. By
right the nurse should be able to tell me more detail. Sometimes when I ask,
they more often ask me to ask the doctor for more details.”
This father was unhappy with nurses’ communication even though his son had been in

the unit for 63 days.

Relatives’ opinion about lack of information previded by nurses

All relatives reported they had to ask nurses for information and some nurses gave short
answers with no further explanation. The only information given voluntarily was on
admisston to ICU when the nurses explained the ICU procedures of visiting and gave
relatives a brochure on ICU protocols. The patients’ condition on admission was

explained by the doctor, and usually in the absence of nurses. A statement on the
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dangerously ill list (DIL) is uscd to inform to all patients’ relatives regardless of the
patient’s condition and they were required to sign acknowledgement in the patient’s
progress notes. Nurses who were present when the doctors cxplained the DIL to the
relatives may have reinforced the information if they were asked by the familics. It was
standard procedure in the ICU for doctors to explain to relatives that the patient is on
the DIL. This prepared the family mcmbers for any unexpccted cvent like a death of the

patient.

There were 21 relatives (91%) who wanted nurses to be morc communicative,
voluntarily offer information on the patient’s condition in simple terms, and explain the
status of patients. These relatives said,
Rel#2

“By right they should tell us, our daughter is like this like that.

They did not. They pace up and down the unit and never tell us anything, just

do what they like. If we don't ask, they leave it be.”

Rel#11
“If possible, if they are asked right, give good explanation. Don 't say
auntie, auntie ask the doctor yourself like that, there is one who said

auntie ask the doctor on Monday.”

Ret#l
“They were busy doing their work and I would have to ask them. Was there

any response and how come she’s having all this wet cloth on her? "

Relatives wanted nurses to give information on the patient’s condition without referring
to the doctors as doctors were not around most times. Nurses on the other hand were in
the unit and accessible to the patient all the time. This relative expected the nurse to
inform her of the patient’s condition considering that all notes and observation findings
were available on the patient’s charts and a nurse was assigned to each patient.
Rel#l

* she could have told me earlier as all her charts are in front of them. Because

one nurse is dedicated to one patient right? That is what [ know.’
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When asked if relatives felt the information given was sufticient, fificen relatives (65%)
said it was not sufficient as they wanted more cxplanation on what happened to the
paticnt, their condition, the medication and what is planned for them. They wanted to be
informed of the current development of the patient’s condition, without asking for it as
they do not know what to ask. These relatives reported that nurses lack communication
and knowlcdge, citing that if they asked nurses a lot of questions, they would always

refur the relatives to the doctor.

Rel#l,
“... there are times when they refise to answer question. Yes und then they ask

me to communicate wizh the doctors. You cannot find the doctors.”

Rel#10
“Give explanation to relatives. Some just keep quict. Some will only tell when
asked.”

Rel#s
... if the nurses, thev do not know very much. They onlv tell what they know,

Anything more they ask to speak to the doctor.”

Relatives’ opinion about the [CU environment
According to the relatives, the ICU environment was quieter than other wards they had

becn on and the lighting was adequate. The noiscs were mainly from the nurses and

doctors talking, which some said did not occur very often.

There were ten relatives (43%) who commented that the unit was noisy during visiting
hours or when many staff wcre on the unit. The noise was from staff communicatici
with each other. The machines were noisy when the alarms were triggered, but the noise

lasted for a short period of time due to prompt attention by nurses.

One relative, Rel#6, commented the following.

’

“There is no noise. It is quiet. We do not want to complain.’

This relative was caring for her mother-in-law and was very grateful to the nurses

because when her mother-in-law was brought in, she was very ill and at the time of
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interview her condition had improved. Throughout the intervicw she kept saying she
was grateful to the nurses and did not want to complain.

A plausibie reason why relatives said the unit was quiet was they were not in the unit all
the timc. The relatives may also bc blunted to any sound in the unit as their main
concemn then was the condition of the patient. There were no comments on the lighting

as all of them reported lighting was adequate.

Relatives’ communication with patients

Most relatives reported they communicated with the patients and they spoke to the
patient without being asked by nurses. They werc not afraid of the sight of wires and
monitors surrounding thc paticnt as they had heard that ICU is a critical place and
patients will be attached to many lifc-saving devices. This did not dcter them from
communicating with thc patient. There was a wife who said initially she was afraid to
sce all the wires connecting her husband to different machines as her husband was fine
before admission to ICU, but when she saw him she spoke to him on the assumption
that he could hear.

Rel#18

“ When [ wipe him, yes [ want to give him moral support. Maybe he can hear.”

Relatives of conscious patient said they used sign language or written communication as

the patient was still intubated or wearing a facial oxygen mask.

Relatives' suggestions to improve communication

At the end ot the interview session, the relatives were asked to suggest any
recommendations to improve nurses’ communication. Twenty relatives (87%) proposed
nurses should communicate more to them (relatives) as they were constantly with the
patients and were therefore aware of the patient’s situation as compared to the

unconscious patients themselves.

The recommendations proposed by the family members included that nurses show more
concern and caring to the paticnts, talk more and give more information and inform
family members voluntarily of the patient’s condition or progress. The relatives were
happy and grateful that nurses were friendly and tolerant whcn they asked many

questions but the; said it would have been much better if nurses acknowledged their
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presence and voluntarily informed them of their family member’s situation. Most times

they were not sure of what to ask the nurses pertaining to the patient’s condition.

As family members were more observant than the patients they proposed other pertinent
recommendations that they hoped could be implemented. This included availability of
call bells, cspccially for conscious patients who need to call for a nurse. In the two ICUs
studied, there were no call bells in the unit. Nurses said they were always around to
attend to the patient and there was no nced for the bells, yet thcre were conscious
patients who reported nurses did not come to them often and it was difficult for them to
attract the nurse’s attention. The researcher observed nurses were not always at the
patient’s bedside, and even less so if the patient was conscious. They attended to other
chores as mentioned carlier or assisted collcagues. Conscious paticnts in one of the
[CUs studied were placed in the cubicle further away from the main nurses’ station and
only very crtically ill patients werc placed in the cubicle nearer the nurses’ main
station. Although this action was justified in ensuring patients with the greatest
physiological nceds were able to be more closely observed, it did not enhance the

communication proccss for patients regaining consciousness.

Visiting hours was another issuc highlighted. Although this might not be directly related
to communication, the rcscarcher felt that it could contribute to feclings of
dissatisfaction which might affect the way relatives relate to nurses and vice versa.
Concemned relatives always wanted to look in at the paiient to reassure their feelings.
When ICU enforced strict visiting hours as practised in other units of the hospitals,
relatives might express their displeasure through unpleasant remarks as mentioned by a
mother who was reprimanded by the nurses each time she came in to peek at her
daughter. This same mother commented negatively about the nurses’ communication

and said nurses were not caring,

Two of the relatives interviewed were satisfied with the nurses’ current communication
citing the information was adequate for them to hope for the best for the patient.
Another relative, who was anxious for his father, did not want the nurse to inform him
more as he feared for any negative information given. His father was very ill suffering

from carcinoma of the liver.
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Nurses' focus group interviews

There were cight groups of nurses interviewed with a total of 40 r+ . . ticipating.
Each group had a minimum of four nurses and a maximum of six aurscs. The n mber of
years experience in ICU for the staft intcrviewed qange from a fu v marths to 5 ycars.
Though it was a mixed racial group, more than 80% of the nurses .. * * M.uays. There
were an cqual number of nurses (50%) with less than five ycars ICU nursing expericnee

comipared to those with more than five years ICU nursing experience.

The nurses were responsive to the questions asked, but their answers were mainly shont
and needed prompting in the carly phase of the interview. Like the patients and the
family members, the nurses warmed to the interview later and gave their accounts of
their experiences. The rescarcher usca probing questions to cncourage the nurses to
expand their information. Nurses communicated in Malay except for a few who spoke
in English and Malay. The questions poscd to the nurscs were bhased on a semi
structured questionnaire (Appendix 10). The responses were transcribed and grouped
into major headings for discussion. This was don¢ manuaily. All the nurses who

participated in the interviews had consented to participate in the study.

Nurses’ satisfaction with communication

Nurses were asked to comment on their satisfaction with commuiiication. There were
varied responses with reference to relatives’ and patients’ communication. Three
groups of nurses reported satisfaction  (GroupNurs#B7;  GroupNurs#AG;
GroupNurs#A4) when comniunicating with relatives and answering their questions and
reported having less communication with patients. Another two groups of nurses
(GroupNurs#A1; GroupNurs#AS5) were dissatisfied with their communication with the
patients due to the unidirectional mode as most of the time the patients were on a
ventilator and unconscious. Two other groups (GroupNurs#B8; GroupNurs#B3)
reported their communication with the patients depended on the patient’s condition. In

conscious patients, morec communication look place.

Some nurses from GroupNurs#B3 reported that the communication they had with the
relatives exceceded that of the patients. There was minimal communication with the
patients because as soon as they were conscious, they were transferred out of the unit.

Nurses from GroupNurs#B8 said that communication to conscious paticnts occurred
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mostly during the day. At night they did not talk but observed the patients, and if
patients showed signs of restlessness, they reassured the patients and told them to go
back to sleep. This wa; congruent with the study by Ashworth (1980) where she
reported that conscious patients received more communication than unconscious
patients. In Ashworth’s study, the nurses provided elaborate explanations and
performed social communication with conscious patients, while in this study the nurses’
communication was merely informing patients about the procedure with the

communication lasting less than ten scconds.

Group Nurs#AG reported they were satisfied with their communication to patients citing
the information they gave to newly admittcd patients and their relatives as part of
nurses’ communication. They also pointed out they were comfortable communicating
with one of the paticnts who had staycd in the ICU for 63 days as he was conscious and
responded to them through blinking of the eyes. The other nurses who had nursed this
patient also reported they felt morc comfortable communicating with him as he had
been in the unit a long ume. The fact that this patient could maintain eye contact made
the nurses feel satisfied with the communication, cven though it was one way. Although
nurses viewed this as a positive response (o communication, the father who was
intervicwed expressed he was not happy with the nurses” communication. The patient’s
responsiveness has been described as a contributing factor in determining the reeiprocal

responsiveness of nurses towards their patients (Elliott & Wright, 1999).

Nurses’ reasons for poor communication
Nurses reported that the lack of communication to patients and relatives was due to time

constraints, as a means of seif-protection and due to the clinical status of the patient.

None of the nurses from GroupNurs#B8 stated spending time communicating with
patients, even conscious paticnts as they were too busy with other nursing duties. When
asked if nurses spend time communicating with patients when they are free, a nurse
from GroupNurs#A6 laughed and said they were always too busy to do that. They come

to work, care for the patients, did their assignments and went home,

Nurses cited heavy workload and staff shortage as reasons for the lack of time to
communicate with patients. All the nurses agreed the workload was heavy with many

nursing procedures and frequent doctors’ rounds due to the different specialties
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attending to the patient and also the additional workload of sharing patients. Nurscs
shared patients most times as only the very critical patients gets a 1:1 nurse: patient
ratio. They have to assist their colleagues in performing some nursing procedures like
sponging aud tracheal suctioning. There were other chores like collecting blood
specimiens, labelling specimens and filing laboratory results, contacting medical and
other staff for services. Almost always nurses never leavc thc unit immediately after
their duty hours until about an hour later.
As reported by this nurse from GroupNurs#A6’

* Come to work and go home. Too busy and too much to do. If the ill patient

what with their inotropes, the procedures, sometimes busy till time to go home. "

Nurscs from Hospital B, claimed they were so short staffed that they cared for more
thun two patients at times leaving them no time to communicate with patients. The
newly graduated nurses who recported for duty in the last two months had eased their
workload, but they needed closc supervision. The senior nurses had an added role of
supervising these newly graduated nurses who were new to the unit. During the study
more than 40% of the nurses from this hospital we:> new graduates with no experiencc
of ICU care.
GroupNurs#3B reported

" ...before we used to nurse patient I:3, there is work pressure. It affects us that

we have no time to communicate with patients as we are so busy with work.”

Nurses from GroupNurs#A4 reported they communicated less to patients and relatives
as a protective mechanism to prevent relatives from taking advantage of their kindness
and exploiting them by asking more questions. One of the nurses commented
GroupNurs#4
*“ the problem is they will ask several times. For us we do not like this, always
asking. Like if we are friendly to them, when they go out they will tell the others

that this nurse is friendly. For me it will be a bit disturbing.”

Nurses from GroupNurs#B3 and GroupNurs#B7 who were from Hospital B considered
answering the relatives’ questions as a waste of time. This response was similar to that
described by nurses from Hospital A. Whenever a nurse answered a question asked by a
relative, she would be sought by another relative asking similar questions about the

patient’s condition. As they were busy with their chores, answering similar questions to
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diffcrent relatives took up their time and these nurses then referred the other relatives
sccking answers to the immediate relative identified on the admission form of the

paticnt.

The other compounding factor with poor communication is the clinical status of the
patients. Three groups of Hospital A nurses reported the patient’s condition contributed
to their communication behaviour. [f paticnts werc conscious, there was more
communication. This was similarly reported by Albarran (1991). With unconscious
patients, most nurses found it uncomfortable to have unilatcral communication.

Eventually they forgot to communicate, having received no response from the paticnts.

Contents of nurses’ communication

Nurses agreed that communication with patients was minimal and restricted to
informing them a procedurc was to be performed. Somc nurses said they do give a
certain amount of explanation to the patient on procedures like suctioning, as mentioned
by this nurse

GroupNurs#A4

. always we ask him to cough during suctioning, we explain so that the

phlegm can come out easy, breathing would be easier, like that ...

GroupNurs#A6
‘... sometimes. But during busy hours, none. Like when we do suctioning,

r

sponging, we still communicate with them.’

Although the nurses consider the above statements as communication to patient they
were very minimal and very basic lasting no more than ten seconds. This was consistent

with the researcher’s observations in both hospitals.

Nurses’ methods of communication

Nurses used communication aids to assist in their communication with conscious
patients. Usually it was the family members who approached the nurses for the
communication aids. The most common aids used were pen and paper. Another
communication aid used was the alphabet where nurses wrote out the alphabet and
asked patients to select the letters to spell what they wanted. Occasionally sign language

was used, which was restricted to simple sign language. Pictorial messages were not
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available. Three of the groups noted that conscious patients attracted the attention of

nurscs by waving their hands. There were no bells available in the ICU.

Nurses’ confidence in communicating with relatives

Many groups of nurses rcported communication occurred more with relatives than
patients. They offered basic information to relatives for example whether the patient
was conscious or unconscious and whether they were given sedation or analgesia. They
did not offer to divulge the type of medication or trecatment rendered. If relatives asked

for more detailed information, they were referred to the doctors.

Some nurses said they were not confident to speak with relatives with medical
background or if the relative was a prominent figure. In these cases they always referred
them to the doctors. They feared they may have been able to explain in detail or
answercd questions with ease. Educated relatives or those with a medical background
tended to ask pertinent questions in relation to the patient’s discase condition or
medication. Nurses fear they may be forced to divulge more information than was
allowed. So the safe way was to refer them to the doctors. Even relatives who were
considercd fussy by nurses were referred to doctors should they seek information. As
mentioned by the following group of nurses.
GroupNurs#A|l
“ Because he is educated, he wants to know about the result. As you know
results are confidential, so we cannot tell. We only tell him what he should
know, but he still insists he wants to know the result. Like medical staff, we are
afraid of giving wrong information. So it is better to call the doctor to explain. If

we explain, he will ask more, and we will be confused.”

Nurses stated that information to relatives was given upon request and they did not
voluntarily offer information to them. Only one nurse reported that she approached the
family member to voluntarily impart information about the patient’s condition. In most
instances, relatives sought information first before the nurse had a chance to
communicate anything. As was described in the relatives’ interviews, this was viewed
negatively. They felt they were in distress at that time and therefore were not in a clear
mind to ask anything about the patient. The relatives hoped the nurses would inform

them of the patier t’s situation and condition, without being asked.
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Nurses’ reactions to relatives questions
Although it was noted thal nurses communicated more to relatives, several groups of
nurses (GroupNurs#A 1; GroupNurs#B7; GroupNurs#B3) repo 1ed they were put off by
relatives who frequently asked questions on the patients’ conditions. Sometimes the
questions were posed by several relatives when they visited. Nurses did not have the
time to attend to all relatives answering the same questions as they had many other
things to do. As quoted by these groups.
Nurs#B3
“We don 't have the time to repeat what we told the relatives. To the other
relatives. Like if we have informed the close family member and he is
uneducated and cannot explain to the other family member, it is a problem 1o us

too. "

Nurs#B7
“We hardly have time to talk to them. We have enough to do to attend to them

and we can't say we don 't talk to them, but little.”

Nurs#Al
“... if they ask a lot, we h.ve other things to do. If every 10 minutes they
ask, it is like wasting our time only, there are many other things we have

to do.’

One method used by nurses’ to deal with relatives was to distance themselves from
them. This was reported by group Nurs#B7 who said they kept communication with
relatives to a minimum to avoid being asked too imany questions. Besides they felt their

priority was to the patient, not .. latives.

Nurses’ confidence with communication

The nurses from all the groups reported they had limited knowledge and lacked
confidence in communication. They stated that the lessons on communication they had
from training days were not sufficient to equip them for the present nature of work
where patients and particularly relatives were more knowledgeable and demanding,
They were uncertain about what information they could divulge to patients and families
and how to deal with anxious and depressed family members. They had no avenues to

aadress this issue matnly because it was not discussed and supported by management.
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The majority of the nurses from all groups requested that communication cducation be
conducted as on-going education. This showed that thcy were concerned about

improving their communication.

As quoted by this nurse from Nurs#AS
" Because now in ICU it is different. The patients are different from those in the
wards. Their families have different needs from the wards. They quite
Jrequently ask from us. I feel if there is a communication course on how to care
Jfor the families is good too.”
Another nurse from Nurs#B8 said
" Muybe there is something new about how to communicate that you can tell

us. Our lesson in communication in college is little. Sometimes we do not know

how to approach certain relatives, especially the fussy ones,”

Nurses’ comments on ICU environment

There were mixed responses when asked about the ICU environment. Most groups of
nurscs agrecd that I[CU was noisy, situations varying from all the time to only during
patient admisston. Groups Nurs#A 1, Nurs#AS and Nurs#A2 dcscribed the ICU as noisy
but they wcre used to the noise. Group Nurs#A4 said it was noisy during the day but
quiet at night, while Group Nurs# B7 dcscribed it as noisy only when passing over
reports. Thi. result showed that nurses from both hospitals agreed that the ICU was
noisy as was measured and reported in Chapter [V. The quantitative data shown in
Figurc 4.4 (page 78) reported 4% of nurses said the [CU was noisy and 95% said it was
never noisy. Group Nurs#B8 said it depended on the situation, duning patient
admissions it was noisy, but sometimes it was quiet. This finding was not consistent
with the interview findings, perhaps the way the sentence was structured in the
questionnaire was not explicit as compared to the questions in the interview where

nurses’ could seck clarification and the researcher could probe further information,

Staff talking loudly was quoted as the cause of noise, especially during the day when
there were many doctors and nurses in the unit. Nurses were sometimes not aware they
contributed to the noise with their loud voices when they spoke to their colleagues
across the unit. They said this occurred because they felt that the unconscious patients

could not hear them and patients did not complain.
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Nurses’ experience with different languages

All the nurses were fluent in thc Malay language and this language was spoken with all
the patieits regardless of their ethnic group. The nurses unanimously agreed that
language was not a problem except for an occasional elderly Chinese or Indian, who
might not be familiar with thec Malay language. In ".10se instances, the family members

werc always available to assist in the interpretation.

5.4 Summary of findings - Phase One.
It can be surmised from both the qualitative (Chaptcr Five) and quantitative (Chapter
Four, findings of Phase One that there was lack of communication by nurses. This was
noted by the nurses, patients and relatives and also from the participant observation
conducted the researcher. The study identified several barriers impeding communication
by nurses (refer to conceptual framework page 38). These barmiers have been prioritised
according to the impact that each had affected in the study. The priorities were
determined by the impact of poor communication on patient care, relatives and nurses
feedback on communication activities. As mentioned, patients and relatives were
dissatisfied with nurses’ communication with lack of information disclosed on the
paticents’ cendition. Nurses’ cited patient’s condition as a major cause for the lack of
communication partly as communication was unilateral and also due to the conscious
level of the patient. The barrier that impacted communication most was the patient’s
prevailing condition that prevented any communication from taking place.
Consequently the lack of response from the patients over time caused nurses to
eventually forget the patient’s need for communication and cease communicating with
them. Failure of paticnt to reciprocate was cited as main reason for lack of
communication. In addition, nurses were overburdened with chores in the ICU while at
the same time understaffed with qualified and experienced nurses. Listed below is the
order of prioritization of the barriers identified. The order was determined by the
frequency it was mentioned during the data interpretation.

¢ clinical status of the patient

o staff workload

¢ staff experience and training

e hierarchical status of staff and relatives

e staff shortages, and

e technology.
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Barriers like hierarchical status of staff and relatives, staff workload and technology
could be addressed through education. This formed the basis for planning the
educational module to teach the nurses. The education program was to be delivered to
nurses who had consented to participate. To address the probleins with staff experience
and training, a working paper based on the finding was to be presented to the hospital
managers and personnel in charge of ICUs to persuade the training department to make
available more training options for nurses who wanted to work in the ICU. Other
barriers like clinical status of the patient and staff shortages were not amenable to
changc as part of this study but could be ameliorated through planning and appropriate

intervention of nurse managers.

Although environmental factors like noise and lighting were described as a problem by
a few patients and nurses, they do not directly pose any barriers to communication, and
hence they were not inciuded as barriers. Patients subjected to continuous noise are
casily awakened from slecp and the sound of alarms disturbs their sieep (Richards,
1988). The patients who reported the presence of noise in the unit also reported they
experienced frequent sleep disruptions resulting in exhaustion and fatigue indirectly

affecting their mood.

Family members said their visits to the umt were not long enough for them to comment
on the noise and lighting, with the majority reporting the [CU as quiet and the lighting
appropriate. Nurses on the other hand agreed the ICU was noisy at interview, and in the
case of one of the hospitals (Hospital B) it was not possible to control the lighting in the
unit due to the existing structure. The nurses were not consistent with their answers on
noise between the questionnaire and interview. They reported noise not to be a problem
on the questionnaire. This inconsistency could have been due to the way the quantitative
question was written where it was asked how often nurses experiencing high noise
levels in the unit. The qualitative data allowed the researcher to seek more information
on noise and the perpetrators of noise in the unit where only some nurses from Hospital
A reported noise in the ICU was caused by their own conversation and the air

conditioning plant which was located within the ICU.

This chapter has idcntified the barriers to communication and prioritised them in order
of concern. These have then been identified for preparation of the education program

where those barriers arc amenable to change. Preparation of the education program

114



aimed to address communication barriers through the nurses’ own reflective thinking
and lived experience and interactive discussion. Although the suggested education
program was designed to address barriers like hierarchical status of staff and relatives,
stuft workload and technology, it was expected that the ensuing discussion in the
pregram could accommodate other related issues like staff shortages and means to
communicatc with patients who have conditions that preclude two way

communications.
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CHAPTER SIX

Findings of Phase Two and evaluation of Phase Three

Phase Two and Thrce of the study were conducted from Junc 2, 2004 until Junel g,
2004. Prior to collection of data, the researcher approached th : unit managers of both
the participating hospitals to inform them of the procedurc. The procedure involved
implementing Phasc Two which was tcaching nurscs about communication barriers

identified from Phase One followed by an cvaluation period {Phase Threc).

The evaluation period was conducted a week aftcr the education program. This included
ohservation of nurscs who participated in the cducation program and ICU milieu, focus
group interview and finally ihe nurscs answcring a questionnairc. The participating

nurses werc those who had consented to the study from Phase One.

The discussion of the findings is presented in the order of the data collected, which was
teaching the nurses, observation of nurses and ICU milicu, focus group interview and

answering questionnaire.

6.1 Implementing the education program

The education program incorporated a two hour education session with active
participation of nurses using ward based case management (Faulkner, 1988). A total of
27 nurses attended the education program in two sessions from the two ICUs. There
were 14 nurses (52%) with more than five years’ experience in the [CU who attended
the program. It was conducted as an in-service education program and accredited for

appraisal purposes.

The teaching material was designed using an androgogical (Knowles, 1980) mode of
learning which included self directed learning (O'Shea, 2003) and rcflective learning
(Masui & De Corte, 2005).

The contents of the education program (Appendix 16) incorporated discussions on the
communication barmers identified during which the barriers amenable to change were

selected to enable nurses to suggest appropriate recommendations. The barriers to
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communication identified from Phases One and Two were clinical status of patients;
staff workload; staff expericnce and training; hicrarchical status of staff and relatives;
staff shortages and technology. Staff workload, hierarchical status of staff and relatives,
and technology were considered amenable to change at the unit level by nursing staff.
The clinical status of the patient and staff shortages were not amerable to change, but
other barriers like training and expericnce can indirectly be affected with education
through discussions which inform nurses of the importance of communication and the
impact of thesc issues. For example, nurses should be encouraged to continuously
communicate with unconscious paticnts as studies have sliown that unconscious patients

can hecar (Ramscy, 1980; Roscnthal, 1996; Russell, 1999).

The education program included a discussion on the ways nurses can improve
communication with senior mecical personnel and develop confidence communicating
with rclatives of significant status. As for technology, they should appreciate that new
technology is incvitable but they should not compromisc communication activities
when managing technology. The emphasis for the education program was for nurses to

improve and continuously practicc communication with clients.

The nurscs participated cagerly during thc education program and they shared
cxpericnces with their colleagues. The scnior nurses were more active compared to
Jjunior nurses who listencd and occasionally acknowledged in their agreement on certain
matters. It was this two-way communication that kept the educational sessions running
on for more than the scheduled two hours. At the end of the session, the nurses

concurred they would practice what they had acquired in the education program.

6.2 Observation of nurses and ICU milieu

The observation of nurses and ICU milteu in Phase Three aimed to find out the impact
of the education program on the nurses’ approach to communication with clients.
Eighteen nurses who had participated in the education program were observed over a

pertod of two weeks.

All the observations were conducted during the morming and evening shifts using the

same observation schedule used in Phase One (Appendix 7). Additional notes were
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written on the back page of the observation form. The observation noted

communication initiated by nurses and patients.

Observation of nurses

Each observation lasted two hours and all the nurses observed were Malays. The nurses
were identified by name from the education program attendance record and given a
code to be recorded on the observation sheet. This ensured confidentiality as the
attendance rccord was kept separately. Consent to participate in the observation phase

had been previously recoi led.

The paticnts involved werc of mixed ethnic group and their conditions ranged from

unconscious to conscious.

Observation of nursing activities

On average the nurses attended to the patienis once or twice, similar to Phase One
observation. There were two nurses who were at the patient’s bedside for the whole two
hours observation. Both the patients were conscious and the nurses communicated with
the patienis frequently, establishing eye contact. Three nurses read the unconscious
patient’s observation off the monitors without any communication or touching the
patient. Only if the nurses checked the intravenous lincs did they touch the patient -

procedural touch (Green, 1994) and called the patient’s name.

There were five nursing activities observed which includcd two episodes of tracheal
suctioning, an insertion of an intravenous cannula and change of positions. Other
acttvities were changing medication infusion pump and patient observations. These
procedures were carried out without any interruption to the patient and the nurse merely

called the patient’s name without receiving any response from the patient.

Observation of communication activities — nurses and patients
Although nurses from the Hospital A ICU were busier, the workload did not seem to

affect the communication observed.

There were 13 patients who were sedated and unconscious and five conscious /semi-
conscious patients. The nurses called the patient’s name when attending to him/her.

Two nurses with more than five years service were observed to touch the patient when
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addressing him/her. Nurses explained the impending procedure and if family members
were present they were also told what was to be performed. A senior Malay nurse who
had ICU training attended to an unconscious patient with family members around. She
explained to them {cthnic group Chinesc) in Malay why the procedure needed to be
done in Malay and they noddcd understanding. When the nurse requested them to leave
until the procedure was completed; they complied without any questions even though it
was during visiting hours. The family members were informed the procedure was over

and tl.cy came back to visit.

The contents of communication were still very procedural, where the nurse informed
the relatives how the procedure could affect the patient and how it would be carried out.
There was no introduction of sclf or any social communication like asking how they
(paticnts or families) were before cxplaining the procedure. The average time lasted
between five to 15 scconds, longer than the three to ten. seconds average time observed

in Phase One.

Conscious patients were spoken to morc often during the procedure to pacify them but
the content was minimal for example “okay, okay.” Nurses looked at the patients as
they spoke to them, cven if they were unresponsive, which was absent in Phase One.
One of the conscious paticnts in the sccond ICU was an Indian femalc with
organophosphate poisoning. The nurse communicated via sign language and when she
could not understand what the patient wanted, an Indian nurse who was on duty then
was asked to assist with interpretation. The obscrved nurse was constantly by her

bedside and established goc- rapport despite the language barrier.

Another conscious patient attended to constantly during the two hours observation was
a 14 year old Malaysian-Chinesc male patient diagnosed with Apert’s Syndrome. This
occurred in the first ICU (Hospital A). His mother was with him most of the time and he
had a tracheostomy. The nurse was friendly to the mother and patient. Both nurse and
mother assisted each other to deliver care. For example during tracheal suctioning the
mother was allowed to stay and encouraged her son to be caim and held his hands when
the nurse performed the suction. Usually nurses will ask family members to leave when
a procedure is performed. The nurse was observed to speak gently to the patient to calm
him down and gave encouragement in the form of humour. This nurse has been in the

ICU for two years and had not undertaken an ICU course.
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Three other nurses who had less than a year’s service communicated to the patients,
who were unconscious, but their communication wes short, consisting of the procedure
to be performed. Their colleagues who assisted them were quiet too. Nurses still felt
uncomfortable coinmunicating with unconscicus patients and the unilateral mode of
communication, confirming their inadequacy with communication as reported in the

Phase One focus group intcrviews.

There was no communication initiated by patients during this observation period, even

thougl. therc were five conscious/scmi conscious patients observed.

ICU milieu

The observation of .he ICJ milieu focused on changes made to reduce noise,
particularly from staff communication. The noise level was not measured this time as
findings from Phasc One shuws noise was not a barrier to communicate. The reference
to noise made by a few nurses was noisc should be kept to a minimum in ICU for the
patient’s beiefit and not related to noisc affecting ability to communicate. It had been
noted from the findings of Phase One that thc main sources of noise were from staff
talking, monitoring devices and from alarms of machines which lasted for short periods
of time. The noise from the air-conditioning room affecting Hospital A still persisted as
this involved structural change, but the door to this room was kept closed to minimise

the notse level.

Nurses and other staffs were noticed to remind each other about lowering their voices
when the researcher was around. The researcher observed that the majority of the staff
continued to conduct loud conversations while the nurses who had attended the
education program reminded them to lower their voices. It was still noisy in the hospital
with more staff on the unit {(Hospital A) during the day as noted in Phase One of the
study.

The nurses or other staff quickly attended to the phone when it rang. The patients’ bed
lights were switched off when nurses were not attending to them. As for Hospital B the
lights remained switched on as there were only two switches for each side of the lights

on the unit.
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6.3 Focus group interviews of nurses

After the obscrvation period, the rescarcher arranged for focus group interview with
nurscs who attcnded the education program. There were two focus group interviews
#Group A 1 (six nurses} and #Group B 2 (four nurses), a total of ten nurses.
Arrangements were made with unit managers to roster the nurses who participated in
the teaching on a morming shift to enable them to attend the focus group interview wfter

their duty hours.

The roscarcher used a semi structured question formzt (Appendix 15) for the interviews.
The interview lasted 30 to 35 minutes. It was conducted in Malay and English and tape
recorded. Later it was transcribed verbatim and translated to English for analysis and
grouped into themes. The QSR software NU*DIST, (Version NS5, 2000) was again used
to analyse the data. Among the themes that evolved were awareness of communication,

impact of the education session, [CU milieu and recommendations by the nurses.

Awareness of communication

Both groups of nurse interviewcd agreed that they were morc aware of the
communication nceds of the client after the education session. The nurses stated thot
after the education program, they were more conscious of communication. It was not
that they did not know the importance of communication, but thcy werc sometimes
carried away by the responsibilities and duties that it became less of a priority, as was
reported by Hagland (1995). Furthermore, the clinical status of the patient was one of
the reasons cited for this lack of communication. All patients admitted to the ICU were
unconscious and sedated, which renders them unresponsive to verbal communication.
Thus, even when nurses communicated to them, there was no response and eventually,
nurscs communicated less. It was much more diffic:lt and uncomfortable to have

unidirectional communication.

As mentioned by a nurse #Group Al,
“We communicate less to patients because of the one way communication. But
we are trying to improve and it is good afier hearing from you we try to practice

the suggestions you make."”

121



The other nurscs from the group were in agreement that therc were increased efforts to
communicatc to patients. Their communication with the relatives had improved and
they felt confident with their communication skills. Another nurse from #Group Al said

"I feel I am more confident now. I have been talking and explaining to the

relatives. It is more of me usking them now rather than waiting for them to ask.”™

As for the patients, the same nurse said that she still felt more comfortable to talk to
conscious rather than unconscious patients. Her rcason was that the patient was sedated
and too drowsy to listen and she felt uncomfortable to talk to them. Another nursc said
she preferred relatives to ask rather than her initiate the communication with them. But
she had attemptod speaking to the relatives befure they could ask her, and it made her

feel gond. It is a ncw approach for her and she hoped to practice more on it.

#Group B 2 nurses reported they talked more to relatives now, but if relatives insisted
on more details, they would stilt refer them to the doctor. As this nurse pointed out,
“But when they ask for too many details, [ stll refer them to the doctors.
Actually sometin»s we are not sure what the doctors have told the relatives and

when they usk us, we may tell them something else.”

The nurses were sometimes it a dilemma as they were not involved when doctors
informed the relatives of the patient’s condition. The nurse described an occasion when
she informed the rclatives that the patient’s condition had not improved and the
rclatives argued that the doctu.” told them otherwise. When the nurse sought clarification
from the doctor, it was true that he had told the relatives there were some improvement
based on the laboratory results and the nurse was reprimanded for informing the

relatives about the patient’s condition.

Nurses necd more knowledge on communication to enable them to have confidence
when they encounter family members and need to discuss with the doctors about what
they can inform the relatives to avoid any misunderstanding and conflict. The nurses
were comfortable discussing issues of patient’s condition with doctors who were in
training or worked on the unit, but were hesitant to communicate with the specialists

who were senior in age and autocratic.
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Impact of education session
When the researcher asked the nurses their feelings and opinion on thc education
session, both groups of nurses gave positive cominents. The comments included the
following,
# Group B 2 Nurses
“For me it is very helpful. As [ have no post basic course, it helps me a lot. [ feel
more confident now talking with relatives.”
“At least cfter the session when we discuss about it we agree what yon say is

true. It is not that we do not know but tend to forget.”

#Group A | Nurses
“Actually if we had more sessions like that it would be a good reminder to us.
Like us for the senior ones it is like a reminder and revision for us. As for the

younger ones it is good for them to attend the session. ™.

Therc were nurses who suggested frequent sessions of communication education to
junior nurses as they often were not permancnt in the unit and each time the unit gets
new nurses they lack the necessary commmunication skills. Therc was another nurse who
said that thcy knew communication was a problem in the unit, but no one brought it up,
so it was not given attention. She said the session was good and should be held more

often.

The researcher asked the nurses if they engaged in rcading of recent articles or
subscribe to any nursing joumals as this is also a way to keep informed on current
issues. All gave a negative reply and the reason cited was that jounals were too
expensive to subscribe to and even the ICU unit did not subscribe to any journals. If
they needed to read, they had to go to the hospital library which subscribes to a few
nursing journals. There were no local nursing journals published at the time of this
report. Staff hoped that nursing cducators could pin up ncw articles regarding ICU in
the unit for them to read as they do not have the time to go to the library. The nursing
school library has an array of journals but time is a constraint for the nurses and the

joumals are not accessible for staff from the wards.

There were nurses who stated that the education session was positive, but did not have

the time to attend any educatton session unless it was made compulsory for them. They
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reported they went home very late each time afier work and they had family
commitments to attend too. They could attend this session as it was made compulsory
by the unit manager and she promiscd them it would be recorded as an activity attended

for purposes of their yearly performance appraisal.

ICU milieu

The rescarcher askcd the nurscs if they had helped in making the ICU milicu less noisy.

#Group A 1 nurses laughed and said they did try, but as their unit was always busy and
had morc personnel it was sometimcs difficult to control the noise level. They were
awarc that most of the noise was from their communication and they had tried to reduce
that by lowering their voices. In fact they said they usually forgot about it and only
remembered when they saw the researcher. One of the nurses said that she had even

reminded other nurses about lowering their voices when they speak.

Onec of the nurses from #Group B 2 stated that the moment she saw the rescarcher, she
reminded herself to speak softly. Otherwise they had all made cfforts to reduce the
noisc level and agreed that it was not a problem in their unit as they have very few
people on the unit except during visiting hours. Relatives were however usually quiet as
the ‘silence’ signs werc put up in the unit. The only adjustment that was not possible
yel was the lighting. The lighting of the unit remained as it was, as modification
involved structural change. Thercfore the lights remained controlled by a switch that

lighted the unit according to which side the switch was turned on.

Nurses’ Recommendations

The nurses were asked what they would recommend on communication, and both
groups of nurses agreed that continuous education on communication is the best way to
help nurses improve their communication. They wanted to be informed of any rew

ways of communication so they could improve their skills.

B#Group A | nurses.
“Communication is important and there must be new things about
communication that we can learn.”

“It is important at least we will be informed of the new things happening.”
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“ think communication is important but it is tl.e one thing that is often forgotten

especially in ICU where patients are not responsive.”’

Nurses from both group:s agreed the education program had reminded them of the
importance of comn.unication which they forget when they were busy with their work
commitments.
#Group 8 2 nurses
“Like us for the senior ones, it is like a reminder and revision for us. It is a
reminder to us and a good one. When we are so busy we always forget things that
we already know, but with reminders we berame more alert to it and could pay

more attention.”’

6.4 Post communication questionnaire

The final part of evaluation in Phasc Three was the questionnaire, answered by ali the
nurses attending the education program. This was delivered after the focus group
interview and the unit manager was asked to distribute the questionnaire. The nurses’
names were given to the unit managers so they could hand the questionnaire out to the

named nurses and a week was given before the researcher came to collect them.

The questionnaire had 19 questions which included four questions on demographic data
relating to the designation, cthnic group, age and length of service in the IC!J ( see
Appendix 6). The remaining 15 questions were closed ended type questions. All the

questions were answered, and all 27 questionnaires returned.

Demographic data of nurses

All 27 participants wcre female registered nurses. The participants were of two ethnic
groups with the Malays being the majority, (93%) and two (7%) Chinese nurses. This
reflected the general unit staff profile. When the nurses’ age groups were tabulated, ten
(38%) of the nurses were below 30 years. This was also reflective of the age groups of
nurses on the unit. The nurses’ service in the ICU ranged from below one year to 20
years, with thirteen (47%) having less than five years’ experience. There were cight
nurses who had served less than one year and had minimal experience in the ICU. Tabie

6.1 shows the ethnic component, age groups and experience of nurses in [CU,
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Table 6.1
Nurses ' profile

Ethnic group

Malays 25 (93%)
Chinese 2 (T%)
Total 27 (100%)
Age groups

30 and below - ’ 10 (38%)
31-35 years 7(26%)
36-40 years 1 (4%)
41-45 years S(18%)
46-50 years 2(7T%)
51-55 years 2 (7%
Total 27(100%)
Length of ICU service

Below 1 year - o o 8 (30%)
1-5 years S5({17%)
6-10 years 8 (30%)
11-15 years 4 (5%)
16-20 years 2(7%)
Total - 27 (100%)

Questions pertaining to communication
Pan B of the questionnaire compnised 15 questions with values of 1 to 5. The value 3
represents neutral response while values of 1 to 2 represent disagreement and values 4

to 5 agrcement.

The first three questions asked wl. ther nurses talked to unconscious patients; gave any
cxplanation prior to any .. ure~ performed and their rating of confidence
communicating to uncons. 7 © r.'cms. Table 6.2a reveals that a high percentage
(81%) of nurses agreed they tath>( to unconscious patients while 72% stated they
cxplained the procedures and 78% (Table 6.2b) were confident communicating to
unconscious paticnts. From thesc Jata it was noted that 18% - 27% of nurses were
ncutral in their responscs. They were the nurses from #GroupAl who described they
were still learning how to com.municate cven though the education session had
benefited them. Nevertheless there was improvement in communication with
unconscious patients and confidence communicating to unconscious patients as reported
from this finding. In Phase One only 13% of nurscs communicated with unconscious
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patients at lcast sometimes and 57% were confident communicating with unconscious
patients at least sometimes. Although the present sample was small (18 nurses)
compared to Phase One (83 nurses; it was eviden: the education program has instilled

some awarcness on communication.

Table 6.2a
Nurses ' communication activities with patients
Value Tawced Explain procedure
1 never 0 0 N
2 0 0
3 5 (18%) T (27%)
4 17 (63%) 12 (43%)
5 always 5 (18%) 8 (29%)
Total 27 (100%) 27 (100%)
Tatle 6.2b

Nurses ' confidence with communication

Value Confidence of communication

1 mnot confident

p 1 (4%)
3 5(18%)
4 21 (78%)

5 very confident
Total 27 (190%)

Nurses we = asked if they should limit their explanation to procedures only. Twenty
seven percent disagreed and 60% agreed that patients should be informed on procedures
only. It is possible that the majority of nurses wanted to limit their explanation to
procedures only so as to prevent relatives from further questioning them on the patient’s

condition as was mentioned during their Phase One interview.
When nurses were asked if repeatedly informing sedated patients of procedures to be

performed wasted their time, 12 nurses (46%) agreed it wasted their time. Although it

was discussed in the teaching session that informing patients repeatedly of procedures
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will orientatc them to their surroundings, many nurses wece not convinced. See Table

6.3

Tablc 6.5

Explained proceduies and repeated informatior wasted nurses’ time

Explain procedures Repeated information wastes
ouly rurses’ time
Do noragree Ty (ZW - (29%) o
2 0 0
3 4 (13%) 6 (24%)
4 9 (29%) Y (29%)
Fully agree S 7(31%) 3 (17%)
Total 7(0w%) 27 (100%)

There were 19 nurses (70%) who felt confident communicating with relatives and 21
nursvs (76%) fclt confident attending to relatives who asked questions frequently. These
qucstions were meant to clicit nurses’ reaciion to communication with families based on
earlier findings from Phase One thau 1cpoited only 66% of nurscs were confident
communicating to families. This finding sliowcd a small increase in nurses’ ability to
communicate with tamily members as reported in Table 6.4. As noted in Tablc 6.1,
39% of nurses were in thc 30 years or younger age group and 32% of them were in the
below one year service in the ICU. This is lowear than in Phase One, where there were
50 nurses (60%) who were <30 years old and 20 (24%) with less than a year’s
experience in the ICU The eight nurses (30%) who were uncertain about their
communication with relatives were from this group of nuises. They lacked experience

and this could exptiain lack of confidence.

Many nurses reportcd increased communication with relatives following the education
sessions and senior nurses said they werc actually more aware of the relatives’ need for
communication. The nurses felt if they had to deal with family members who ask
questions frequently, they would be able to handle it more confidently. Twenty one
nurses (77%) were highly confident in answering queries from family members. It is
possible that the six nurses (27%) who were uncertain needed more time to develop

their communication skills.
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Table 6.4

Confidence communicating with relatives

Confidence communicating to  Confidencc attending to

rela‘ives relatives who frequently ask

questions
Neot confident 1 0 0
2 0 0

3 8 (30% ) 6 (24%)

4 14(51% ) 15 (59%)

Very confident 5 5(19%) 6 (17%)

Total 27 (100%) 27 (100%

The nurses were asked if their knowledge of the patient’s information was adequate for

them to explain what the relatives wanted to kaow. Table 6.5 shows the findings.

There were 21 nurses (78%) who were confident they had adequate knowledge of the
patients’ condition to explain to the relatives. From the interview it was found that
nurses knew the patient’s condition well enough to explain to relatives. but they were
not willing to impart the information as they were not sure if it violated the hospital’s
regulations. Another reason was nurses’ fear that should they impart more information,

more relatives will seek them for a more detailed explanation.

Table 6.5
Adequacy of knowledge of the patient’s condition

inadequate 1 0
0
6(23%)
17 (65% )
Adequate 5 4{12%)
Total 27 (100%)

When questioned as to whether relatives should be encouraged to talk to sedated
patients, all nurses agreed that relatives should be encouraged to talk to the patients.
This shows that nurses believe patients ran he: r and when family members speak to the

patient, it may reduce the patients’ anxiety level (Baker & Melby, 1996; Dennison,

129



1995; Heath, 1989). Takle 6.6 shows findings. It was interesting to note that when
nurses were asked if they themselves talked to sedated and unconscious patients about

18%5 were neutral (refer to Table 6.2a).

Table 6.6
Encouragement of relatives to talk to sedated putient
Fully disagree 1 0
2 0
3 0
4 8 (30%)
Fully agree 5 t9 (70%)
Totat 27 (100%)

The nurses were also asked if they discussed the functions of the machines used on the
patients with the relatives to allay their fears. Table 0.7 shows about 24% of the nurses
did not agrec that nurses should explain the functions of machines used while 59%
agreed that it should be explained. Perhaps the nurscs who agreed that explanation
should be given believed that the information was part of communication and relatives
would be less anxious if they knew the reasons for the use of certain machines on the
patient. Those who did not agree reported during the focus group interview that
relatives do not understand about the machines anyway and explaining would take too

much time as they were already busy with their work.

It was noted that even though many nurses agreed that relatives should know about the
machines used, this does not necessarily mean that nurses undertake this activity.
During the observation, only on one occasion did the researcher observe a nurse
explaining to a family member the use of a tracheostomy tube, but the explanation was
very basic, relating the purpose of the tracheostomy. The relative did not ask further

about the tube and it was not certain if she understood it at all.

The next question asked nurses if relatives who do not ask questions should be left
alone. This question sought to determine if the nurses were willing to voluntarily impart
information or initiate discussion with family members. The majority of the nurses 65%
did not agree that relatives should be left alone, meaning they will voluntarily give

information to family members and 20% believed that if relatives did not ask questions
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they should be left alone (‘vable 6.7). As was scen from the interviews from Phase One
nurses continue to be divided on giving information voluntarily. In Phase One many
nurses from different groups admitted that they did not favour giving information
voluntarily for fear cf being approached many times by different relatives, thus
affecting their ability to do other work for that shift. Some felt that it is better for family
niembers to ask information themselves as they know what they wanted to know. Some
nurses believed that relatives were already distraught with the patients’ condition and
would therefrre welcome nurses to tell them voluntarily. If the researcher was to be
guided by the findings from the relatives’ point of vicw (Phase One), the majority of the
relatives preferred to be informed voluntarily by nurses as they were not certain of what

to ask.

Table 6.7

Explain functions of muchines and rzlatives should be left alone

Explain machine functions [Lcave relatives alone

Do not agree 1 4 (12%) 9 (48%)

2 4 (12%) 6 (17%)

3 5 (17%) 5 (15%)

4 8 (35%) 4 (12%)
Fully agree 5 6 (24%) 3(8%)
Total 27 (100%) 27 (100%)

The nurses were asked to rate the education program they had with the researcher and
the need for continuing communication education. There were 85% of the nurses whe
rated it as effective. As shown in Table 6.8 all the nurses agreed strongly that
continuing education on communication should be conducted. This indicated a strong
desire among the nurses for the cducation program to be an ongoing procedure.
Although the number of nurses participating in the study was small in comparison to the
whole staff in ICU (70 nurses from Hospital A and 41 Nurses from Hospital B) their
total commitment cannot be considered as representative of all ICU nurses. Other
nurses who were not involved in the study support the need for continuous education on
communication when they approach the researcher to commend her on the education

session and enquire the findings »f the study.
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Table 6.8

Rating communication lesson and need for - ntir uing communication

Lesson on Continuing
communication communication
Ineffective 1 0 0 .
2 0 0
3 5 (15%) 0
4 17 (70%) T (25%)
Very effective 5 3 (15%) 20 (75% )
Total o 27 (100%) 27 (100%)

The nurses were asked if they felt comfortable asking their colleagues to talk more
quietly in ICU to reduce the noise level. There were 16 nurses (66 %) who said they
would be able to advise their colleagucs to tone their voices down to help reduce the
noise level {sce Table 6.9). The 13% who did not agree were the very junior nurses,
who may have difficulty in telling the scnior nurses to tone their voice down. The
problem with noise is widespread in Hospital A ICU. It is only with the strong

commitinent of the nurses to reduce the noise tevel that this may be reduced.

Table 6.9

Advising colleagues to reduce noise in ICU
Responses Participants
Disagree 1 0

2 5 (13%)

3 6(21%)

4 7(31%)
Fuily agree 5 9 (35%)
Total 27 (100%)

The final question sought to find out what nurses feel about the suggestions on
improvement of communication as was discussed in the education program. One nurse
was uncertain if the suggestions could be implemented. The nurse was a junior with less
than a year expenience. It was possible that she still did not feel confident about her
communication skills. The other nurses agreed that they could implement the
suggestions of the education session to improve communication skills and other barriers

identified in Phase One. Table 6,10 shows the result.
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Tablc 6.10

Communication suggestions can be implemented

Responses Participants
Disagree 1 0 o
2 0
3 1(4%)
4 12 (46%)
Fully apree 5 14 (50%)
“Total S 2ma00%)

6.5 Summary of Phase Three findings

Although the educational program was short, the above findings suggest there was an
improvement in the way nurses communicate with ICU patients rcgardless of the
patients’ clinical status and the activitics of the unit. It maybe premature to say that one
education program madc the improvements. [t was acknowledged by nurses that the
education program had instilled awarencss and was the *wakc-up call’ for experienced
nurses to rearticulatc their communication skills which had not been practiced due to
the unilateral mode of communication in ICU. [t was pointed out in Phase One that
communication was not practiced duc to the patient’s clinical status and the amount of
work nurses have to perform, yet in Phase Threc those nurses who attended the

cducation program demonstrated that they couid communicate if motivated to do it.

For the inexpcrienced nurses, the education session has opened a new insight on the
importance of communication in intensive care. Working in the ICU was a new
experience for them where technical skills were crucial to patient well being but there
were no role models for them to emulate regarding communication skills. Their
communication cducation in their basic nursing education was insufficient to prepare
them for the cxperience in the ICU and they were happy to be given a chance to

participate in this study thus gathering new knowledge.

It was also noted thal nurses welcomed any education on communication skills and
were willing to commit to attendance of such programs when made part of their
working day. These positive remarks can be used to enhance communication practices

with other nurses.
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CHAPTER SEVEN

Discussion

This chapter discusscs the quatitative and quantitative findings from the study described
in the previous three chapters. The discussion also inciudes a review of the rescarch

questions in relation to the study {indings.

The study revealed that the main communication barriers identificd in Phase Onc were
lack of communication related to the patient's clinical status, staff workload, staff
shortages, and staff cxperience. These findings wcre consistent with those cited in
studics donc more than 25 years ago. ollowing the cducation program in Phase Two,
the cvaluation of nurses’ communication activities in Phase Three identified initiation

of communication by nurses participating in the study.

7.1 Lack of communication
Lack of communication was recporicd by the participants in the study and from the

participant obscrvation by the researcher of nurses working in the ICU milicu.

Nurses interviewed reported not communicating with patients and relatives. Scveral
reasons were given to explain their poor communication. The particinant observation of
nurses and the ICU milicu informed the researcher of a lack of verbal and non-verbal
communication activitics of the nurses. The patients affirmed the lack of
communication by nurses during the in-depth interviews. By contrast, the relatives felt
the nurscs were friendly and talked to them on general matters, but did not
communicate pertinent and sufficient information about the paticnts and their

conditions.

Lack of communication reported by nurses

The nurses lamented their lack of communication which they felt was attributable to
several factors. This included lack of time, clinical status of the patients, experience,
staff workload and their perceived inferior status in relation to doctors and relatives.
Nurses reported the heavy workload and lack of time as factors affecting their
communication activities. The many tasks and heavy workload of nurses in the ICU left

them little time to cngage in communication with patients. Their duties included
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periorming nursing procedurcs, preparing medications, attending to the frequeit
doctor’s rounus fiom different specialties and assisting their colleagues when they
shared patients. The resca-cher observed nurses performing these activities dnring the
observation period and this topic was mentioned by many nurses dur.ag the focus group
interview. Their duty hours were lways extended to cnable them to complete their
assignments part .ularly when patients -~re critically ill or after surgical procedurcs.
This extension of duty hours was not paid as there was no provision for overtime
payment for registered nrurses. The many procedures nuises had to attend to, in
particular to post-surgical patients left them with little time for communication. These
findings are consistent with thosc of Ashworth (1980) and Stovsky, Rudy ct. al (1988)
who reported nurses find little time to communicate with patients, particularly post
surgery, as thcre were many proccdures to perform which are given priority over

communication.

The clinical status of the patients affected the nurses” communication with their
paticnts. Most of the paticnts in ICU werc sedated and intubated, which rendered them
unconscious or unresponsive. Ofien they were unable to verbally communicate even if
they were conscious due to the presence of endotracheal tubes. The transeripts showed
that thc nurses found unidirectional communication frustrating and unrewarding, so
they eventually ncglected and stopped communicating. They stressed the importance of
dclivering physical carc competently as more important than communicating
effectively. This too was reported by Ashworth (1980) and Turnock (1989) where
nurses were uncomfortable communicating with unresponsive and intubated patients
who cannot reciprocate. Nurses had reported they eventually forgot to communicate
after repcatedly not getting any response from the patients (Turnock, 1989). Despite
these studies being conducted more than twenty years ago, similar reasons were again
cited in a recent study by Alasad and Ahmad (2005). This may suggest nurses tend to
communicate io responsive patients but do not fully apprcciate the communication

needs of the semi- or unconscious patient.

The nurses’ lack of cxperience was cited as a contributing factor to poor
communication. A total of 67% of the nurses in the two hospitals had less than five
years’s service in the ICU, with 24% of them below one year having recently graduated
from nursing colleges. They had no ICU training and were inexperienced in the care of

critically ill patients and the high technology appliances in use. A lot of time was
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allocated to performing care on the ill and learning 1o use new technologies; that is there
was an emphasis on delivery of physical care over psychological care. A study by
Hagland (1995) reported nurses believed that ICU life saving procedures and learrung
the machine "unctions were morce important than communication. This shows

similarities to findings in the present study.

Nurses with more than five years’ experience and training in ICU on the other hand
reported confidence managing critically ill patients and the high technology. They
reported communicating to the patients infrequently and time spent was short due to
hcavy work load. Part of their workload was to mentor the new and inexpericneed
nurses. The participant observation noted that nurses who communicated to patients
uscd communication to inform patients of procedural matters or to pacify them; these
cfforts lasting less than five scconds on average. This finding is congruent to that
reported by Ashworth (1980). In her landmark study she found that nurscs spent about
14% of their time in communication, althouy n this study revealed nurses spent cven less
tinic in communication. The amount of tine nurses spend in this study was threc to ten
scconds communicating with patients and the contents were procedural. This was before
the education program was taught. After the education program, the communication
lasted between five to fifteen seconds, slightly longer but the contents remain the same,

procedural.

Communication was reported to be more frequent with the relatives and usually it was
initiated by them when they wanted to know the progress of the patient. Nurscs
cxpressed satisfaction communicating with relatives as it was two-way but they werc
wary of recla..ves who frequently asked many questions. Reluctance of staff to inform
relatives of patients’ conditions, particularly those related to laboratory investigations or
procedures carricd out on the patients and their current medical conditions, was
cxpressed by nurses during the interview. Their main concern was that this prompted
other relatives to approach them for information and time spent with the relatives
compromised time mecant for patient care. Usher (2001) reported nurses evade
communicating with relatives citing time spent on explanation to relatives can be

effectively used for paticnt care instead.

Inexperienced nurses expressed lack of confidence communicating with senior doctors

and prominent relatives and deferred any communication with them. Their lack of
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knowledge and cxpcericnce impacted on their communication and caused unccrtainty
when communicating and relating to these personnel. Junior nurses avoided any
encounter with these relatives or asked a senior nurse to attend to them. Juntor nurses
are bound by the respect they have to show ‘o people of higher standing and those much
older to them, and to avoid causing any displcasurc or dissatisfaction to thesc pcople,

henee they avoid communication with them (2007, Culture of Malaysia)

Although nurses and doctors should work as partners, cspecially in critical care (Sweet
& Norman, 1995), in rcality work pressure and the higher professional status of the
doctor remains a barrier to effective communication (Adamson ct al., 1995). The
doctor-nursc dominance is still present in Malaysia where nurses do not directly
communicatc to the specialist. Most of the specialists in the ICU arc males and
generally Malaysian men have more power over women. Sahan (2002) reported that the
medical profession in Malaysia has cstablished a valuc system that dictatcs practices by
its member: and subordinates. This explained the subservient role assumed by many

nurses in the [CU.

Power, social status and hicrarchical differcnces between nurses and other healthcare
personnel and relatives can contribuic to poor communication. These factors have
previously been recognised as impeding communication (Chant et. al, 2002). This study
identified that nurses percecived social status differences betwecn relatives and junior
nurscs, and betwecen nurses and doctors. As noted by Sahan (2002) the medical
personnel relationship with a patient is an unwritten social contract. It is a on¢ sided
affair for the patient who is handicapped by the lack of knowledge and understanding of
the medical terms that he/she cventually becomces a passive receiver of care. This
superiority role is assumed by many senior doctors with nurses as well due to the high

standing position accorded to doctors by the Malaysian society.

Social status of the relatives imposed difficulties for some nurses, particularly junior
nurses. These nurses did not feel competent and confident in attending to these
relatives and in such situations they would always refer them to the senior nurses or ask
the relatives to see the doctors. The relatives saw this as a shortfall in the nurses’ role

and alleged they lacked knowledge.
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The existing powcr differences between doctors and nurscs limited their interaction and
this thwarted good communication betv.cen them, especially when the issuc involved
patient care. This docs not augur well for nurses and doctors 1s problems arise when
there arc different specialties attending to the paticnts.. Nurscs caring for a paticnt who
had morc than one doctor attending to him/hcr may find that nefore she could perform
the instructions of one spccialist, another spccialist would perform his round and
prescribed other treatment. Nurses reported during the interview that having to attend to
the different doctors took up their time and scnior doctors demand to have their

prescription attended to promptly.

Secnior nurscs must acknowledge the status differences that ex seed between relatives
and junior nurscs and to bridge these differences, a senior nurse should ask the junior
nurse to be procent whenever explanations are given to any relatives so the junior nurse
can pick up information on handling questions and communicating with relatives.
Nurses should be assertive and must posscss adequate knowledge to have confidence to
communicate with doctors’ especially senior doctors or speccialists. Having regular
discussions with the doctors to cstablish rapport can cnhance the relationship and

narrow the status gap between them.

[.ack of communication with patients and relatives.

Patients reportcd communication as important in imparting information and reassurance
to them during their ICU stay. Although most times thcy were sedated, some patients
recalled communications. Green (1996) reported patients on sedation were able to hear
and ths nceded communication. For this reason, many patients interviewed in this
study suggested nurses kept them informed and reported their condition. If nu. es
continually cormmunicate to them, they would feel less threatened and daunted by the

1CU experience.

Communication on thc patient’s part was difficult when they were intubated. Intubation
rendered them specchless and is an important reason for them to be fearful of their
eondition (Ashworth, 1980; Turnock, {991). A patient who had been conscious in ICU
described how she could only receive information given by the nurses but could not
respond due to the intubation. This frus.rated her because of the one way
communication. She eventually became resigned to the situation and accepted it

because she had experienced the same situation on previous admissions to ICU. Other
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studics have revealed that when nurses were not able to translate the intubated patients’
cucs or signs, patients hecame frustrated and helpless (Bergbom-Engberg & Haljamae,
1988; Halsteindottir, 1996, Heath, 1989). This in turn exhausted them and caused them
to give up further attempts at communicating (McCabe, 2004). Communicating

information of progress and reassurance will help alleviate their fear and anxicty.

Patients’ who had been semi-conscious or beginning to gain consciousness in the ICU
after the effeet of sedation had worn off, expected nurses to inform them often of any
changes, These patients who had hovered between consciousness and unconsciousness
hoped nurses would continually remind them of their whercabouts and their condition
so they would be able to reorientate themselves to the surroundings. Often patients
reported that when they had gained regained consciousness nurses tend to spend less
attention to them and gave more attention to unconscious paticnts. This tendency was
reportcd by Ashworth (1980), Turnock (1991) and Alasad and Ahmad (2005). Two
rcasons were cited, conscious patients requircd lcss intensive monitoring (Turmock,
1989} and nurscs were not comfortablc answcering many questions from thc conscious

paticnts (Alasad & Ahmad, 2005; McCabe, 2004; Turnock, 1991).

Although only 19% of thc patients interviewed remembered their ICU stay as they were
conscious, they reported that the communication nurses had provided was insufficient
and too short with no explanation on their condition and progress. Anothcr 57% patients
reported memory of ICU stay upon being conscious a fcw hours beforc being
transferred to the gencral ward, and they too reported littlc or no communication by
nurses. They remembered family members visiting but they could not remcmber the
nurses who cared for them. There were thosc who were aware of their surroundings but
stated that most times they were drowsy and could not remember. Patients who had
gained consciousness reported nurses rarely attend to them as nurses were busy with
other ill patients and if an alarm suddenly activated, this frightened them. Bergbom,
Hatlenberg et. Al (1988) stressed the importance of providing information to patients
based on their study findings where patients interviewed reported feeling secure and
less anxious when nurses communicated their condition and was close to them to attend

their needs.

The relatives were always anxious about the patients’ condition. The findings of this

study noted relatives expressed dissatisfaction with communication particularly
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rcgarding paticnt information. They complained about the lack of information and felt
that most nurses werc at times uncaring. Onc relative reported a nurse laughed and
talked happily while attending to his wife who was unconscious. This left the relative
with the imprcession that the nurses were insensitive to tl e feelings of the relatives and
paticnts. Most of the cthnic groups in Malaysia belicved that whenever attending to a
sick person, one must show respect and sympathy. Even children were told not ‘o be

playful and noisy when around a sick person.

Relatives agreed nurses should impart information to them voluntarily, without being
asked. Most relatives were unsure of what to ask as they did not know what information
they nceded and they were unaware of the patient’s condition. Although many relatives
reported nurses were fricndly and informed them of the patient’s progress, they wanted
extended explanations of medication and medical interventions to anticipate changes.
Most of the relatives interviewed were female spouses or mothers of the patients. More
than half of the relatives intervicwed felt they were unfamiliar with medical
terminologies and procedures as their education was basic and they did not work. They
felt they had no idea what trcatment the medical staff administered to the patient except
that it is to improve their condition. This lack of knowicdge and confidence prevented
them asking pertinent questions related to the patient. They reported that they would be
very grateful if nurses or docturs would cvery now and then inform them of what they
are doing or if there is any change to the patient. If nurses attending to the patient
acknowledged them (relatives) and said comforting words or even mentioned that there
is improvement or likewise to the patient, relatives felt their presence was accepted.
Having such information from the doctors and nurses greatly helped in reducing their
anxicty; especially during clinical procedures and investigations. Relatives with basic
education or who were housewives reported that they felt afraid to confront the doctors
because they do not feel confident to talk to them, but were most happy if nurses
communicatc more to them as they feel nurses were more aware of the changes in the
patient being with the patient all the time. It may also be that the nurses were female

and shared similar roles and social status in the wider Malay community.

This need for information was consistent with other findings (Jamerson et al., 1996,
O'Neill Norris, 1986; Quinn et al., 1996). This aspect of information needs by families
is widcly recognised (Azoulay, 2002; Holden, 2002; Leske, 1986; Quinn et al., 1996). A
study from Hong Kong (Lee & Lau, 2003) with Asian values similar to Malaysia
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identified information and support as very important to families. There is currently no

study conducted in Malaysia on this matter for comparison.

Recalling the support from refatives was instrumental to patient’s well-being as reported
by Hupcey (2000, 2001). Patients felt rcassured upon secing a familiar face when they
woke up and this gave them encouragement. Family support has been described as
important by patients in other studies (Scullion, 1994) and the involvement of family
was said to enhance meaningful communication with the patient (Dyer, 1995b). In
Malaysia, family support is always present when a family member is admitted as the
whole family will come to the hospital with sometimes the spouse or mother setting up

honie in the hospital area.

As mentioned carlier, relatives are vitai in supporting the patient during illness (Lange,
20Nn1) and it was not unusual for a sick patient to have many relatives visiting and each
onc asking the nurse of his condition. These relatives would share the information they
recetved from nurses as cach relatives would wsk different questions depending on their
educational level. This worked well for relatives who were unfamiliar with medical
matiers as they often entrusted their educated relatives to speak on their behalf for
detailed information, if they could not understood what was explained to them by the
nurses. They normally accepted what was told to them without questions even though
they did not understand the information. Therefore, when an educated family member
visited, he/she would be asked to seck from the nurse further clarification on the earlicr
information given. Although relatives were critical of nurses’ communication, they

appreciate¢ he nurses’ care for the patients.

7.2 Participant observation of nurses and ICU milieu.

This section discusses the researcher’s participant observations which took place in
Phasc One and Phase Three. The ICU milieu was only observed in Phase One and
included noise monitoring. The observation was not carried out in Phase Three as the
findings from observing the ICU milieu did not have any contribution to

communication barriers. This includes lighting and noise levels.
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Participani observation

Nurses displayed minimal verbal and non-verbal communication cues to patients during
Phasc One¢ observation. This could be due to their earlier explanation that
communication was most of the time one-way so eventually they “forgot” to
communicate. Touch which has becen advocated as a means of communication (Adomat
& Killingworth, 1994; Cox & Hayes, 1999; Schoenhofer, 1989) was infrequently used.
Customs and religious beliefs of the nurscs may have caused the absence of this mode,
where it was not customary to touch othcr people (Subramaniam, 2005). For the
Muslims, ouching between males wnd females with no family ties is considered
inappropriate while there are no spcers . ostrictions for males and females from other
cthmic groups. As cach ethnic group trics to maintain rcspect with onc another they
avoid transgressing the religious and cultural rights of others. As Islam is the dominant
religious belief, other cthnic groups know that Muslims have restrictions on
interpersonal communication and touch and tend to observe these restrictions in the
general community. Certain European cultures and religions are also wary of close
proximity between strangers (Vcrity, 1990) creating confusion about touch as a2 method
of communicating in a multi cultural setting. This is then considered best dealt with by

avoiding any form of touch, even if known to be therapoutic.

The nurses interviewed did not consider touching as performed during cave delivery
being against the religion and said that if the situation arose like having to touch the
patient in a procedure, they would perform it. They reportcd that they infrequenily
touchcd the patients as it did not seem necessary, clearly indicating the concept of
therapeutic touch was not considered.. Eye contact and sign language was employed
when communicating with conscious patients who were still unable to verbally
communicate due to the presence of endotracheal tube and communication aids like

paper and pen were used with a patient who had been in the unit for 63 days.

It was also noted that brief information on procedures lasting between three to five
seconds was communicated infr .quently to patients regardless of their conscious state.
What the nurses considered communication were mere statements of procedure which
most of the time were spoken without any eye contact. A nurse was observed to have
told the patient she was going to perform suction on him as she was drawing the curtain
to screen him. As the freqrency with which nurses attended to patients was minimal the

opportunity to communicate was limited.
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The above observations from Phase One established that although nurses acknowledged
the importance of coramunication, in practice this was rarely implemented Nurses may
have knowledge on communication but are poor practitioners in this area. A plausible
explanation for the poor practice of communication was the condition of the patients.
As mentioned carlier, the inability to cstablish a two way communication and cye

contact appeared to discourage the nurses from communicating with the paticnts.

A common reason cited by nurses about their lack of communication to patients and
family members was work commitment and the lack of time. This has also been
reported by Ashworth (1980), Stovsky, Rudy, and Dragonctte (1988) and Bergbom-
Engberg and Haljamac (1993). Nurses said they have many chores to attend to and
somctimes could not even finish their work on time, forcing them to stay back for
another hour or more. This was observed by the researcher where the nurses only
. "iene 2d to the patients once or twice during the two hour obscrvations. During another
twelve observation periods the nurses did not attend to the patient at all during that time,
They always had something to do like assisting their colleague or performed other
duties. There were many non- nursing duties nurses were cxpeeted to do, a problem also
recognised by Harrison (2002). These included the indenting of drugs and lotions,
collecting supplics from the store, tracing laboratory results and radiological films.
Nurses also accompanied patients for special radiological cxaminations and when
patients werc transferred to another hospital. Attending to the doctors from different
spccialties for their patient took up a lot of nurses’ time and there were accompanying
trcatment orders and investigations that had to be attended to. The problem of “other”

dutics was highlighted by nurses in both the hospitals.

It was observed that nurses with less than two years’ experience were the majority of
nurscs rostered to one of the ICUs. These newly graduated nurses accounted for more
than 40% of the total staff population in this particular ICU (Hosp B). They reported
they lacked confidence in communication as they did not have any experience to
support them. They nceded time to Icarn about the machines and precedence was given
to the technical aspects of machincs rather than the patients. This has been reported by
other rescarchers (Albarran, 1991; Bamard, 2000; Baker & Melby, 1996, MeCabe,
2004; Salyer, 1985; Wojnicki-Johansson, 2001 ).
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The participant observation of Phase Three took place after participating nurses had
been given the education program addressing the communication barriers identified in

Phase One.

The nurses observed in this phase were more forthcoming with their communication
activitics. Although the patient situation was similar to the first observation phase where
there were no more nurscs to care for them, the nurses communicated cach time they
attended to the patient. Nurscs were more deliberate in their action and were obscr ed
to have touched the patient’s hand and looked to the patient’s face cven though the
paticnt’s cyclids were closed. Although nurses did not employ touch as a mears of
communication in Phase One perhaps due to cultural and religious practice, this lack of
touch was not apparent in Phasc Three observation. Nurses were observed to touch and
cstablished eye contact with patients morc often than before. Thus, as reported by
(Ashworth, 1980; Mohamed Hatta, 1999; Stanton, 1991) the usc of touch as a form of
communication to provide support, comfort, sccurity and reassurance to patient in the
course of duty should be encouraged and acceptcd within this cultural and clinical

context.

The contents of communication were more claborate where explanation on the
procedurcs was given. There was a nurse who cven informed the patient of the day and
time bcfore explaining the procedurec. This demonstrated that the communication

education has made a positive impaet on nurses.

The time spent on communication remained short, betwecen 7 to 15 seconds, but was
longer than that observed in Phase Onc, which was between three to ten seconds. Older
patients were addressed by ‘uncle’ or auntie’, a common sign of respect for older people
amongst Malays, and younger patients by their name. Calling patients by name or
designation gave a personal touch to them and the relatives felt this shows a more
personal approach to care. The short time spent communicating was perhaps due to the
unresponsiveness of the patient where nurses dc not wait for a response to continue
communicating. Crotty (1985) considered communication under two minutes too short
to impart information and to receive any response from the patient, especially those who

were under scdation or critically ill.
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ICU milieu

The obscrvation of the [CU milieu considered environmental factors that impacted on
communication. The cffect of noise and lighting on the patients’ ICU stay has been
documented (Gelling, 1998; Kawada & Suzuli, 1999; McLaughlin et al, 1996; Stanton,
1991) and noted to havc partly causcd ohysiological as well as psychological
disturbances. The ICU syndrome is one example of psychological effect attributed by
many factors including noise. While many studies found noise was as a factor
contributing to thc occurrence of slcep disruption, one study (Gabor, 2003) concluded
that noise accounted for only 30% of slecp disruptions in the ICU.

In the present study, the rescarcher noted that nois~ had been mentioned as a concern in
the ICU but did not directly affect communication although therc werc conscious
patients who commented that it did affect their sleep. Among the main sources of noise
were the nurses and staff themsclves who talked loudly and the noise from the
monitoring devices and air-conditioning unit of Hospital A. Noise from staff
conversation had been described by paticnts as a nuisance but did not affect their ICU
stay as most of the timc they were sedated. Patients commented on the noise which they
cxperienced when they were conscious in the unit. Once patients had regained
consciousness they were transferred out of the unit within a day or two, so the impact of

noisc on patients’ rest was limited.

Interestingly, it was nurses who mainly commented about the noise in the unit. This
was attributed to the number of staff on the unit and the noise level of their own
conversations. They realised this was a negative aspect of ICU care, but cited the
unresponsive state of the paticnts had caused them to forget they created a lot of noise

while on duty.

The noise level indicated measurcments between 64dB to 101dB which was considered
high in comparison to international standards of 40dBA- 45dBAs (Akhtar, 2000;
McLaughlin et al., 1996; Stephens, 1995). Noisc level was recorded in the higher range
during doctors’ rounds, passing over reports in the aftemoon and visiting hours. Staff
must be informed about the effects of continuous exposurc to high noise which is
detrimental to patients’ well-being due to sleep disruption and sensory overload

(Albarran, 1991).
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Lighting was also mentioned by a small number of conscious patients as a factor
contributing to discomfort in the ICU but not affecting communication. The relatives
reported the lighting was adequate and not a problem for them. The patients who had
been conscious in ICU and who h~d been lying supine felt the discomfort of having the
bright lights glaring down on them and for some this cquated to continuous daylight.
They could not discern night or day. As for the nurses, they usually switched off the bed
lights if not attending to the paticnt. This was a problem in Hospital B where the lights
were controlled by a single switch which lit the lights of one side of the unit and another

switch controlling the other side of the unit.

The discussion above has highlighted some of the barriers to communication as
experienced by nurses, patients and relatives from the two ICUs studied, in particular
clinical status of the patient, staff werkload, staff shortages, staff cxperience,
hicrarchical status of staff and relatives, technology and soeio-cultural aspects. The

following discussion focuses on the rescarch questions posed in Chapter One.

7.3 Answers to Research questions

Research question 1

Current pattern of communication of a multicultural ICU

As mentioned above, although the nurses and patients were of different ethnic
backgrounds, this was no hindrance to the use of the common Malay language as it was
well understood by the patient sample in this study. Should patients faced difficulty in
understanding. relatives were on hand most of the time to help in translation, which did

not ocecur in the present study.

Nurses who were not knowledgeable about the beliefs and religious practices of other
ethnic groups could casily scek assistance from colleagues from within the unit. it is
usual for a Malay patient to seek a Malay nurse to discuss matters that have religious
implication and vice versa for a Chinese patient or an Indian patient. During the study,
the rescarcher only encountered one relative who commented that she felt
uncomfortable when she asked an Indian nurse to offer water that had been religiously
chanted to the paticnt, fearing it could lessen the intended effect as the nurse was from
another belief. Other rclatives and patients did not mind whoever delivered any

religious offering meant for them. Nurses of different religious backgrounds willingly
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aliowed the relatives to offer prayers or practice their rcligious rites as long as such

practices did not interfere with preseribed medication.

Rescarch question 2

Recollection of ICU patients of their 1CU experiences

Most naticnts interviewed could not remember their stay in the unit. Patients lamented
their memory loss due to sedation. They were prescribed Midazolarr. which resulted in
temporary loss o1 short term memory (Hirshman et al., 1999). Besides the sedation,
paticnts citcd drowsiness ard being asleep most time as reasons for the loss of memory.
Only four patients (19%) remembered their ICU stay as they were conscious during that
time. This was contrary to the findings of others (Bergbom-Engberg ct al., 1988; Green,

1996) who found 52% -92% of patients interviewed remembered their ICU stay.

Paticnts could not provide much information about their ICU stay as they usually were
transferred to the ward upon awaking from scdation. The main cxeccption was a lady
who was conscious all the time in [CU. She described the nurses as busy all the time
and occasionally would ask how she was getting on when they passed her bed.
Although she regretted the nurses did not have time to communicate to her, she
accepted it as they were busy. Another paticnt who remembered her stay was a 19 year
old girl who had surgery. She remembered her stay in the unit but was not able to
rccognisc the nurses as she had to lic flat and could not discern the nurses’ face. She
reported dissatisfaction with carc given as most times she had to yell for the nurses as

they scldom attended to her.

The rescarcher was not ablc to gather information from patients on nurses’
communication becausc patients interviewed could not remember their stay despitc
interviews being conducted soon after their discharge from the unit. Only thosc who had
gained consciousncss and remained in [CU for sometime could vaguely remember that
nurscs spoke to them but not the details of the communication. This was contrary to
findings by Bergbom-Engberg, Hallenberg et. al {1988) who conducted interviews by
phone to patients six months post discharge from ICU and more than 50% could
remember their stay. These patients nccded respiratory treatment and were conscious

during their stay.
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Research question 3

The environmental factors that influence patient communication in an [CU

Although the nurses, relatives and patients commented on some of the environmental
factors like noise and lighting as shortcomings that were present in the ICU, these were

not reported as directly affecting the communication between nurses and patients.

The environmental factors mentioncd above contribuied to patients and nurses
discomfort but did not affcct communicationn among both partics. None of the
participants voluntarily highlighted the influence of these cnvironmental factors during

the interview until the rescarcher prompted the questions on environment.

It is therefore appropnate to conclude that for this study the environmental factors like
noisc and lighting were not considered to be a major barrier lo communication as
described by Gelling (1998). However the discomfort and disruption te rest patterns
remains a concem. As paticnt stay in ICU after regaining consciousness is short, the
disruptions to rest patterns arc minimised. Usually it 1s a matter of a couple of hours

before the patient is transferred to the wards after gaining consciousness.

Research question 4

Communication related experiences the family members had while visiting the patient in
the ICU

Both positive and negative comments from relatives on their communication
cxpericnees with nurses were reported. Most relatives reported they were happy with
the nurses’ communication and had no comments. When nurses tell them the patients
were fine, answered their questions, and were friendly to them and most importantly
were not angry for asking questions, these werc considered indicators of good

communication by relatives.

Relatives expressed gratitude that nurses were approachable compared to the past. but
hoped nurses could be more forthcoming with patient information. Before 1990s, nurses
in public hospitals were frequently reported to be fierce and unapproachable (Chua,
2000) and this was also mentioned by onc of the patients interviewed (DMat#21).
Relatives reported that it was not sufficicnt for nurses to just tell them the patient was
fine, aslcep or not responding. She should know about changes to the patient’s

condition record and decisions made by the doctor as she was the privileged person
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caning for the patient. Relatives whu were dissatisfied with nurses reported that nurses
lacked knowledge about the patient and were not helpful to their needs. A relative who
was an educated lady rcported nurses did not know about her mother’s care and refused
to answer her guestions. When nurses were asked about this lady, the nurses said she

was a very difficult client to handle and one they were not confident to deal with.

Although the ICU staff and relatives were of mixed etiinic group, no problem with
language was reported or observed. They all could speak and understand the official
Malay language cven though some spoke haltingly. Cultural differences were not found
to be a problem and nurses were sensitive to the different practices of the different
cthnic group. Neither nurses, relatives nor patients cited any problems with religious

rites.

Research question 5

Main facters which influence communication in a multicultural I setting

The majority of the patients, relatives and nurses were Malays, language did not appcar
to hinder the communication activitics. The few patients from different cthnic groups
did not encounter any language difficulty as they could all converse in Malay or
English. The availability of assistance in translating cither Malay, Chinese or Indian
language by relatives when nceded cased the challenges associated with different

cultures in Malaysia.

The cultural backgrounds among the different ethnic groups were not repo teu ac a
deterrent to delivery of care as nurses were sensitive to the different cultural needs of
each of the three major cthnic groups in the country. Although the researcher
anticipated some cultural and religious differences in the study, this was not apparent at
all from the reports of all the participants. Malaysians are generally tolerant to the many
different ethnic groups and political and community lcaders have always encouraged
integration, cspecially when the different cthnic groups celebrated their various
festivals, where all will celebrate together (Culture of Malaysia, 2007). Nurses only
cited differences in culture and language among the foreign patients who were admitted
to the unit. They madc up 8% of the ICU population. Such foreigners similarly
experienced language barricrs as reported by Danilowicx and Gabriel (1971) and
Anthonypillai (1993) where the minority ethnic group faced difficulty communicating

with the English speaking community.
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Research question 6

ICU nurses’ perceptions of the communication needs of ICU patients

Nurses acknowledged the importance of communication to ICU patients but reported
that it was newlected due to the unidirectional mode; the lack of time due to heavy
workload; and preecdence of physical care over psychological care. [f the patient was
conscious and able to respond, communication occurred more frequently. This is
congrucnt with findings reported by Ashworth (1980), Tumock (1991), Elliott and
Wright {(1999) and Alasad and Ahmad (2005) that nurses communicate morc to

responsive paticnts.

Unresponsive patients were communicated to less frequently but nurses reported they
felt this did not compromisc their care. There were 55 (66%) nurses who reported they
seldom communicate with the paticnts in the questionnaire and 26 (31%) rcporting they
communicate with the paticnts. Duning the obscrvation periods, nurses were noted to
attend to the paticnt on average twice during the two hour obscrvation, with some
patients not being attended to at all during the obscrvation period as their hourly
obscrvations were just rcad off the monitors, meaning cven less communication. Very
ill patients were attended to more frequently (f they had more monitoring devices
attached, but at each attendance the nurse checked the recordings of the device with no
verbal communication initiated. The nurses in the study were obscrved to attend to the
machines when the alarms triggered but did not pay any attention to the patient or
explain why the alarms triggered, a finding also reported by Ashworth (1980) over 25

ycar ago.

Nurses' reliance on technology to assist with care tended to reduce the stimulus and
opportunity to communicate with paticnts. They did not necd to inform patients of
impending monitoring procedures like taking their pulses or blood pressurc. The
ventilator scttings showcd the patient’s breathing rhythm and they did not need to check
with the patient if he was breathing comfortably. Newly graduated nurses spent more
time attending to machines than patients. They lacked the experience to recognise
physical signs of deterioration of the patient and relied on the machines. Experienced
nurses on the other hand were able to usc the machine as an extension of their skills in

recognising the changes in sound or the displayed recordings to reflect the patient’s
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condition (Ashworth, 1990). They did not give communication a priority as observed in

the participant observation

Research question 7

Strategies developed to improve nurse communication in ICU

The cducation scssion with the nurses in ICU was onc of the approaches cmployed to
help improve communication in the ICU. [he inclusion of thc nursc managers in
discussing the identified barriers was one way of cnlisting their support and their
involvement to muster their staff for the education program. It also brought to the

managers’ attention issues identified in Phase Onc of the study.

The researcher proposcd the following strategics to improve nurse communication in
the [CU, among which included continuing education, role modelling, rcading rescarch
articles and for nursc managers to play an active role in addressing communication as
an imporant aspcct of ICU carc. The rescarcher identified role modelling as an
important clement to assist education as she observed nurses were compliant if the

proposcd change were initiated by authoritative personnel like the nurse manager.

Of particular imporiance for this study was the presence of high numbers of newly
graduated nurses in the two hospitals. They reported their lack of communication
knowledge and experience during the interviews. Their incxperience at least has the
advantage for training as they would not have to ‘unleam’ their previous expericnce and
have not been exposed to “incorrect’ practices. Although communication was taught in
the nursing program, the importance of communication to ICU paticnts among new
nurscs must be emphasised 1o new nurscs to prevent them from being overly dependent
on machinery for patient care (Wilkinson, 1992), To effeetively communicate, nurses
need to b~ facussed on caring for their patients, have a conducive environment and
support from m. 1agement (Chant et. al, 2002). The Nursing Division of the Ministry of
Healt » Malays  (Abdullah, 2006) has introduced etiquetie for all public hospital nurses
to practive 1 2006 where nurses are encouraged to smile, greet, and be courteous and
responsive o patients and relatives. An award is offered annually to an individual and
nursing department voted having demonstrated these virtues by their clients. The first
award was presented in March 2007 and the researcher was asked to be the chairperson

for the selection committex:.

151



Research question 8

Strategies nurses use to meet the patient’s communication needs.

There were very few conscious patients in the ICU for as soon as the patient gained
consctousness they were transferred out to the ordinary wards. Therefore when nurses
were asked about the subject of their communication strategies to meet the patient’s
needs, their immediate response was there were few instances where these were needed.
The participant observations revealed the conscious paticnts were too exhausted to
make any communication cfforts to the nurses while the nurses were rarcly by the

paticnts’ bedside to notice if they needed assistance or to make communieation efforts.

The focus group interview disclosed the nurses’ knowledge on what communication
aids can be employed to help patients like pen and paper, sign language and verbal
communication wherever this was suitable. The nurscs assessed the communication
nceds of the patient and would usc available mcans to communicate, usually

incorporating the above mentioned methods.

Other strategics employcd by the nurses were getting relatives to discuss with patients
what their needs were. This rarely occurred but it was usually with patients of different
ethnic backgrounds and the elderly as relatives were more aware of the individual
nceds. Nurses asked relatives to touch the patient and communicate prayers and their
religious practice whenever they visit This aspect of social support to the patients was
reported by Hupcey (2001} where patients in the study expressed that their needs for
interaction with rclatives and loved ones were important. Hafsteindottir (1996) also
reported the positive impact relatives have on the paticnts when they communicated to

them.

Research question 9

How the educational module improved nurses knowledge on communication.

From the focus group interviews of nurses who attended the teaching session, the nurses
reported that it had augmented their knowledge in communication and re-enforced its
importance to patient care. It was not new knowledge to many of them as they have had
communication lectures before, but the lack of emphasis on communication practice

relevant to ICU made them forget its importance.
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The education module gave the nurses options for the various approaches to
communication. The teaching modc that incorporated vanious learming mcthods
(Knowles, 1980; Masui & D¢ Corte, 2005; O'Shca, 2003) paved the way for discussions
and learming from cach other. As was noted in Chapter Six, nurscs were satisfied with
the conduct of cducation program and gave positive cvaluation of the program. It
reminded them of their past knowledge on communication, particularly the senior
nurscs who had attended communication seminars before. This fisuiled a renewed

desire to practice ¢ffective communication and to supervise the new staft.

The rescarcher felt that informing the nurse managers of her findings and getting their
support was another way to ensurc the education program contributed to the nurses’
awareness and willingness to improve their communication skills. As reported by other
rescarchers (Albarran, 1991; Ashworth, 1980; Bowles, 2001; Crotty, 1985; McCabec,
2004) the education on communication should be an on-going matter as continuing
cducation helped to reinforee existing as well as new knowledge (Masui & De Corte,
2005; Sparling, 2001). This is an avenue for nurse educators and managers in Malaysia
to scek appropriatc modcs of communication education to improve nurses’
communication skills. The suggestion is timely in view of comments by the Dircctor
General of Health in Malaysia (2006) criticising nurses about their communication

practices.

Summary

This chapter has discussed on the findings from Phase One and Phase Three of the
study and has addresscd the research questions poscd in Chapter One. The results of the
findings havc identificd the lack of communication between nurses, patients and
relatives in the two participating {CU. This was consistent with several areas discussed
in the literature review. The contributing barriers to communication were then
prioritised and those that were amcnable to change formed the contents for the
cducation program of Phase Two. Phasc Three evaluated the effects of the education

program on the participating nurses’ communication activities.

Clinical status of the patient, staff workload and staff shortages, and staff inexperience
were identified as the most common communication barmers in this study that
significantly impacted the nurses’ communication activities. Despite all these barriers

being identified by other researchcrs over the last two decades (Albarran, 1991;
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Anthonypillai, 1993; Azoulay, 2002; Belitz, 1983; Bergbom-Engberg & Haljamae,
1993; Borsig & Steinacker, 1982; Burlew, 1981; Harmison, 2002; Heath, 1989; Hupcey,
2000; Llenore & Ogle, 1999; McCabe, 2004; Rosenthal, 1996) along with Ashworth’s
(1980) landmark study, werc problems with communication between nurses, patients
and relatives in ICU are still reported (Alasad & Ahmad, 2005) and was found to be a
major issuc in this study. The factors contributing to poor communication remained
similar too, particularly patient’s clinical slatus, staff workload, expericiice and

technology (Alusad & Ahmad, 2005).

[n this study the researcher implemiented an intervention phase followed by an
evaluation phase. The intervention phase of cducating nurses on way., to ameliorate
communication barmers was positively evaluated by the nurses. The participant
observation of Phase Three reported positive changes in the way nurses communicated

to the paticnts.

Although environmental factors like noisc and lighting were rcportcd by some
researchers as contributing factors to poor communication (Chew, 1986; Dyer, 1995b;
Weich, 1992; Wojnicki-Johansson, 2001), this study reported little evidence of these
being major factors. Environmental noise and lighting were experienced as a discomfort
for very few patients; all (he other patients were unaware of the noise and the lighting in
the unit as they wer > sedated or unconscious most times. Likewise, cultural differences
and religious belicfs vid not substantially affcct communication as was anticipated by
the researcher and reported by other researchers (Anthonypillai, 1993; Blackford. 1997,
Danilowicx & Gabriel, 1971; Josipovic, 2000; Orb, 2001). Nurses, patients and family
members did not consider language as a hindrance to effective communication. Even
the elderly Chinese Malays or Indians who could not converse well in the Malay
language always had someone from the family to assist, re-enforcing the important role

families and relatives play in caring for critically ill patients.

The observation of nurses following the education program showed that they attempted
to improve thei~ quality and quantity of communication. It is premature to make any
concluding remark on the effectiveness of the education program because a single
education session will not necessarily cement change in the attitude of nurses. Perhaps
an evaluation of the education program two months later would have given more

reliable information on the effects of the program. If there is a mechanism whereby the
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senior nurses could influence the junior nurses and be role models in communication
wiln the support of the nursc managers, it may be poss.ole to enhance communication

over a sustaincd period of time.

Finally this study has demonstrated the worth of implementing an intervention and an
cvaluation phase towards iniproving communication, as it gives the researcher an
insight to the possiblc approaches of iriproving communication if she were to conduct a

communication cducation program at her place of work.

7.4 Limitations of the study
The study has scveral limitations included the attrition of nurse participants, potential
obscrver bias, instrument rcliability statistical power, time and generalisabtlity. These

arc explained in morc detail below.

Attrition rate of nurses

The nurscs’ small samplc in Phasc Two was duc to the difficulty of gathering nurses
who had participated in Phase Onc to be on similar shifts for the education program.
The conduct of the education program was done over two separate days and morning
~hift nurscs were not willing to stay back after their duty hours to attend. The unit
manager informed the nurses the education program attended would be included as part

of their continuing professional development for their annual appraisal.

Observational study bias (Hawthorne effect) on the study

A limitation that frequently affected observation type of data collection was the
Hawthome cffect (Leathart, 1994, Litwin, 1995; Polit & Hungler, 1995, Westbrook et
al. 2007) whercby those being observed modified or changed their behaviour in

response to the preserice of the observer.

The Hawthome effect was not observed in this study as the nurses were used to being
observed for other siudies conducted in the ICU. A week prior to the study they were
observed for the Quality Audit which occurs every six months. Nurses’ informed the
rescarcher they were used to being observed by people from other organisations

conducting various studies in the unit.
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Reliability testing of instruments

This was the first :ime a study on communication in [CU was conducted in Mataysia
and the researcher adapted an instrument uscd in another study to suit the local need.
The questionnaire adapted has been tested in the other study and only minor changes
were incorporated. The semi-structured questions for the in-depth interview were

cxhaustive 7 nd explored on most of the factors related to communication.

Evaluation of education program

This is another limitation to the study. As the evaluaticn program was conducted one
week after the seccad observation and in-depth interview, the results were inconclusive
even though the researcher reported chang  'n .ac nurses’ communication. Another
cvaluation conducted after two months shou.u nave been done to justify any change in

communication practiccs by nurses.

Relatives’ trustworthiness of providing data

The data from the relatives were trcated with caution and may not reflect what their
intention. Most relatives were reluctant to openly criticize the nurses” communication as
they felt gratitude to what nurses have done to the paticnts who were very ill. The
concept of gond communication is opened to criticism as well as the relatives interpret
it as being friendly, smiling and answenng their questions when asked. This was a
change as to what has been in the carly [980s wherc nucses from public hospitals were

considered fierce and unfriendly.

Size of ICU and sample

The study was conducted in two state funded hospitals which although were typical »f
public health focilities in Malaysia may rot be representative of ICU across Malaysia.
The small sample size of nurses, paticnts and relatives in i€ study restricts the

researcher’s ability to generalisc to the wider population.
Furthermore the study was conducted in the ICU of two public hospitals and may

therefore not be representative of the ICUs in private hospitals and the semi-govemment

hospitals.
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Power relations of researcher, patients and family members

The rescarcher who was a nursing tutor for the ICU course was considered a senior stafl’
member as some of the nurses was her previous students, Others still remembered the
rescarcher from previous associations. The rescarcher felt that though this has an
advantage of being accepted by the staff, on the other hand, rurses might not be
communicating the actual problems with communication. The rescarcher has informed

them to give their honest opinion to improve nursing condition in the future.

The tecling of gratitude to nurses by patients and family members may be a factor for
them to be hesitant in passing any negative comiments on nurses. In the initial stage of
the interview both the patients und family members were wary of the rescarcher's role
and designation in the health tcam. The rescarcher had to explain more than once in
some cases that she was not a staff member on the unit and the purpose of the study was
to explore their fectings on communication with staff, This was to thwart off any fears
the patients and family members have and assist them in describing their actual feelings.
As the interview progressed the patients and family members fclt comfortable and they

tatked freely, but some still displayed caution.

Recall bias
A further potential limitation is the patient’s recall bias. It was overcome by
intervicwing the patient soon after he/she has settled in the ward post-transfer from 1CU

and they have regained their composure.

Limitations of in-depth interview translation

Interviews were conducted in Malay or mixed with English to all participants.
Translating to cxact meanings might be distorted sometimes as ccrtain meanings were
difficult to translate. The rescarcher sought the assistance of a qualified language
teacher to verify the interpretations. Words which do not have exact translation were

translated verbatim.

Anothcer point considered was the relatives might be tired from the long and continuous
stay in the hospital and in addition were worricd about the fate of the patient, that they
may not focus their attention to the irterviews. This was reflected in the monosyllable
answers they gave and the rescarcher had to probe for extended information. The

rescarcher asked the relatives to state the suitable time for the interview. The relatives
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preferred the intervic - before or afier visiting hours. During visiting hours there will be

more family members around and they preferred to be with their familics.

Relatives who felt they have not been entertained appropriately by nurses took the
opportunity to report the communication of certain nursces as is the case with three

relatives wbo were not satisficd with the nurses’ communication,.

Time
Time was a constraint for the rescarcher. If an extended time was available for the data
collection, the rescarcher would be able to include more nurses and approached more

paticnts and relatives for a bigger sample.

Distribution of g..estionnaire for Phasc Three was carried out by the unit managers as
they kncw the dutics of the staft named. The rescarcher did not engage an extcmal
helper to distribute the questionnaire as the person may face difficultics identifying the

staff concemed.
Despite the limitations mentioned, this study has contributed new information on

communication barriers in a Malaysian setting and could be used for as reference for

future study.
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CHAPTER EIGHT

Conclusions and Recommendations

This study has provided uscful insights in understanding the barriers to communication
in [CU in Malaysia. Even though it was the first study on communication barriers
conducted in two public hospital ICUs in this country, many of the findings concurred
with those reported by nurse rescarchers from other developed countries. Language and

cultural differences among the nurses and clients was not a

[n concluding, the rescarcher has proposcd recommendations based on the rescarch
findings to assist nurses with communication so they can work more effectively in the
delivery of patient care in the [CU setting in Malaysia. The recommendations hold
rclevance for bed side nurses, managers, cducators and principal personnel in nursing

1nd health officials who arc policy-makers.

8.1 Conclusions

This study has deseribed and identified the communication barriers between nurse and
client in an ICU sctting. The lack of communication identified was related to the
clinical status of the patient; staff workload, shortage and inexpericnce; hierarchical
status of staff and relatives; and technology. Factors amenable to change likc staff
workload, hicrarchical status of staff and tecechnology were incorporated in an education
program o nurscs followed by an evaluation of the education program on nurscs’
communication. Nurscs who attended the education program demonstrated positive
changes to communication and were more aware of the need to communicate to

paticnts.

Whilst other barricrs like clinical status of the patient, staff expericnce and staff
shortage cannot be dircetly addressed by the rescarcher, they were key issucs impacting
on the cffectiveness and willingness of staff to communicate with the patients. There is
a nced for the management and personnel in authority to support and initiate
incremental changes that can address staff shortages and plan for more post graduate
cducation for nurses working in ICU. Personnel involved with nurse cducation should

plan for a comprehensive communication syftabus incorporatcd in the post graduate
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curriculum and makc available short courscs on communication as an in-service
cducation program conducted periodically to [CU nurscs.

The literature  suggested nurses communicated poorly duc to the unilateral
communication mode and in this study, this unilatcral mode not only ccased
communication to paticnts, but for somc nurses it was forgottcn as nurses placed
cmphasis on the physical care and technology. Besides the unilateral mode of
communication, lack of time, heavy workload, staff shortage and incxperience were
reported as other reasons for lack of communication. In particular, inexpericnced nurses
allotted more time to learning the machines than attending to the psychological nceds of
the patients. Communication aids like pen and paper and occasional sign language wcre
the mode of communicate used with conscious paticnts who remain intubated dunng

their conscious state.

Although many patients reported they had few memorics of their ICU stay and could
not remember any communication with nurses, they hoped nurses would communicate
and keep them informed of their condition to relieve anxicty. They reported the need
for detailed information of their condition and were willing to participate in planning
their care. Although most of the ICU patients arc scdated and appear unconscious, it
does not mcan they are not aware of their surroundings. They should be continually
informed of their condition and their orientation to time and place so as not to losc
touch with reality and to allay their fears and anxicty. The patient’s state of not being
responsive should not be mistaken as a sign of unconsciousness and therefore the need
for eemmunication should not be neglected (Alasad & Ahmad, 2005; Gelling, 1998;
Hagland, 1995).

Relatives expressed their nced for detailed and frequent communication of the patient’s
condition and requested nurscs to voluntanly impart information to them. The study
identified that relatives proposed nurses should voluntarily impart information to them
as they did not know what pertinent questions to ask. Although relatives reported nurses
were communicating, friecndly and obliging in answering queries about the patient’s
general condition the content of communication was insufficient to inform them about
the patient’s condition. [t lacked depth and content with no information on what had
been done or planned for the patient. ICU nurses should pay particular attention to the
communication needs of relatives as they witnessed the patient’s critical condition.

Relatives who are adequatcly informed of the patients’ wellbcing will be more
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cooperative. They will be able to assist nurses in overcoming the state of fear and

anxicty the patients feel as well as for themselves.

For the educated relatives, nurses need the confidence and knowledge to communicate
and attend to the relative’s queries regarding the patient’s progress and condition. They
should be allowed to disclosc related information regarding the patient’s gencral
condition and progress. The rescarcher identified the importance of meeting the
communication nceds of the family and acknowledged their important role in providing

support to the paticents.

The diverse ethnic, cultural and cducational background of the family members pose a
challenge for the nurses to manage in public hospitals. Nurses need to be aware on the
different psychological and spiritual necds of the various cthnic ¢roups to avoid
misunderstanding in religious practices. Even though the rescarcher thought that the
multiracial and multilingual nature of thc nurses and patients would impose some

difficulties on care and communication this was not found to be the case in this study.

Communication has been recogniscd as a corc compcetence required of a nurse in patient
care. This is especially so for the cnticaliy ill patients and their family members who
already feel intimidated with the ICU environment. Patients and family members have
to accommodate to the many stressors of [CU stay as mentioned by the patients and
relatives when interviewed and they need avenues to communicate their concern. The
relatives and patients request that nurses communicate morc wcre indicators that
currently there is lack of communication by nurses. This was reported by the Director
General of Health who received complaints from patients and relatives that nurses do

not communicate (Bernama, 2006).

Although this study revealed that environmental factors like noise and lighting did not
impact on communication by the paticnts and relatives, the nurses on the other hand
indicated that noise from the machines partly contributed to their loud voices when
communicating with their colleagues. This in turn contributed to the high levels of noise

in the ICU, which caused some discomfort to the conscious patients.

Nurses who participated were found to be receptive to the changes proposed through the

education program and there was a change in their communication activity suggesting
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that on-going cducation on cominunication could improve communication practices.
Nurses’ should always be prepared to provide good and cffective communication to
clients a: it has been reported that cffective communication transcends physical and

physiological care of the patients (Belitz, 1983; Blacher, 1997; Dyson, 1999).

Being at the frontline of patient care in ICTJ, nurses have numerous communication
responsivilities to paticents, relatives and other healthcare staff. Nurscs arc always the
first health professional to be approached by relatives and if nurses arc not prepared for

communication, they may resort to being evasive with relatives.

Continuing education is a way to regularly remind nurses to communicate and keep
them informed of any current trends in communication. For the newly graduated nurscs
it is an avenue for them to update their knowledge on communication in the contex! of
intensive care nursing. Confidence in communication allays inexperienced nurses’
doubts when communicating with sen.or medical officers and educated or eminent
relatives. Assigning a senior nurse to attend to relatives’ queries may rclieve the
pressure on young and inexperienced nurses as well as provide a2 role model for junior

nurscs.

The preparation of nurses working in the {CU should give due consideration to
communication issues as identified in this study. This is particularly important for
newly graduaced nurses who have no exposure to the critical care arca during their
training. They have to adapt themselves to the role of a new graduate, try to masler
skills associa‘ed with ICU care and learn about thc many technical support devices on
the unit. They also face the anxious family of patients with life threatening illness.
Nurses who are well prepared and experienced do not suffer the emotional disturbance
associated with these situations and remain working longer on the unit (Bergbom-
Engberg & Haljamae, 1993; McCabe, 2004). Senior staff will not be as heavily
burdencd with the role of mentoring junior staff, which distracts them from the
opportunity to communicate with patients and relatives (Alasad & Ahmad, 2005; Borsig
& Steinacker, 1982; Topf & Dillon, 1988) .

There should be greater collaboration with the doctors to agree on matters that nurscs
can discuss with family members and those that nced to be referred to the doctors. This

poses challenges to young nurses as they lack the confidence and knowledge to attend
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to family members and scnior medical staff. Thosc in nurse leadership roles will need
to initiatc this process. The interest shown by the nursing administrators of the ICUs
were commendable. They cxpressed their concern about the findings and agreed to

support initiatives aimed at addressing communication problems in ICU.

8.3 Recommendations.
The recommendations proposcd are meant to amecliorate the communication barriers
and nstilled appropriate communication behaviours among nur: es which can only be

possible with continuous feedback and education.

The {ollowing recommendations have been proposed to improve communication of ICU

nurscs.

Recommendz..on 1

Addressin« staff and workload barriers

Health . _.ucrs have to address the shortage of [CU nurses. Whilst nurses have been
criticised for their lack of communication, when workloads are unrealistic, then patient
physiological demands bccome a priority. Nurse Menagers nced to cnsure the
designated quota cf staff for the unit is employed so that the nursc patient ratio of 1:1 is
obscrved for ventilated and highly dependant paticnts. This allows nurses to spend time
with their patients, kiow the relatives and asscss their communication needs cffectively.
Currently nurses have morc patients to carc for and they have to assess the physical and
physiological nceds which are considered more important, thus lcaving the
psychological nceds unmet. Sometimes the nurse will be busy with her other patient or
assisting her colleague, thus missing the opportunity to meet the relatives when they

come round.

Nurses havc identified time as the most crucial factor impinging on their
commurication activities. They wcre often burdened with many responsibilities that tefl
communication as less of a priority compared to the physiological and physical needs of
the patient. In the current study settings nurses were asked to trace laboratory results,
fill requisition forms, collect supplies from stores, collect pharmaceuticals from
pharmacy, contact doctors and many other non nursing duties which took up a lot of

nursing time. This caused nurscs to be away from patients and unavailable for relatives,
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As mentioned by a few patients who had gained consciousness in the ICU, they were
not able to see the nurse attending to them as the nurse seemed to be busy performing

other chores. Many of these tasks could be covered by clerical support in the ICU.

Nurse Managers could makc arrangements with the staff tn allocate time each shift to
mect with the relatives and brief them about the patient’s progress without waiting for
them 1o ask. This would allow the nurse to be prepared with facts about the patient’s
data and prevent them being caught unaware with questions that nurscs could not
answer. When a nursc has to defer answering a question to check with another person,
the relatives form a ncgative impression of that nurse. [t has been reported that when
nurscs impart pertinent information to family members before the family ask questions,

the satisfaction ratc is higher (McCabe, 2004).

Even if thc nurscs are given extra time and cducation to improve their communication,
applying the skills in practice may be ha.npered by factors like lack of role models and
support from superiors. The incxperienced nurses and the new graduates who form the
majority of staff in thc ICU nced support and guidance from the scnior nurses and nurse
managers to perform effective communication. Assigning a senior nurse as a nentor to

junior nurses is a widcly accepted approach to dealing with this issue.

The nursing report of the patients should doeument what has been communicated to
them and relatives during each shift. This helps other nurses identify the continuing
communication needs of thc client while the nursc managers can evaluate the

communication activities of nurses.

Another arca discussed in the previous chapter related to staff barriers is power, social
and hierarchical status between nurses, doctors and relatives. Improved relationships
between doctors and nurses can be achieved with frequent meetings and discussions on
the expected role of nurses and doctors. Clear role definition of each staff category with
mutual respect for each other and emphasis on teamwork is crucial to improve the
relationship between nurses and doctors, particularly senior doctors. Although the
differencc in role and status is stil! reported in present times the occurrence is reduced

(Tate, 2003).



Recommendation 2

Education for nurses

Much has been written about communication education in response to the ineffective
communication skills of nurses. These studies (Ashworth, 1980; Chant ct al, 2002;
Dyer, 1995b; Heath, 1989; Turnock, 1991; Wojnicki-Johansson, 2001) have all
advocatcd that nursing education should emphasisc communication skills for nurses
from basic education through to post graduate training. Despite these suggestion, and
changes in curriculum, there is still dissatisfaction with communication between nurscs
and their clients as evident in the present study. This should inform nursing leaders and
teachers that teaching communication should not end in the classroom but continue as
on-going education in the workplacc. The use of role modelling and discussion based on

evidence together with short communication courses should be encouraged.

Education should emphasise the interaction betwecen the different hicrarchical groups
and social standing including ethnicity, gender and status. Disparities between social
status and pcwer contribute to ineffective communication (Cans-Verhallen, 1999).
Another arca for communication cducation is the emphasis on nurses to properly assess
the family needs (Hupcey, 2001). When nurses give relevant information to relatives,
they can expect relatives help and cooperation. Nurse leaders and teachers should
collaborate cfforts to supervise staff and students of nursing on good communication

practices and bececome role models themselves.

The unit managers should make arrangements for their staff to attend ongoing education
on a rotational basis. One means by which the unit managers could get participation is
by assigning staff to preparc a teaching module or present a case for discussion,
Communication should always be included in the discussion so as to remind staff of its
importance. Butler (1995) has advised nurse managers to continually improve nurses’

interpersonal skills.

The unit manager should justify the subscription of journals related to nursing and ICU
care and place them in the nurses’ restroom to be read during the nurses rest period. To
ensure staff read the journals, a proper recording system of those who have read them

should be put in place.
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Recommendation 3

Role of nursing managers.

Nursing managcrs should play the role of advocate and educator as well as role model.
They should be proactive in recognising the commuaication needs of staff and make
efforts to improve it. They should acknowledge that communication needs practice,

allowing for individual differences and social background influences.

Equally important to consider is the nced to diffusc the hierarchical gaps existing
between nurses and doctors/specialists. Frequent unit meetings with the nurses and
‘octors/spceialists to discuss issucs regarding patients and their care and continuous
reminders of the partnership relationship .ctween nurscs and doctors can bridge the
nicrarchical gap. Although this may not be acceptable to some of the specialists, the
frequent meetings will enhance rapport and support good relationships between nurses
and doctors. Doctors should give clear instructions to nurses on what information they
can divulge to paticnts and relatives and make the necessary arrangements in casc the

clients wish to specak to the doctor.

Nurse managers can cncourage communication through the implementation of staff
assessment which considers communication skills as part of the evaluation in yearly
appraisal. Nurse managers and educators could prepare a checklist on communication
evalnation and cmphasise to staff the need to voluntarily impart information to family

members and to be more approachable.

Recommendation 4

Improving environmental factors - nois.

As nurses and medical staff were found to have contributed the most noise, change
should begin in-house. Nurses must be wary of the noise caused by them when speaking
with their colleagues, therefore each must consti.ntly remind each other to minimise
noise. Nurses should not speak with cach other across cubicles, nor speak on personal
matters when performing procedures on the patient. Alarms should be attended to
immediately. Place monitors that give off continuous noise away from the head-end of
bed. The unit may be busy and the presence of many staff will contribute to noise. The
strategic placement of ‘Silence’ signs can remind all staff to ower their voices in the
ICU.
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Although noisc a1t }'ghting may not have overtly affected conmiunication in this study,
it is worthy to note that cfforts at minimising the noisc level in the [CU may trigger a
chain cffect. Some perpetrators of noisc like nurses and staff conversation will scale
down if cach staff reminded one another or even placed “Silence’ signs in the unit and

cncourage staff to attend to alarms promptly.

Implications for future research

Although all these recommendations seck to improve communication between nurses
and clicnts, there is no assurance that problems associated with nurse patient
communication will be kept at bay. New rescarch findings will continue to identify
shortcomings of nurse elicnt coinmunications in the hope of answers and solutions.
Further rescarch in this a.ca may reveal new p-oblems or barriers and hence new
proposals and suggestions with the cventual cffeet of improved if not cffective
communication. The potentiai for new computer technologics to enhance
communication through touch pads and translation may offer an improvement in

communication.

The use of a multidimensional approach to inform communication barriers in this study
is worth considering for future research. While most patients were not able to remember
their [CU stay due to the sedation, this may not be as far~2 a factor to consider with the
current practice of limiting the use of sedation and the use of new modes of ventilation

where patients are more often conscious in the ICU.

Summary

Despite the recommendations to improve communication for ICU patients being
advocated by researchers over the last two decades, current findings (Alasad & Ahmad,
2005) report that poor communic ation still persists. Responses from nurses and clients
on communication v. cre remarkably similar and consistent about how nursing efforts at
communication lacked depth and quantitv. Many of the responscs explaining poor
communication were consistent with existing evidence found during the literature
review; these were the clinical status of the patient, staffing and workload, technology
and socio-cultural factors. These findings suggest that the results may have some

external validity and may offer insights to nursing cducators, nursing managers and
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policy maker< to adopt or consider the recommendations forwarded. Specific

communication barricrs nced specific education intervention to be implemented.

Even though the intervention phase reported positive changes in the way nurses
communicate to the ICU patients, there is need for continuing education on and
monitoring of communication to [CU patients. The cffectiveness of longer term
strategics would provide a suitable subiect tor further research. Incorporating rescarch
findings and cvidenced based practice can help cnhance communication and there

should be « continuous effort to improve on cffective practices such as role models.

In conclusion, although this study is small and cannot be reflective of all
communication practices in thc Malaysian context, it is a beginning ecffort by the
researcher to address this aspect of carc that has of latc been a concern for the policy
makers in the Malaysian Ministry of Hcalth (Bernama, 2004; Chua, 2005; Bernama,
2006). The latest concern was reported during a speech of the Health Minister to
commemorate the 2006 Nurse’s day (Samy, 2006). Malaysian nurses’ were said to lack
communication and were not effective communicating to clients. He called for a review

of the present nursing curriculum to be reflective of current needs.

Many of the barricrs to communication identified in this study are common to those
previously identified in non-Asian countries. There should be continuous effort by
nurses in the [CUs to be prepared and reminded to communicate effectively to their
clients. Patients and their relatives have a right to demand and receive the highest
quality of communication in the highly complex and often stressful health care

environment of intensive care.

“Perhaps the single most important suggestion we could make is that health
professionals become wiliing communicators with patients. For the near supine patient
caught in a situation of near helplessness communication is about the only mode of
activity through which he can affect his environment and work out suitable coping
strategies.’

Garrity T.F & Klein R.F (1975)

“Communication is a continual balancing act, juggling the conflicting needs for
intimacy and independence. To survive in the world, we have to act in concert with
others..."”

Deborah Tannen (1996)
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APPENDIX 1
L.ayout plan for Hospital A
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APPENDIX 2
ICU layout of Hospital B
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APPENDIX 3

Information for nurse

Dear colleague

My name is Faridah Binti Hashim and [ am a PhD student in Nursing from Edith
Cowan University, Western Australia. | am currently studying the barriers to effective
nurse-clicnt communication in an Intensive Care Unit.

My project title is “Multidimensional approach to Nurse Client Communication

inTwo Malaysian Intensive Care Units”

In this study [ hoped to identify barriers to communieation and prepare an education
program to reduce these barriers. It is then hoped that communication between nurse
and client will improve in ICU.

The procedure involves answering a questionnaire that is attached to this letter. [
appreciate your cooperation in filling out the questionnaire.

I will also be collecting data through observation of communication that is taking note
of the interactions occurring betw-en nurses and patients, observing communication of
nurses during their attendance to nursing care and other factors that may affect
communication like noise, bright lighting from the ICU environment. Following that a
focus group interview session will be conducted to find out more about communication
and its barricrs. This interview session will be audio-taped and will be kept in a safe
place to ensure confidentiality. It will takc about one hour for the interview session.

The second phase of the study involves delivery of an education package prior to which
a pre-test on communication barriers needs tc be answered. The evaluation phase of the
teaching includes a post-test and a focus group interview.

Your consent to answer this questionnaire, indicates you agree to participate in this
study.

Please be assured that your identity and your responses will be kept confidential and the
materials obtained will be used solely for the submission of my work on this project. I
would appreciate y. ur honest opinion in answering the questions asked. The findings
may be of benefit for patient satisfaction and will help improve nurse-patient
communication in an ICU setting.

Snould you find you have any questions concemning the project, please contact my
principal supervisor at the following address.
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Associate Prof Gavin Leslie
Coordinator

Postgraduate Clinical Nursing
Edith Cowan University
Pearson Street, Churchlands

Wesiern Australia, 6018.

Should you have any complaints or concerns regarding the project, please direct them to

Kim Gifkins

Research Ethics officer
Building 1.333

Univcrsity of Edith Cowan
Joondalup Campus
Joondalup

Western Australia, 6027

My contact address is

Faridah Hashim

Faculty of Medicine and Health Science
Untversity Technology MARA

Jalan Othman, Petaling Jaya 46000
SELANGOR,

Thank you for your kind cooperation and in anticipation of y: ur help.

Yours sincerely

Faridah Hashim
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APPENDIX §

Nursing questionnaire

Part A - Personal details

( For official use . Code : )

Please fill in the following .

Designation ( Please tick)

Staff nurse 1
Assistant nurse 2
Nursing sister 3
Medical assistant 4
Gender ( please circle), M F

Ethnic group: ..................c.o0.

Age ( Please tick)

25 years or below 1
26-30 years
31-35 years
36-40 years

41-45 years
46-50 years

51years and above

~| v v B W N
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4.

Approximate length of service

Years Months

5. Approximate length of service in Intensive Care Unit

Yecars Months

6. Nursing Education. (Tick where applicable, may be more thau 1)

Certificate 1
_Dip!oma 2
Degree 3
Masters 4
[ Others (specify) | 5

7.  Post graduate qualification in Intensive Care Nursing. (Tick whcre applicable)

Yes 1
No 2

8. Marital status (Tick where applicable)

Jingle 1 r

Married 2

Divorced

Widowed 4 ]
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9 Language spoken (tick the most appropriatc. You may have more than onc choicc)

Fluently Moderately | Poorly I'None
(1) ) ) (4)
8a)Malay "
8b)English
8c)Chinesc o
8d)Tamil B
8¢)Others(specify) S -
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Part B

{ For each of the following questions from Q1- Q14 , plcasc give a value from the table
below that you think best describes the situation)

All the time 5
"Most of the time o 4
Sometimes 3 ]
" Not i.'cry often 2 ]
fNever [t ]
1. How often would you say you like the nursing atmosphere in the Unit
whilc at work? ( )

2. How often do you find it stressful working in the ICU? ( )
How often you encounter the occurrence of high noise level in the unit?{ )

Which of the above response sould you choose regarding the adequacy of

»

staff in the unit? ( )

How often do you communicate with the patients you look after? ( )
How often do you communicate with paralysed or sedated patients? ( )
How often do you use 1ouch as a means of communication with patients? ()

How often do you introduce yourself to the patient? ( )

° @ N W

How often do you inform the patient cach time you attend to him/her? ()
10. How often do you call the patient by name each time you communicate
with him/her?( )
11. How often do you engage in small talk like, the day, time and weather to the
patient whenever you attend to them? ( )
12. How often do you orientate patients to the surrounding if they are conscious?

( )

13. How often do you conduct a pre ICU visit for patients in the ward? ( )
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Part C
For the following questions, circle the number for the best responsc to the statement.

14. Do you belicve unconscious paticnts arc aware of their environment?

Strongly believe | 2 3 4 S strongly disbelieve

—

5. Communication with an unconscious and/or scdated paticnt is important.

Strongly belicve | 2 3 4 5 strongly disbelieve

16. How de you rate your confidence in communicating with unconscious and/or
scdated patients?

Very confident 1

(&)
"t
o=

5 not confident

17. How do you ratc your confidence communicating with the patient’s relatives?

Very confident | 2 3 4 5 not confident

18. How conducive do you feel is the environment in the unit for communication with
paticnts and relatives?

Very conducive | 2 3 4 5 nat conducive

19. Do you think the knowledge you have on communication is adequate for your daily
encounters with [CU paticnts?

Adequate 1 2 3 4 5  inadequate

END OF QUESTIONNAIRE.
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Observation of nurse and ICU milieu
Observation of nurses.

Observe a nurse interacting with her patient/patients for 2 hours. Involves 3 different
shifts therefore 2-3 nurses will be observed per shift. The number of patients will
depend on the nurse’s assignment.

The observation includes the communication opportunities arising between the nurscs
and patients. Communication opportunities include gestures made by patient, during
doctor’s rounds, nursing procedurcs to patient or nurscs attending to patient for
monitoring care. The number of opportunities will be counted and the record of gestures
madc by nurses to patient will be noted as a proportion to the opportunitics.

A codc will be given to cach of the following gestures made by the nurse.

A -call pt by name

B -inform patient of impending procedures
C - makc ¢yc contact to patient

D - communicatc with usc of touch

E - small talk to patient eg about time of day
F - physical care

- use communication aid

T Q

- no communtication at all when at paticnt’s bedsidc.

Obscrvation on the [CU environment will also be noted, with cmphasis on the traffic
movement, sound from equipment in usc, lighting of the ICU and activitics of nurscs
and support staff.

The noise levels will be measured at peak time between 0700- 0900 hours (when a lot of
activities occur) and during off peak after 1100-1300 hours. The neise indicator will be
placed between the patient’s bed and the passageway.

Selected patient profiling will be taken from their casc notes.
Patient particulars

Ethnic group of patient:

Date and time of admission:

Age:

Diagnosis:

Sedation prescribed :

Nurses particulars

Ethnic group of nurse:
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APPENDIX 8

Patient interview

Patient’s questionnaire,

Patient’s name:

Age:

Gender:

Ethnic group:

Religion:

Diagnosis:

Dat¢ admission to ICU:

Date discharged from ICU:

Date and time interviewed:

[ntubated:

Sedated/ paralysed:

Questions

Tell me if you remember any cxperiences of your ICU stay?
Can you describe any difficulty communicating with the staff whilc in the ICU?

Tell me 1f you remember anything about the layout of the ICU, noise, equipment
that may have affected your communication with the staff and family/friends?

Tell me what you can remember of any family members/friends who frequently
communicated with you?

Tcll me if you can remember the staff who attended to you while in the ICU?

Tell me what recommcndations you would propose to improve communication
between staff and patient?
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APPENDIX 9

Relative’s interview

Ethnic group :
Gender :

Age:

Relationship to the patient :

Frcquency of visits :

Occupation :

Date and time interview:

iNo. of days after patient’s admission :

Questions :

How wou'd you describe your communication with the staff?

Do you fecl the staff give you adequate information about the patient’s
condition, the procedures performed and the cquipment in use?

Do you have the opportunity to communicatc with your relatives fricnd?

Do you find the surroundings of the patient, such as the layout of the ICU, noise,
equipment in usc affect your ability to communicate with the staff and patient?
Were you able to visit the patient in the unit often?

Do you have any comments about the vistting hours of this unit?

Is there anything else relating to communication that you would like to discuss
with me?

Do you have any recommendations to help improve cominunication ~’th the

staft?
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APPENDIX 10

Focus group interview with nurses

Unit :

Nurse Code:

Number of participants :
Ethnic group:

Length of service in ICU :

. How do you feel about your communication with patients and relatives?

2. Are there any types of patients you find espccially difficult to communicate
with?

3. Tell me about the use of any communication aids to assist with patient
communication.

4. s there anything about the behaviour of nurses you wish to describe ?
Are you satisfied with your nurse-patient communication skills?

6. Tcll me about any times you when have felt uncomfortable communicating
with the patient’s family or friends?

7. How do you think the physical environment, such as the ICU layout, noise,
equipment, etc affect nurse-patient communication?
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APPENDIX 11

Information for patient

Project Title : “Multidimensional approach to Nurse Client Communication inTwo
Malaysian Intensive Care Units”

Dear Sir,/Madam

My name is Faridah Binti Hashim and [ am a PhD student in Nursing from Edith
Cowan University, Perth, Australia. [ am currently studying the barriers to eflective
nurse-clicnt communication in an Intensive Care Unit.

My project title is “Multidimensional approach to Nurse Client Communication
inTwo Malaysian Intensive Care Units” The purpose of this study is to find out
communication barriers Fetween nurse and client in the }CU and suggests ways to
improve communicatioa. The findings may be of benefit for patient satisfaction and will
help improve nurse-patiunt communication in an ICU sctting.

[ will nced to interview you and find out your views on communication with nurses
while you were in the ICU. There is a possibility that during the intervicew you may find
it stressful or may not be able to proceed. If this situation ocecurs, [ will stop the
interview and scck assistance from the attending doctor and if you require the assistance
of a social worker, this will be arranged.

Should you wish to withdraw from the interview, you may do so and it will not affect
the care given to you.

This interview session will be audio-taped and will be kept in a safe placc to ensure
confidentiality. It will be erased once the interview is transcribed.

Plcasc be assured that your identity and your responses will be kept confidential and the
materials obtained will be used solely for the submission of my work on this project. [
would appreciate your honest opinion in answering the questions asked.

Should you find you have any questions concerning the project, please contact my
principal supervisor at the following address.

Associatc Prof Gavin Leslie
Coordinator

Postgraduate Clinical Nursing
Edith Cowan University
Pearson Street, Churchiands
Western Australia, 6018,
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In case of any queries or concerns about this study, plcase contact
Kim Gifkins

Research Fnics officer

Building 1.333

University of Edith Cowan

Joondalup Campus

Joondalup

Western Australia, 6027

My contact address is

Fandah Hashim

Faculty of Medicine and Health Science
University Technology MARA

Jalan Othman

Petaling Jaya 46000
SELANGOR

Thank you for your kind attention and in anticipation of your help.

Yours sincerely

Faridah Hashim
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APPENDIX 12

Patient consent form

Project Title “Multidimensional approach to Nurse Client Communication inTwo
Malaysian Intensive Care Units”

I (please Print) ... e , have read
the information above and any questions [ have asked have been answered to my
satisfaction. [ agree to participate in this activity, realising | may withdraw at any time
and that it will not affect the care given to me..

[ agree that the research data gathered for this study may be published provided I am not
identifiable.

[ understand that I will be interviewed and the interview will be recorded and the
recording will be erased once the interview has been transcribed.

Signature of patient

Signature of researcher

........................................................ Date
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APPENDIX 13

Information for relatives

Project Title: “Multidimensional approach to Nurse Client Communication inTwo
Malaysian Intensive Care Units”
Dear Sir./Madam

My name is Faridah Binti Hashim and I am a PhD siudent in Nursing from Edith
Cowan University, Perth, Australia. [ am currently studying the barriers to effective
nurse-client communication in an Intensive Care Unit.

My project title is “Multidimensional approach to Nurse Client Communication
inTwo Malaysian Intensive Care Units” The purpose of this study is to find out
communication barriers between nurse and client in the ICU and suggests ways (o
improve communication. The findings may be of benefit for patient satisfaction and will
help improve nurse-patient communi.ation in an ICU setting.

The procedure involves an intcrview session in which { will ask you questions
pertaining to communication with nurses in the ICU. This session will take place within
the ICU so that you will be near your relative and the time taken is about 1 hour. This
intervicw session will be audio-taped and will be kept in a safe place to ensure
confidentiality. It will be erased once the interview is transcribed.

Shouid you find that you may not be able to continue with the interview session, you are
allowed to withdraw at any time.

Please be assured that your identity and your responses will be kept confidential and the
malerials obtained will be used solely for the submission of my work on this project. [
would appreciate your honest opinion in answering the questions asked.

Should you find you have any questions concerning the project, please contact my
principal supervisor at the following address.

Associate Prof Gavin Leslie
Coordinator

Postgraduate Clinical Nursing
Edith Cowan University
Pearson Street, Churehlands
Western Australia, 6018.
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In case of any queries or concemns aboutl this study, please contact
Kim Gifkins

Research Ethics officer

Building 1.333

University of Edith Cowan

Joondalup Campus

Joondalup

Western Australia, 6027

My contact address is

Faridah Hashim

Faculty of Medicine and Health Science
University Technology MARA

Jalan Othman

Petaling Jaya 46000
SELANGOR

Thank you for your kind cooperation and in anticipation of your help.

Yours sincerely

Faridah Hashim
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APPENDIX 14

Consent form for relatives

Project Title: “*Multidimensional approach to Nurse Client Communication inTwo
Malaysian Intensive Care Units”

Lo(please print) oo e, a family
member oF PALICNL L. e have read the
information given above and any questions ' have asked have been answered to my
satisfaction.

| agree to participate in this activity. realizing | may withdraw at any time..

[ agree that the rescarch data gathered for this study may be published provided | am not
identifiable.

I understand that | will be interviewed and the interview will be recorded and the

recording will be erased once the interview is transcribed.

Signature of relative
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APPENDIX 15

Nurses” semi-structured questions — Phase Three

Focus group interview with nurses

Unit :
Number of participants :
Ethnic group:

...................................................................................................

I. Tell me what are your feelings on your communication to patients after the
education session.

2. Did you fecl there is a difference in the way you communicate with the patients
and relatives. Tell me how.

3. Were the strategies discussed of any assistance for you to start a better
communication session with your clicnts?

4. Are you satisficd with your nurse-patient communication skills now?

5. Tell me what are ways to ensure nurscs communicate and sct it as a top priority
along with physical care.

6. Would you like to discuss your role in promoting cominunication with
colleagues?
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APPENDIX 16

Lesson Plan — Education Program

Participants registered nurses from ICU of 2 hospitals.

Modc of teacting: didactic and interactive sessions. Self directed learning.
No of particip: nts: 5-10

Time: 4 hours ! 2 hours didactic, 2 hours reading)

Objectives.

At the end of the 4 hour session, the students should be able to
¢ Demonstrate understanding of the communication process

[ntroduction.

Define interpersonat skills.

Describe listening skills.

Describe factors that affect communication.

Describe the factors contributing to good communication

Appreciate the need for guod communication with relatives in ICU
Demonstrate ability to communicate with paticnts and relatives in [CU setting.

The findings from the study have listed the following as the barriers identified:
Communication.

Nurses :

during focus group interview nurses identified lack of communication skills especially

in dealing with relatives of ICU patients, patients.

Difficulty also faced in dealing with VIP relatives or medical orientated relatives /
cducated relatives.

e  Relatives who constantly asked of patient’s conditiens.
¢ Communicating with relatives who insisted on admission after visiting hours.
e Communicating with patients - cne way comnwnication.
e During obscrvation, noted that nurses hardly speak to patients. If ever any
communication takes place, to inform procedures.
e  Nurses ask for ongoing communication education.
Relatives.
s Nurses always appear busy for communication
e Explanation given not satisfactory- not in detail. Nurses reluctant to give detailed
explanation eg lab result or condition.
No voluntary explanation given, approach relatives, and be friendly.
Too many referrals to doctor, even when simple questions are asked. Feel nurses not
confident, even though the expectation on [CU nusses high. Doctors difficult to find.
Visiting hours too strict.
Nurses need to be more caring and understand needs of families.
Religious practicc - understand ethnic groups’ beliefs.
Patients
e  Wantsnurses te continuously inform them of condition, time and place. Communicate
all the time.
ICU noisy - nurses should speak softer, Reduce noise from machines.
Lights — turn off at night. Sometimes glaring.
Nurses should be more caring especially to conscious patient. Provide method to call
nurse —bell, use communication aids.
Environment.

Noise — from the telephone and staff conversation.
Nurses were not around during visiting hours.

Strategies for improving communication.
{Asks nurses to contribute ideas - reinforce correct responses and discus< .deas not mentioned)
Guidelines for effective listening,
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1. Remember that listening is not just about receiving information -how you listen
also sends a message back to the message sender,

2. Swp talking. You can’t listen if you are talking.

1. Show a talker that you want to listen. Paraphrase what has been said to show you
understand.

4. Remove distractions.

5. Avoid pre-judging what the person feels or thinks. Listen first, then make
Judgements later.

6. Try to see the other person’s point of view,

7. Listen for total meaning. This includes both the content of the words and the
feeling or attitude underlying the words.

8. Attend to both verbal and non verbal cues.

9. Go casy on argument and criticism, which put people on the defensive and may
miake them “clam up” or become angry.

10. Betore cach person leaves confirm what has been said.

Factors affecting communication.
1 lack of self-awareness
2 lack of systematic interpersonal skills training
3 lack of a conceptual framework
4 lack of clarity of purpose.

Lack of self-awarencss.

As mentioned carlier nurses need to have self-awareness to cnable them to practice holistic nursing.
Among the personal factors of scif-awareness that can affect communication are attitudes, values, beliefs,
feelings and behaviours. [fnurses are aware of these miain elements, communication can be effective.

Stien  Parbury (1993) states that :-

Nurses need to develop self-awareness whenever they engage in interactions and relationships with
paticnts, because the primary tool they are using in these circumstances is themselves. Without self-
awarcness the nurses nin the risk of imposing their values and views onto patients. Through self-
awarengss, nurses remain in touch with what they are doing and how this is affecting paticnts for whom
they care.

In human communication not all the signals and messages are sent intentionally or consciously. There is a
possible discrepancy between what the individual perceives during communication and other people’s
understanding. Nurses should be aware of this possible discrepancy which may contribute to problems in
communication, By maximizing the self-awareness, onc can enhance effective communication.

Lack of systematic interpersonal skills training.

Communication consists of a set of skills. Systematic interpersonal skills training ofTers to develop
competent communicators if the training is structured correctly. There is increasing evidence that nurses
do not practice effective communication (Ashworth,1980; Macl.cod Clark, 1985; Hafsteindottir, 1996,
Waojnicki Johansson, 2001). Therefore continuous education in interpersonal skills, which is structured
and based on research findings should be implemented.

Interpersonal skills training needs to go .hrough a process. One that is described by Egan (1985) involves
the following:-

1. identification of individual non verbal and verbal micro skills appropriate to the context of the
communication. This stage results in clarity of understanding of what the skills are in terms of
definitions, behaviours, aims and application. It is achieved through reading, lectures and
discussions.

2. Knowledge of how to use the skills. This is achieved by observing demonstrations of others
using the skills. This may take the form of live demonstration, video or audio tapes. This stage
facilitates progression from conceptual understanding to behavioural understanding.

3. Practice of the skills. The opportunity to try using the skills with peers in structured training
sessions either using role play or preferably ‘live’ issues.

4. Evaluation of the practice through focused feedback. This enables reflection on one's own
performance and also constructive feedback from peers and teachers. The intention is to confirm
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what is done well and what is not. A common structure is for a peer to observe the intcraction
and noticc specifically what takes place.

5. Evaluation of the training process. Pcriodic evaiuation of onc’s overall progress and thc
cxpericnce of the training process is useful in consolidating differcnt experiences.

6. Implementation in the ‘real’ world. Putting thc skills together within a nursing context is the
final stage. Moving from the formalized learming environment to the practice setting and
gradually integrating what has been learned so that it becomes second nature. This process is
madc casict by e¢ffective supervision, introspective reflection and feedback mechanisms. A
commion experience of this learning process is to feel de-skilled at different stages. This often
discouraged nurses as they feel a temporary sense of incompetence.

Lack of conceptual framework,

Most nurses practice interpersonal skills and communication without the use ot any framework [t is done
on an ad hoc based on past experience or from observation. It is important for nurses to conceptualise
their communication practice so that it is conductcd in a coherent and strategic manner. A framework
provides the language and organization to make sense of interactions. There are very few theories that
focus solely on communication. But looking at some of the nursing theories, there are always descriptions
of communication. Nurses should select a framework that best suits their environment.

Among the nursing theorists who have reflected on communication in their theory is Hildegard Peplau
(1952) a psychiatric nurse and one of the first nurse theorists. She believed that a nurse who related with a
client in a healthy way could provide a cormective interpersonal experience for the elient. The experience
of a positive relationship with the nurse would allow for healthier relationships with others. She
encouraged nurses to promote trust in their relationships by relating to their clients in an authentic manner
by sharing feelings and thoughts appropriately.

She also noted that closencss in a therapeutic relationship builds trust, increases the client’s self-estcem,
and leads to new personal growth for the client.
( Have you ever adopted a specific theoretical framework for nursing?)

Lack of clarity or purpose.

The cffective communicator has a high success rate of making appropriate choices for the situations that
are encountered because he/she is clear about the aims or purpose of each interactions. This enables the
cffcctive communicator to discriminate between altermative choices, selecting what suits a specific
situation. The needs of the client determines the purpose of the interactions. This process requires
empathy and scnsitivity.

A nurse should be able to sclect an appropriate communication for a situation and be clear about the
intention and purpose.

Barriers to communicaltion,
1. cultural differences / language
semantics
conflicting assumptions
emotion.
health status
gender
knowledge differences
. developmental level
( Give scenario of each of the above. Ask participants to think of examples based on their past experience
and to describe how they manage it.)

PN s

To overcome the barriers above it is important to understand how each can affect communication and
attempts should be made to reduce them.

Communication with relatives in the ICU.

When a patient is admitted to the ICU, a nurse has an additional consideration to her reswponsibilities —
the family members. Nurses deal with family members more than patients in terms of communication in
the ICU.
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Effects on family.

Studies show that the level of family stress is high given the paticnt’s critical state of health. Some
families are reported to have symptoms of depression, loss of weight and appetite and diminished level of
concentration and insomnia (Stover Leske,1985).

How families deal with stress in ICU
1. constantly stay at the paticnt’s bzdside or be near the patient always.
2. frequently repcat the saine questions to nurses or doctors
3. look for support to nurses and others
4.
{ explain »ach with examples. Ask nurses if they have experienced what is mentioned above}

Strategies for « ommunicating in the ICU (from findings of study)
1. Relatives

¢ Nurses should know the closc relatives or significant others of patients under their care.

e  Voluntarily approach relatives during visiting hows and inform them of the patient’s
conditions or any changes.

¢ Introduce themselves to the relative, so they know who is caring for the patient.

o Be friendly to relatives and greet them.

e  Know the patient's condition and regime of treatment, so as not to keep referting the
relatives to doctors. The doctors arc not always available.

e  Offer help to relatives, and introduce the doctors whom they should see.

e Offer relatives participation in care of patient. Allow them to include traditional
mnedicine if it does not interfere with scientifi. medicine. Nurses must know the
commeon practices of religious belicfs of different ethnic group.

* Be empathetic to relatives. Allow them to perform religious rites that do not interferc
with other scientific care.

» [nform relatives to avoid talking negatively within the patient’s hearing range.

Allow family members to verbalise their fear and anxiety.

Explain briefly and in a language understood by family members, the equipment around

the patient.

Encourage family members to talk and touch the patient.

Provide a basic description of what is to happen in the next 24 hours,

Give assistance if they need pastoral care.

Plan a time to see the doctor. Make arrangements to see a doctor.

Nurses must know what can be explained to relatives.

Continuously communicate to patients. Keep them informed all the time. Even with

patients who have been in ICU more than once.

¢ Nurses who are not confident to deal with VIP relatives/ educated and medical oriented
relatives must seck assistance from senior nurses/doctors.

2. Patients

¢ Always inform the patient of any procedure to be done. Explain on a regular basis.
Assume they can hear.
Explain the benefits and any discomfort associated with the procedures.
Repeat information frequently. as in a sedated situation, memories are dim and short
term.

¢ Inform method to call nurse for conscious patient and be at the bedside whenever
possible.
Never say things within hearing range which you wouldn't want the patient to hear.
Conscious patients like to communicate even if they cannot communicate back. Make
cfforts to communicate with them, give them moral support and encouragement.
Keep patients infor.ed of the day, time and any event.
Make patients feel they are part of the team by acknowledging and calling them
whenever there is eye contact with the patient.
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Environmant.
e Remove unnecessary equipment from bed area.
o  Nurses to wear rubber shoes to prevent noise.
e Attend to alarm signals stat, or use light indicators.
*  Keep voices down when talking. Remind each other, There is a tendency to shout from
one end of unit to another.
Place clocks strategically in the unit for patients to see,
e Try to minimize noisc when pushing heavy cquipment like portable x-ray machines.

Having said all the above, what is important is nurses should always seek to improve their communication
skills through reading of research findings and apply the findings to their local needs.
Lcaming to communicate is a continuous process.

After this lesson, there will be an evaluation of the lesson. You will be observed on your care of the
patient with regards to communication and later a focus group will be conducted.

1 do hope to get your cooperation . thank you.
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Tuan/Puan,
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PEJABAT PENGARAH
[ HOSPITAL K -ALA LUMPUR
JALAN PAHARNG Telefon  03-26155555

50386 KUALA . "MPUK No Fax - O3-26989845

Ry, Komi : HKLOS/AM. 882
Tarikh: 15 Oct. 2003

P_ Faridsh Hashim
Nut'sing Depertment
Edithcowan University
Perth Australia,

Dear Puan Faridah,

A Servey Tithe: l-wwhgevc:-iCMhuhﬂn

Care Unit Through the Lopment of a mursing ecucation program

This is to inform you thet the managemest of Kuala Lumpur Hospital has approved your
request for the survey.

Thank you,

(DR NG THIEW KIM)
Kuals Lumpur Hospital
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APPENDIX 19

Consent form for transcribers.

Faculty of Communications, Health and Science

It is a requirement of the Edith Cowan University, the Tengku Ampuan Rahimah
Hospital and ti.r Medical Centre Hospital, University Malaya, Ethics Comittees that |
obtain a declaration of confidentiality from people having access to the tape-recorded

interviews. [f you are agreeable, can you please sign the declaration below :

DECLARATION OF CONFIDENTIALITY

I declare that I will keep the tapes and any transcripts in a secure location
and that no other person will be permitted to access the taped or transcribed
information

Furthermore, [ will aeclare I will not reveal or discuss the contents of the
tapes with anybody other than the researcher.

Signed:

Please print your name:

Date:
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