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Abstract

The family frequently views a relative's admission to the
intensive care unit as a crisis. An admission of family members denotes
a highly stressful situation, regardless of whether the admission was
planned or unforeseen. This study aims to explore families’ needs of
critically ill patients in intensive care units.

A descriptive cross-sectional study that included a purposive
sample of 120 family members of critically ill patients was conducted in
the period between 1%t September 2022 to 25" May 2023 in three teaching
hospitals in Al-Hilla City. The tool which used for the study consisting of
two parts: the first represented the sociodemographic variables of the
participants and the second part critical care family needs inventory
included 45 items describing the needs of the patients' families, divided
into five subscales. The face validity obtained by (11) experts and internal
consistency (r: 0.81). Data was collected from the participants by
interview.

The results of the study showed that the most important needs
are assurance (3.46) and information (3.38). Followed by comfort (3.09),
proximity (3.06), and support (2.53). There were statistically significant
relationships between the sociodemographic variables (educational level,
relationship with the patient, the patient's stay in ICU, and previous
admission to the intensive care unit) and needs subscales.

Assurance and information are the most important needs of
families. There is a statistically significant relationship between some
sociodemographic characteristics of family members and needs subscales,
the study recommended applying the patient and family-centered care
guide, making the family an important partner in decision-making,
providing care, and cooperating with it to develop the quality of health
services.
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Chapter One

1.1. Introduction

One of the most unexpected events that cause anxiety and fear
Is the admission of a family member or loved one to the intensive care
unit. It is not only the patient who suffers from the impact of the crisis but

also his family members (Dharmalingam et al., 2016).

Due to the severity of disease conditions and the focus of
healthcare providers’ efforts on saving the patient’s life, this often leads
to neglecting the role of the family as a primary partner in decision-
making and providing care to the patient, therefore, the need began to
change the direction of importance from patient-centered care to family-
centered care (FCC). Family-centered care is a participatory approach that
allows the family to play many roles and participate in decision-making
(Saeid et al., 2020).

Negative feelings like stress, anxiety, depression, concern,
guilt, wrath, insecurity, pain, acute stress disorder, and Post-Traumatic
Stress Disorder (PSTD) are frequently experienced by patients' intensive
care unit (ICU) relatives. Poor sleep quality results in high levels of
physical and emotional exhaustion in addition to these issues. The
difficulty of fully committing to being with a loved one, the unfamiliar
surroundings, advanced technology used in critical care facilities, the
severity of the patient's conditions, the lack of answers to questions, and
poor communication are some of the factors that contribute to these
feelings (Coelho et al., 2022).
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Furthermore, because the majority of these patients are unable
to communicate due to sedation, mechanical ventilation, confusion, or
coma, their families are expected to make medical decisions on their
behalf. When the patient's family has complete control over medical
decisions, processes such as tracheotomies, operation consent, and
transfer to the other service can become sources of conflict with the health

care providers (Blylkcgoban et al., 2021).

Nurses and other healthcare providers must provide family
members with clear and relevant information and appropriate care.
Families always adapt to difficult circumstances; thus, they require
emotional, informational, and practical assistance. Addressing the needs
of their patient's family members is a major aspect of and obligation of
critical care nurses and physicians committed to alleviating their patients'
relatives' or close friends' misery and suffering, nurses and physicians are
responsible for providing family members with accurate, clear, and
compassionate information so that they can contribute to choices
concerning patients who cannot speak for themselves (Khatri Chhetri and
Thulung, 2018).

Accurately identifying and promptly attending to the
requirements of the patient's immediate family is beneficial to therapy,
medical personnel needs to be better informed of the needs that family
members perceive. Meeting to the needs of family members is one of the
ICU staff's core roles, and doing so is essential for defining the degree of
care offered there. Insufficient attention to the needs of the patient's family
results in improper support and patient treatment and can exacerbate

family unhappiness. When nurses know the importance and urgency of
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requirements, they can provide the necessary information and aid to
family members. As a result, nurses are the first to spot issues and offer

coping mechanisms to family members. Pandey et al., (2020)

Correctly assessing the needs of ICU patients and their families
Is one of the first steps in providing them with sufficient medical care. The
first study was released in 1976, the same year that American nurse Nancy
Molter started examining the particulars of these requirements and their
importance to families. After that, Molter carried out a crucial study on
the requirements of families of patients receiving critical care in 1979,
leading to the development of the Critical Care Family Needs Inventory
(CCFNI) (Felipe and Fortunatti, 2014).

The Intensive Care Bed Needs Inventory Questionnaire is one
of the most widely used tools in academic studies to identify and arrange
the needs of patients' families. In 1986, Jane Lesk divided needs into five
sub-dimensions that included comfort, proximity, information,

reassurance, and support (Van Den Broek et al., 2015).

Study was conducted about these requirements, whether with
the patient’s family members or assessing the nurses’ perceptions of those
needs. The results of the studies varied, as the families’ requirements were
proximity, assurance, and information, found that intensive care nurses

lack sufficient awareness of these requirements (Scott et al., 2019).

In a phenomenological study, the critical care families
highlighted aspects like informing, enhancing, touching, and spiriting as
the perceived caring nurse behaviors, ICU nurses tend to underestimate

the demands of family members in specific situations, such as receiving
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information, feeling accepted by workers, and being notified of changes
in the patient's status (Bjork et al., 2019).

Additional research has revealed that the worst scenario for
immediate family members in the intensive care unit is when they are not
adequately informed about the critically ill patient's health condition and

prognosis (Gaeeni et al., 2015).

There are several factors that affect the needs of the patient's
family, their experience in the intensive care unit, the quality of
communication with the health care staff, and their participation in
decision-making. Among these factors are the education and cultural
background, religious beliefs, and social habits. Where health care
providers make efforts to provide high-quality health care to the patient

and her family and increase their satisfaction (Hirshberg et al., 2020).
1.2. Importance of Study

The family of patient frequently views a relative's admission to
the critical care unit as a crisis. An ICU admission denotes a highly
stressful situation, regardless of whether the admission was planned, such
as after a scheduled surgery, or unforeseen, such as after a terrible accident
or an urgent illness. Patients and their families are placed in an unfamiliar

environment (Karale et al., 2016).

Initially, the efforts of the health care staff focus on treating the
patient while the role of the family is neglected, and they are relied upon
as the alternative decision-maker for the patient, who is often unable to
make decisions due to her health condition, while decision-making is a

vital role for the family, the family's ability to act in the best interest of
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their loved one may be affected by their reaction to the patient's admission
to the hospital (De Beer et al., 2017).

There is broad consensus that Principles of Family-Centered
Care (PFCC) concepts and increased family involvement must be applied
In intensive care settings. Only some studies have examined
interdisciplinary family care through direct observation and fieldwork,
even though there is a wealth of research on interprofessional respect and
teamwork in the ICU, how families are involved and how/to what extent
PFCC principles are applied in clinical practice need to be better
understood empirically. Identifying the needs of the patients' families and
understanding the professional and personal approaches ICU nurses and
other healthcare providers use to care for families will advance awareness
about current ICU procedures and increase family and patient care
(Davidson et al., 2017).

In the Middle East, the family size is generally large and
characterized by strong bonds between its members who visit the patient,
crowd the waiting rooms, and want to participate in caring for the ill
patient in the Intensive Care Unit. The personal obligations and
responsibilities of the extended family towards relatives are highly valued.
Therefore, providing support to families is encouraged when a family
member is ill. Visiting relatives in the hospital are seen as a positive social
action. However, it is encouraged socially and religiously and thus
becomes a family necessity and obligation, especially with acute and
sudden/unexpected acceptance, there is limited research describing
families' experiences in intensive care units. Nurses may need to consider

what patients' family members consider important (Al-Akash etal., 2021).
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Thus, the main objective of this research is to clarify the needs
and perceptions of family members' care and update knowledge in this

regard.

1.3. Problem Statement

The current study is concerned with identifying important
family needs of patients admitted to intensive care units, as well as the
impotent dimension of these needs, and identifying sociodemographic
characteristics that influence differences in the needs of patients' family
members. Understanding the characteristics and needs of families of
critically ill patients can assist the healthcare team in providing quality
care responsive to the unique characteristics and addresses the phenomena

underlying the study.
1.4. Research Questions

1. What are the important needs subscales of the family of critically ill

patients?

2.Do the sociodemographic characteristics have influence the needs of

family members?

1.5. Objectives

1. Identify sociodemographic characteristics of family members of
critically ill patients.

2. Explore the most important needs of family members of critically ill

patients in Intensive care units.
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3. Find out the relationship between the needs of family members and their

sociodemographic characteristics.
1.6. Definitions of Terms
Family:

1.6.1.a. Theoretical

A family comprises at least two people or more who share a
home or live close by, have a shared emotional connection, participate in
related social duties, tasks, and positions, and have cultural attachments

and a sense of love and belonging (Ann Allender et al., 2022).
1.6.1.b. Operational

Family members of patients admitted to Intensive Care Units
include parents, soups, brothers, sisters, sons, daughters and second-

degree relatives.

Family Needs:
1.6.2.a. Theoretical

The requirements of family members which, if fulfilled, relieve
or diminish family distress and, if unmet, may produce distress include,
assurance (a necessity for hope in the favorable results), information (a
necessity for prompt information on patients’ illness condition), proximity
(necessity to remain close with the ill family member), comfort

(individual well-being and comfort), and support. (Liew et al., 2018)
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1.6.2.a. Operational

Requirements of families of patients in intensive care units were
divided into five categories according to their requirements: support,
information, comfort, proximity, and comfort. Support refers to the
family's need for resources and specialized help; comfort refers to the
family's desire to be physically comfortable to reduce suffering and
anguish; and information refers to the family's wish to understand the

patient's health condition.

Critically ill patients:

1.6.3.a. Theoretical

Patients who at a high risk of having current or future fatal
health problems. The risk of a patient being exceedingly vulnerable,
unpredictable, and complex increases with the severity of their illness,

demanding urgent and attentive nursing care (Burns and Delgado, 2019).
1.6.3.b. Operational

Patients hospitalized in Intensive Care Units have serious health
conditions that call for high-quality, specialized medical and nursing care

and facilities.
Intensive care units:
1.6.4.a. Theoretical

A term used to describe the type of care given in a distinct

hospital unit that is particularly staffed and equipped and devoted to
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monitoring, treating, and caring for patients with life-threatening
conditions. (Naef et al., 2021).

1.6.4.b. Operational

A Unit in the hospital with special staff and devices provides
care for patients with serious health conditions. The most common cases
admitted to this unit include traumatic brain injury, spinal cord injury,
chest trauma, cerebral vascular accident, myocardial infarction, and other

life-threatening conditions.
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Chapter Two

Review of Literatures

2.1. General View

The intensive care unit is a harsh and stressful environment that
houses the most critical patients in a hospital. Therefore, it is usual to see
patients surrounded by intravenous lines, medical equipment, monitors,
and unfamiliar sounds to the general public, in addition to the fragile
emotional state, feelings of anxiety, fear, and powerlessness in the family
and relatives for the lives of their loved ones. These stimuli often lead to
one of the most unpleasant experiences they live(Khatri Chhetri and
Thulung, 2018) .

The staff's main concern is the patients in intensive care units
(ICU), some of whom require nearly constant care. The requirements of
family and friends, as a result, frequently go unmet. This is believed to be
due to family members being irritating, disruptive, and a distraction from
the patient's care. This phenomenon is also influenced by factors like high

patient acuity or staffing shortages (Ganz, 2019).

It is often a lack of attention to the role of the patient's family in
the healthcare environment, as it needs to be given priority. However, it is
expected to make crucial decisions regarding the patient's health condition
and some medical procedures and provide continuous support and love.
Emotional turmoil hampers the family's ability to provide support and
make decisions in some situations (Pandey et al., 2020).

With little preparation from the nursing staff, family members

and friends who are visiting the unit for the first time are exposed to a
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high-acuity setting as well as situations that are unfamiliar to them. It is
simple for nurses who are exposed to this setting regularly to lose their
sensitivity. Desensitization leads to a lack of empathy for patients and
their families, raising anxiety levels because people fear the unknown.
Families and friends could expect the worse if the unit needs to be
correctly orientated. A better experience for the family can encourage
them to be present and supportive of the patient, previous research, which
has demonstrated that family engagement and awareness of patients'

treatments leads to better patient outcomes (Nolen and Warren, 2014).
2.2. Intensive care unit

It is a department in the hospital that provides advanced care for
patients with life-threatening health conditions with a specialized,
qualified, and trained medical and nursing staff at a high level of
efficiency, as well as it contains advanced medical equipment for

continuous monitoring and life support (Woodruff, 2020).
2.2.1. Historical view about ICU

References differ about the origin of the Intensive Care Unit. In
1863, Florence Nightingale wrote about a small room beside the operating
room in country hospitals, where patients were present to recover from the
Immediate effects of the operation or to stay there until their recovery, this
may be the file's closest description of what will become the intensive care
unit. (McDonald, 2020).

Recovery rooms were developed At Johns Hopkins Hospital in
the 1920s. In Germany in the 1930s, the first was well organized. The

postoperative care unit was developed in the 1940s of the last century in
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America and was more specialized in the Mayo Clinic. In the 1950s, the
first shock unit was established in Los Angeles, and in 1962 a patient
monitoring unit was established after the onset of acute myocardial
infarction in Kansas City. The development continued, so the intensive
care unit became one of the essential hospital departments by developing
specialized study programs in critical care nursing and medicine (Bersten
and Handy, 2013).

2.2.2. Classification of ICU

The classification of intensive care varies according to the
health conditions it receives (burns, neurologic, respiratory, trauma, and
cardiology) or according to the age groups of patients (adults, pediatric,

neonatal).

Medical intensive care unit (MICU), provides medical care for
patients with life-threatening conditions such as respiratory failure,
diabetic ketoacidosis, coronary artery disease, cancer, and stroke.

Provides diagnostic, therapeutic, and rehabilitation services (NSH, 2023).

Surgical intensive care unit (SICU), treats patients after major
surgeries such as thoracotomy, laparotomy, craniotomy, and unstable
multiple trauma patients who require close monitoring and life support
(Rohrig et al., 2020).

Pediatric intensive care unit (PICU), manages and treats
children with actual or potentially severe health conditions. It is equipped
with medical instruments and devices suitable for children (Slusher et al.,
2018).
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Neonatal intensive care unit (NICU), is responsible for
providing care for high-risk and critically ill newborns. It also receives
and manages newborns with congenital defects or birth complications
(Williams et al., 2018).

2.3. The Multidisciplinary Team Approach in the ICU

To provide high-quality health care in intensive care units, the
medical team includes several specializations, including (physicians,
nurses, pharmacists, physiotherapists, psychotherapists dieticians,
rehabilitation specialists, social care workers, and religious service

providers, see the (Figure 2.1).

Social worker

Physician

Medical

Dietician Chaplain

Respiratory

sl therapist

Pharmacist

Rehabilitation
specialist

Figure (2.1): The multidisciplinary team working together to meet the
various needs of the ICU patients and his or her family (Ervin et al.,
2018).
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The multidisciplinary team continuously present to provide
physical, psychological, social, spiritual, emotional care and financial
assistance to the patient and his family. Interdisciplinary care can
contribute to providing optimal services in intensive care. However, the
multiplicity of specializations leads to different clinical presentations,
confusion, and overlapping in the information needed by the family to
reassure and make the right decision regarding patients' health.
Coordination and communication between the staff and the distribution of
tasks and responsibilities to health care providers, each according to his
specialization, helps to reduce errors and confusion in work (Cagle and
Bunting, 2018).

2.4. Family-Centered Care

The Family-centered care (FCC) views the patient's family as
the unit around which caregiving should be organized. This approach
considers the patient as part of a larger social unit, the family, which is an
important determinant of mental and physical health (Spooner et al.,
2018).

The family-centered care represents a comprehensive approach
to delivering healthcare that respects and attends to the needs and values
of families (Burns et al., 2018).

In the 1990s, the FCC first became popular in the fields of
neonatal and pediatric nursing, where family integration was viewed as
essential to the treatment of ill newborns and young children. Later,
regardless of age or care level, the FCC was made available to all patients
(Mitchell et al., 2016).
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Over the past decade, the concept of patient- and family-
centered care has expanded. It is seen as a participatory approach that
considers the family an essential part of patient care and relies on mutual
benefit between health care providers and the patient's family. The family-
centered philosophy of care is based on four fundamental concepts:
respect, exchange of information, participation and collaboration, as
family members are considered essential allies in improving the quality
and safety of health care (Clay and Parsh, 2016).

Patient- and family-centered care has many advantages: It
increases job satisfaction for health professionals. It leads to better use of
healthcare resources, improving treatment outcomes and care experiences
for patients and their families. PFCC interventions can shorten the length
of stay in the intensive care unit, increase patient and family satisfaction
and improve mental health outcomes. PFCC is particularly stressed in the
intensive care unit because of the severity of the condition and the patient's

inability to protect their interests (Van Mol et al., 2017).

ICU nurses and physicians are responsible for delivering patient care
as well as meeting to families' needs, easing their stress during a severe
iliness, and preparing them for decisions and care requirements both
during and after the ICU stay (Goldfarb et al., 2017).

Evidence-based guidelines for family-centered care in the
neonatal, pediatric, and adult ICUs have been developed by, with five key
recommendations: family presence in the ICU, family support,
communication with family members, use of specific consultations and

ICU team members, and operational and environmental issues, the
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suggestions are based on an overview of the best methods for assisting
families in the ICU (Davidson et al., 2017).

All personnel working in the ICU should review these
recommendations and evaluate those most relevant to their unit, family-
centered care practices, interests, and resources available to them. It has
proven difficult to implement PFCC in intensive care units because of a
lack of common understanding of teamwork, a lack of support from
nurses, a visitation policy, excessive workload, provider attitudes, and
inadequate communication between doctors and nurses, which are
examples of barriers identified to the implementation of PFCC (Kiwanuka
etal., 2019).

The implementation of PFCC necessitates a concerted effort
and a shared understanding in the ICU. PFCC practice is associated with
one or more specific procedures, but the PFCC concept is also a holistic
strategy that must permeate the ICU. For example, having flexible visiting
hours is useless if the staff does not look after and include the families
who visit. ICUs that have successfully implemented PFCC have strong
leaders, compassionate staff, and the backing of a dedicated
multidisciplinary team. The importance of nurses in providing family care

has additionally been emphasized (McAndrew et al., 2020).

Because of their ongoing presence, they are in a special position
to guide and assist the multidisciplinary ICU team and guarantee family-
centered care. Nurses' efforts to encourage family interaction are,
however, impacted by a complex and dynamic interplay of facilitators and

disruptors.  Organizational responsiveness, unit support, family
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adaptation, and ICU nurses' facilitation have all been identified as crucial
facilitators (Nygaard, 2022).

2.5. The Needs of Families of Critically 11l Patients

US Nurse Nancy Molter was the first to conduct a study of the
needs of patients' families in critical care, which led to the creation of the
Critical Care Family Needs Inventory (CCFNI) (Wantiyah et al., 2018).
Based on the results of her work, the needs of the families of critically ill

patients were identified, including:

p—

Feel there is hope

Feel hospital personnel care about the patient

Have a waiting room near the patient

Be called at home about changes in the patient’s condition
Know the prognosis

Have questions answered honestly

Know specific facts about the patient’s prognosis

Receive information about the patient at least once a day

A T A T o

Have explanations given in understandable terms

10. Be allowed to see the patient frequently

One of the researchers who validated Molter's findings was Jean
Leschi (1991), who grouped families' needs into the following five areas:
Support, proximity, information, assurance, and comfort. Also, since that
time, her work has been validated by numerous other researchers
(Buytikcoban et al., 2015).

Although there are a number of quantitative studies conducted

after Molter that list the needs of families of critically ill patients, the
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importance of qualitative studies conducted by a number of nurses
describing the family's experience in intensive care, identifying their
feelings of anxiety and confusion, obtaining information, staying close to

the patient, or being in the waiting room (Bjork et al., 2019).

Frivold et al., (2015) has been described family experience in
ICU as maintaining a waking phase during which the family feels the need
to watch over the patient because they cannot forgive themselves if
anything happens while they are away. During this stage, the patient takes
precedence, and family members want to be with the patient, care for him,
touch him, talk to him, or even just sit quietly near him. They want to

provide and give priority to the comfort and reassurance of the patient.

The patient's serious condition worsens and the patient's family
starts aggressively looking for information. According to (Kourti et al.,
2015), not knowing is the worst part, and intense worry can last until the
family feels they have gathered enough information. The family could
next move into a tracking phase, where they monitor, examine, and
evaluate the patient's care. Family members want to see how the patient is
being treated at this time to ensure that he is receiving proper care. Family
members experience negative feelings and many pressures that could

influence family relationships, roles, and communication.
2.5.1. Families’ Need for Information

Information is one of the basic needs identified by the families
of critically ill patients. When patient updates are not provided promptly,

families panic and are afraid to make caregiving decisions when they do
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not have up-to-date information. However, not all family members and

relatives of the patient desire the exact amount and type of information.

Gaeeni et al., (2015)find that some family members, described
as observers, need for more information than other family members. The
observers were on constant alert as they scouted the environment and
searched for information. They can only relax when they receive adequate
and consistent information. Gaeeni hypothesizes that especially detailed
information about what a negative progression in a patient's condition may
be harmful to them. Thus, the nurse must carefully assess the amount of

information that family members are willing and able to absorb.

Most families expect the physician to initially explain the
patient's condition, diagnosis, and treatment. However, they expect the
nurse to elaborate, providing information about the patient's daily care and
treatment, what the family's role is, and whether the patient is ready for
transfer. To encourage the family to adapt to the experience, he
recommends that the nurse begins during the family visit by explaining
what is happening to the patient and, at the end of the visit, ask the family
to explain their understanding of the patient's condition (Schwartz et al.,
2022).

2.5.1.1. Essential for Collaboration

Families seek information from multiple sources, so it is
essential to standardize the message from all team members. When
selecting a physician for information, families prefer to communicate with
physicians who speak to them in understandable terms, spend sufficient

time with them explaining and clarifying the information, and are
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sensitive, honest, and helpful. They remember the physicians they spoke
to directly and keep their word more than the physicians with the most
information. (Farahani et al., 2014) summarizes strategies that can be

used with families:

1. Regular family conferences to discuss the patient's goals and progress
toward goals are helpful. Since 50% of families do not understand the
patient's diagnosis, treatment, or prognosis, the conference should begin
with the physician presenting a clear language summary of the patient's

condition and giving families enough time to ask questions.

2. Provide written instructions explaining information about the intensive
care unit, equipment, family guidance for the location of waiting areas,

phone numbers for the unit, and available services.

3. A method of contact must be provided between the patient's family
members, the nurse, and the physician. The personal phone of the patient's

family members or a pager can be used.

4. If possible, provide consistency in patient care. Some families indicate
that it is not only important to receive updates on the patient's health status

but also that they want to receive them from the same nurse every time.

5. Some hospitals provide verbal or written instructions for the patient's
family to communicate with the nurse and ask questions they want

answered.
2.5.2. Families’ Need for Proximity

Through the experiences of families in the intensive care unit,

they constantly mention that they prefer open visiting hours. Patient and
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family satisfaction increase when the unit's visiting hours are not limited
and flexible. He stated that there is ample evidence that the visit is not
stressful for patients and does not interfere with providing nursing care.
Dragoi et al., (2022) They described the following advantages of an open
visit:

1. The patient's family members are more satisfied, and they can arrange

visiting times whenever they need and commensurate with the patient's

comfort, so they prefer open visits.

2. Communication becomes easier between the patient, family, and staff.
Families believe they receive more information about their patient's health

issues because they see the nurse frequently and can ask questions.

3. Open family visiting gives families more significant opportunities to

give emotional support and reassurance to patients, helping their recovery.

4. There is some evidence of the physiological benefits of the open visit
and the presence of relatives with the patient, as it was found to reduce

blood pressure, heartbeat, and intracranial pressure(Rahmani et al., 2013).

5. Flexible visiting hours give more opportunities for interaction between

nurses and the patient's family and family education.

Hart et al., (2013) are recommended to develop a plan and
schedules for visits at the time of admission of the patient to the intensive
care unit so that the family can reach the patient when they are available.
However, the critical care nurses are the gatekeepers and advocates of the
patient and are responsible for organizing the visit. The responsibility

becomes when the patient benefits from the visitor and when the patient
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Improves without the presence of a visitor. Some critical care nurses ask

family members to leave while the nurses are doing the procedure.

However, there is evidence of the importance of having a family
member besides the patient and participating in physical care such as
moisturizing lips, combing hair, or feeding the patient. However,
differences were found in nurses' willingness to allow family members to
care for the patient and to be present during interventional procedures.
Reassurance and satisfaction increase and family fears decrease when
nurses show competence and commitment while providing care to the
patient and when they explain what care they provide to the patient and

how and what benefits accrue to the patient's health (McKenna, 2019).
2.5.3. Families’ Need for Support

Providing support for the family and the patient is one of the
essential responsibilities of the staff in the intensive care unit and includes
psychological, emotional, social and spiritual support. This contributes to
the patient's family adapting to the difficult situation they are experiencing

and participating in decision-making (Adams et al., 2014).

One of the most important responsibilities of family members
is to promote psychological well-being and reduce anxiety for a critically
ill patient through their familiar and caring presence, meaningful
interaction with the patient, and collaboration with the treating team in
care planning. The family's ability to support the patient may be
compromised by their own psychological distress. Anxiety, depression,
and even signs and symptoms of PTSD have been documented in this

population. Thus, to promote optimal outcomes for both the patient and
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the family, it is the nurse's vital responsibility to attend to the needs and
concerns of family members during treatment in the ICU (Babaei and
Abolhasani, 2020).

The sudden admission of a family member or loved one and a
state of anxiety, fear, and sadness increases the spiritual and religious
needs of individuals, as individuals resort to spiritual and religious beliefs
to relieve grief and help them adapt to overcome the crisis (EI Nawawi et
al., 2012).

Spirituality refers to communication with a higher power. It
represents a stage of self-transcendence and the search for meaning in life.
It is expressed through a set of beliefs and practices. These practices vary

in different religions and cultures (Turan and Yavuz Karamanoglu, 2013).

Spirituality is like a shield against any negative psychological
and emotional consequences of critical situations. That family members
with loved ones in the intensive care unit may find solace and strength in
their spiritual beliefs. In intensive care units, family members may turn to
intensive care nurses for answers and guidance to their spiritual concerns.
Positive health care outcomes of improved decision-making, increased
patient and family satisfaction with care, and increased family adjustment
have been linked to the provision of spiritual care to family members of

critically ill patients (Ho et al., 2018).

According to Balboni et al., (2014) intensive care nurses face a
challenge in providing spiritual care and religious services with the
discrepancy in families' spiritual values and beliefs. Central to these
challenges is the need for sufficient awareness towards those beliefs.
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As a result of the crisis, the stability and balance of the role of
family members are disturbed. The importance of social support arises as
a buffer and an essential resource for stressed families. Social support,
which refers to the resources or assistance provided by individuals or
groups, has different types and functions, and the sources of social support
may vary across an individual's lifespan. In addition, culture can influence
the coping strategies individuals prefer and cause individuals to use

different forms of social support to deal with stress (Chang et al., 2018).
2.5.4. Families’ Need for Comfort

Comfort is a comprehensive, subjective and multidimensional
concept affected by physical, environmental, social, and psycho-spiritual
factors, which change in time and space. It results from individuals'
interactions with themselves, the people around them, and the situations
they encounter in the course of illness and the healthcare process (Gibaut
etal., 2013).

One way to help relieve some of the stress is to provide comfort
and support to the patient's family, as family members feel helpless,
anxious, and fearful about their loved one's condition, exploring the
importance of family comfort for ICU patients and a number of strategies

for providing it. Latour et al., (2022)

1. First and foremost, recognize the emotional impact that ICU
hospitalization can have on family members. Because ICU visitation
restrictions might be rigorous and limit the number of visitors allowed at
any given time, they may feel isolated and alone. Furthermore, they may

be concerned about their loved one's status and future, which can cause



Chapter Two: Review of Literatures

anxiety and tension. Healthcare personnel can assist by providing regular
updates on the patient's status, explaining the plan of care, and addressing
any concerns expressed by the family. Clear communication can help

reduce the tension and anxiety that comes with uncertainty.

2. Creating a friendly and inviting environment is another approach to
bringing comfort to families. Simple gestures such as providing blankets,
pillows, and beverages can help achieve this. Comfortable waiting room
chairs or couches can also help families feel more at ease during extended
stays. Books and television available to families can help them pass the
time and distract them from their anxieties. Furthermore, healthcare
personnel can provide emotional support by listening to families'
concerns, encouraging them, and being there and ready to answer

guestions.

3. Finally, it is essential to understand the importance of cultural and
religious beliefs in offering solace to families. Healthcare practitioners
should be aware of and respectful of cultural and religious customs and
beliefs that may influence a family's treatment preferences. This could
involve accommodating prayer or ritual practices, allowing access to the
clergy or spiritual leaders, or catering to food issues. Healthcare
practitioners can assist in creating a more pleasant and encouraging

environment for families by acknowledging and honoring these views.
2.5.5. Families’ Need for Assurance

Assurance of the patient's condition in the intensive care unit is
associated with decreased anxiety and fear among family members. It also

promotes confidence that the patient will receive the best care. The need
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for assurance is essential for the ICU patient's family as it contributes to
their recovery and well-being. It has been shown that family involvement
in the care of critically ill patients can reduce the risk of delirium, shorten
the length of stay in the intensive care unit, and reduce mortality rates
(Khoshnodi et al., 2017).

Family members also play an essential role in advocating for
loved ones' needs, providing emotional support, and communicating with
the medical team. Thus, ensuring family assurance in the ICU enhances
patient-centered care, patient outcomes, and overall ICU experience
(White and Parotto, 2019).

1. Communication: The key component of family assurance in the ICU is
effective communication. The medical staff should establish open lines of
contact with the patient's family and keep them updated on the patient's
health, course of treatment, and progress. It is important to encourage
family members to share their concerns, ask questions, and contribute to
care planning. The use of interpreters should be taken into consideration
when necessary, and communication should be adapted to the family's

needs and cultural background.

2. Family-centered care: ICU staff members ought to offer family-
centered care, which emphasizes the important role of including families
in patient care. This includes involving family members in decision-
making, providing emotional support, and addressing their practical needs
such as transportation, accommodation, and financial assistance. Family
members should also be allowed to visit the patient regularly and

participate in care activities, such as bathing and feeding.
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3. Education: Educating the family about the patient's condition, progress
with treatment, and prognosis can help decrease anxiety and unease.
Education should be provided in a manner that is understandable and
culturally appropriate. Family members should also be informed about the
ICU environment, including visiting hours, infection control measures,

and the roles of the medical team.

4. Psychosocial support: ICU patients and their families often experience
psychological distress such as anxiety, depression, and post-traumatic
stress disorder (PTSD). Therefore, providing psychosocial support to the
family is crucial. This may include counseling, peer support groups, and
referral to mental health professionals. ICU staff should also be trained to

recognize and address psychological distress in patients and their families.

5. Follow-up care: After discharge from the ICU, patients and their
families may require ongoing support and follow-up care. This may
include rehabilitation, home care, and medical follow-up appointments.
ICU staff should provide information and referrals to appropriate
resources and services to ensure continuity of care and prevent

readmission.

2.6. Satisfaction Family of Patient
In recent years, the perceptions and satisfaction of patients and
their families is one among the many international indicators of the quality
of health services provided in health facilities (Pefia et al., 2017).
Patient and family satisfaction are a very important measure that
provides information about whether health workers have successfully
responded to client values and expectations. However, due to their illness

and treatment, it can be difficult for patients to assess an ICU stay. Study
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show that the patient's and family's perception of an ICU stay can be the
same. In recent years, identification of the patient's and family's
experiences during an ICU stay has led to an increase in research on
family satisfaction. Family satisfaction with the care a patient receives
during an ICU stay can be an important piece of information used to
improve the quality of overall ICU health services, ensuring that the care
provided meets the needs of the patient and family (Haave et al., 2021).

Family satisfaction has become an important area of research in
critical care. It focused on patient and family-centred care. Family
satisfaction was used as a proxy measure for the quality of care received
by the patient (Scott et al., 2019).

In addition, family satisfaction plays a role in enhancing the
patient's experience later in the patient's journey and supporting the patient
as the primary source of care after hospital discharge. It is essential to
prevent adverse psychological outcomes for patients and families by
improving family satisfaction with communication and care (Mosleh et
al., 2015).

It is well known that the admission of a relative to the intensive
care unit and the associated uncertainty is a very stressful experience for
family members, leading to increased anxiety, depression and even
physiological deterioration, especially in the elderly and spouses. The
distance between the family residence and the hospital to visit a critically
ill family member adds more stress and anxiety due to problems
associated with travel time, financial cost, the difficulty of
accommodation, distance from family and lack of social support, which
leads to feelings of confusion and increased vulnerability. Because of the

difficulty of returning, especially when the patient is unstable and at times



Chapter Two: Review of Literatures

when they are vulnerable, it requires family members to sleep close to the
intensive care unit, which significantly increases the general sleep
disturbance of the family. This leads to a situation where family members
may become more anxious and sleep-deprived, which has implications for
the person's decision-making, attention, and satisfaction with ICU care
(Frivold et al., 2015).

Several factors influence the satisfaction levels of the people
most invested in the patient's care, such as spouses and parents.
Confidence in the care provided by staff and perceived nursing and
medical competence. To increase satisfaction and improve the therapeutic
relationship between families and ICU physicians, Clear open
communication and allows flexible visiting hours. In general, research
indicates that it is helpful to measure family satisfaction with ICU care
and to provide tools that measure various dimensions of the quality of that

care. (McLennan and Aggar, 2020)
2.7. Family Participation in Care
2.7.1. Introduction to Family Involvement in the ICU

Family and relatives want to care for, serve, and protect their
loved ones, especially when a family member has a life-threatening health
condition. Caregiver family members often provide physical,
psychological and emotional care in the hospital, especially for the many
unable patients with chronic illnesses. Many will take up this primary role
again after returning home. Family members are often sidelined or
neglected in intensive care settings. They may not understand the

language doctors use, the planning or daily work of the ICU, or the
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progress of their loved one's illness, judging it in physiological terms (Bell
etal., 2018).

Notably, while the physician's concern about the patient's health
Is often related to the physiological severity of the disease, family anxiety
or fear and the risk of developing post-intensive care syndrome are not
necessarily associated with the severity of the disease only but with other
factors such as the age of a family member, social support, previous

experiences or feelings take control of the situation (Beesley et al., 2018).

Family involvement is a broad term that can include all family
approaches inan ICU. This includes the participation of families in events,
such as allowing participation in caregiving, decision-making, rounds,
discontent with resuscitation or procedures, and advocating for patient
safety. Family participation also includes caring for family members, such
as providing physical care such as body hygiene, feeding, and emotional
support. While they are in the ICU, they make sure they understand what
Is happening and for their loved ones. Family members can continue to be
involved after their loved one has recovered and leaves the ICU to
influence the organization and development of ICU policies by
participating in Patient Family Advisory Councils (PFACSs) (Olding et al.,
2016).

The concept of family is not limited to legal or genetic relatives
but also includes people whom patients wish to participate in their medical
care. Despite this, sociocultural differences around relationships have
sometimes led to the exclusion of some family members from their loved

one's bedside during serious illnesses (Brown et al., 2015).
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Healthcare providers should respect relationships that are
Important to patients whenever possible. In addition, because the legal
requirements for medical decisions making for patients differ in different
communities and countries, it is essential to encourage community
members to find out who will be the default decision-maker and to
designate a different healthcare representative if desired, while they can
do so (DeMartino et al., 2017).

Family relationships can be complex, and while many ways of
involving the family are described, it is impossible to fully address the
nuances of family relationships that may influence certain situations. In
addition, not all family members have the same desire to be included in
the same way and display different coping patterns in the ICU setting
(Butler et al., 2015).

Common sense is imperative, as the accidental removal of
family members threatens the safety of others or causes abuse from the
ICU environment. However, it is no longer acceptable to exclude families
from participation in the intensive care unit solely based on convenience

or the desire of the health care team (Netzer and Iwashyna, 2017).

Family participation in clinical rounds Inviting families to
rounds is believed to increase relationship trust, satisfaction, and
communication without decreasing the quality of the rounds. While
family participation in daily rounds has been described primarily in
observational and descriptive studies, the guidance now focuses on
families being offered to participate in rounds as standard practice. One

common concern is that the participation of family members during
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rounds will lengthen rounding or reduce teaching time. However, data on

this needs to be more consistent (LaRosa et al., 2019).

Two observational studies conducted by (Au etal., 2018; Gupta
et al., 2017) in recent years found a slight increase in the time of clinical
rounds when the family was present. However, while trainees may ask
questions differently with the family present, with less focus on diagnosis
In some studies, general teaching is not thought to be affected. While the
time of the intensive care team is valuable, if relatives of the patient
lengthen rounds slightly, this potential negative factor may be offset by

benefits to families through improved satisfaction and understanding.

In addition, having family members participate during clinical
rounds may reduce the amount of time both nurses and physicians need to
update information for families throughout the day. Collaboration in joint
decision-making may also occur when the family is present on clinical
rounds, as they may contribute to the plan by adding information about
medical history or insight into the patient's condition or goals since the
family is the primary source of information among unconscious or
disoriented patients (Cody et al., 2018).

If there is a need for more collaboration and decision-making
with family members, a scheduled family meeting is likely to be a more
appropriate venue for such discussions. These discussions are progressing
more smoothly on the basis of a trusting relationship based on joint tours.
Extensive studies are needed to determine more about how to engage
family members most effectively during this time while meeting the goals
of the intensive care team, being efficient in-patient care, and making

medical decisions (Gupta et al., 2017).
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2.7.2. Family Involvement at the Bedside

In addition to participating in rounds, family members can
participate directly in the care of their loved one and be present during
bedside procedures, including resuscitation efforts. Family members can
help the patient with daily activities such as walking, brushing teeth,
bathing, combing, and feeding when appropriate. Having family around
the patient for psychological support may also help reorient a confused or
delirious patient (Wyskiel et al., 2015).

A study conducted on family members who were formal
participants in the care of patients in the acute care ward showed that
participation in this program was associated with a reduced readmission
rate in 30 days (Van De Graaff et al., 2018). A similar study in pediatric
wards showed a reduced length of stay when the family was involved in

caring for their child or infant (Segers et al., 2019).

In some circumstances, when family members cannot be
present during procedures or resuscitation, they may still be able to
participate by sitting in the room or actively resting the patient after the
procedure. Experiments found that family presence during procedures had
positive psychological effects, in the short and long term, for the family

members who were involved (Jabre et al., 2013).

The patient's family or relatives feel that they have the right to
be present during CPR if they wish, and the majority of nurses support the
implementation of policies that allow the patient's family to be present
during the resuscitation process. Family presence in the resuscitation

effort is now an important standard of care emphasized by organizations
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and institutions such as the American Heart Association (Neumar et al.,
2020).

Evidence regarding families of patients in intensive care
procedures is preliminary. Family members experience the levels of stress
and anxiety they feel in the waiting room while waiting to hear the
outcome of the procedure. However, when the family is present bedside
to the patient during the procedure, this information reaches them directly.
Allowing family members to attend may also address concerns and beliefs
that patients' families were not always treated respectfully. Direct viewing
procedures reassure family members and encourage better medical
service. Attendance during procedures may be important to the family of

patients who pass away (Oczkowski et al., 2015).

The presence of the family at the patient's bedside relieves
feelings of fear and anxiety in patients associated with intensive care unit
procedures to depict the presence of the family during the insertion of the
central venous line. Although there is no evidence of increased distress
for family members due to the presence of procedures, a study of the
bedside family experience in adult ICU patients is needed to see if any
factors might harm patients or families to be included (Kamali et al.,
2020).

However, while this evidence is imminent, current studies
suggest that bedside family of patient sharing, including during
resuscitation and procedures under the supervision of the medical team,
can be a positive experience for all parties. However, the medical team
must maintain the privacy and dignity of a patient who cannot speak for

himself. If the patient does not want to attend family, the family should
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not be invited to stay. At all times, whether or not a family is present,
patients must be treated in a manner that preserves their humanity and
dignity. In addition, not all family members will have the desire to be

present during resuscitation(Beesley et al., 2016) .
2.7.3. Family Impact on Patient Safety

The family plays the role of protecting the patient from risks
and events that could harm the patient throughout the period of stay in the
intensive care unit, including injury and death. Family members are often
at the bedside. In one study, family members participated in semi-
structured interviews to determine what went wrong during
hospitalization. Family members reported 16% more errors ide ntified and

10% more adverse events than hospital accident reported by staff (Khan
etal., 2017).

By involving families in safety monitoring, unrecognized errors
and consequences are identified and ideally prevented. Many hospitals
have established teams that will provide rapid assessment, stabilization,
and triage of patients with clinical deterioration in the hospital ward, often
called Rapid Response Teams (RRTs). Family members, who are often
present and closely aware of their family member's condition, can help by
alerting staff if there is a change in the patient's condition. One hospital
expanded its RRT system to allow activation directly by family members.
Family members received instructions about the program and how to work
it and were given a number to activate the RRT. While family involvement
in activating RRTs did not significantly affect the primary outcome in this
study, there was also no increase in inappropriate calls by the family
(Bucknall et al., 2021).
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The patient's family can be an important partner in improving
health care in recognizing early changes in the patient that healthcare
providers must take seriously. Family members can also work with the
ICU team to maintain good hand hygiene and thus reduce the spread of
infection. In one study, patients or their family members were made aware
of the importance of reminding medical staff to wash their hands. This
education program has been shown to increase hand hygiene by staff by
an average of 34% and was found to be a viable and cost-effective way to

reduce the spread of infection (Alzyood et al., 2018).

In many circumstances, family members feel uncomfortable in
this role and may fear retaliation. In addition, family members can be
marginalized due to a combination of factors, including language, culture,
or educational background, and they often feel that they are not given
enough opportunities to speak up or advocate for their loved ones. Even
if they have the ability and willingness to speak up, family members often
feel that their needs and concerns are not adequately taken care (Fisher et
al., 2016).

Encouragement by health care providers for the patient's family
to participate, such as encouraging hand hygiene, increases the likelihood
of effective communication and mutual benefit. Some health
organizations are even beginning to include patient and family assessment
and feedback as part of their safety policy since family members, because
they have been around for a long time, are often able to identify
contributing factors and make recommendations to improve the quality of
care (Clay and Misak, 2016).
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2.8. Coping Family of Patient

When a patient is admitted to the hospital, it is often a stressful
time for their family member, with increased negative emotions, including
symptoms of anxiety, depression, and symptoms of post-traumatic stress
during and after the hospitalization experience, especially after sudden
admission to the intensive care unit. These feelings likely contribute to the
increased health risks of cardiovascular disease among the patient's family
members (Frota et al., 2021).

It is possible that the experience of psychological stress
experienced by family members may not be entirely related to the
environmental stressors they encounter in the hospital but may also be
mediated by individual perceptions and coping with the patient's
admission to the hospital. A comprehensive view of the mechanisms of
psychological responses among family members and possible preventive
approaches to their psychological illness and increased risk of
cardiovascular disease can thus be gained through a broad understanding
of coping mechanisms following an unexpected admission of a loved one

to the intensive care unit (Chang et al., 2018).

Coping is defined as the cognitive efforts and behavioral
patterns that a person exhibits in response to factors that threaten the
stability and determine how these stresses will affect physical and
emotional well-being. They are mechanisms of change that entail
intentional efforts to mitigate the effects of stressors and not just a variety
of responses that occur (Algorani and Gupta, 2022).
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There are many coping systems in the literature, including those
that focus on how the family copes with the iliness of a loved one or the
role of physician in mitigating stress and helping the family cope, but the
system devised by Lazarus and Folkman, in 1984 is the most common and
has been widely discussed as it focuses on strategies To face the problem
and manage it, and not just the emotional and behavioral response (Harlan
et al., 2020). it includes four mechanisms and fundamental concepts for

coping

1. Coping is an operation or interaction between persons and their

surroundings.

2. The purpose of coping is to manage stressful situations rather than

regulate or dominate them.

3. Coping is predicated on the concept of evaluation (how an occurrence

Is observed and cognitively evaluated in an individual's mind).

4. Coping entails mobilizing cognitive and behavioral strategies to deal
with internal or external demands arising from the interaction of persons

and their surrounding circumstances.

Problem-focused approaches include resolving interpersonal
problems, active planning and decision-making, obtaining resources and
information, and being more educated about stressors. Emotion-focused
coping, on the other hand, entails cognitive and behavioral efforts to
regulate and overcome anxious reactions to stressors. Emotion-focused
coping can be divided into two types: active processes, including coping
methods aimed at changing a negative emotional response and avoidance

processes involving efforts to lessen the consequences of negative
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feelings. Religion, positive reframing, and acceptance are active
processes; avoidant actions include denial, self-distraction, and drug use.
Problem- and emotion-focused coping can coexist, with various strategies
dominating at different periods depending on the source of stress, the
individual, and the context. (Rickholdt ez al., 2019)

2.9. Theoretical Framework

The Neumann systems model was the framework chosen for
this study. In the Newman systems model, the client may be an individual,
a family, a community, or a group. In this study, the client was a patient's
family in the intensive care unit. The Newman systems model looks at the
client holistically concerning their environment and how various stressors
affect their health and well-being. It defines stability, or health, as "a state
of equilibrium that requires entry into an exchange. A stressor can be
defined as an environmental factor that has the "potential to disrupt the
stability of a system"(Johnson and Webber, 2015) .

Admission of a family member to the Intensive Care Unit was
assumed to be stressful for the family members participating in this study.
Newman looks at the client as a basic structure “consisting of basic
survival factors common to species™. The basic structure is surrounded by

concentric circles called lines of defense and resistance (see Figure 2.2).

Resistance lines surround the core structure. In turn, they are
surrounded by a normal defense line and a flexible defense line. There are
similarities between all lines of defense and resistance. Together, they are
an interconnected set of protective and coping mechanisms that attempt to

maintain the stability or wellness of the client. The Newman Systems
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model considers five client variables when evaluating infrastructure and

lines of defense and resistance. There are physiological, psychological,

sociocultural, developmental, and spiritual variables (Smith, 2019).
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Figure (2.2): The Neuman systems model. A holistic view of a dynamic
open client—client system interacting with environmental stressors, along
with client and caregiver collaborative participation in promoting an
optimum state of wellness. Original diagram copyright by (Neuman and
Fawcett, 2011).
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Signs and symptoms of an illness appear when a stressor is able
to break through the flexible barrier to defense. Nursing interventions
should ideally focus on enhancing the flexible line of defense and averting
disease. The flexible line of defense encircles and guards the normal line
of defense. It is a dynamic combination of different protection
mechanisms. The normal line of defense, also known as the usual wellness
or stability state, serves as "a standard against which deviancy from the
usual wellness state can be determined” since it stops stresses from

invading the basic structure of the client (Alligood, 2017).

The basic structure and normal line of defense are protected and
supported by resources inside and outside the resistance lines. Neuman
views nursing as the conduit between the client, their health, and their
surroundings. Nursing interventions are classified as primary, secondary,
and tertiary prevention depending on where a client is on the health

continuum. (Kaylor and Turner, 2015)

The levels of prevention work depend on the reaction caused by
the stress in the client. Primary prevention reinforces flexible lines of
defense and maintains the client's basic structure. Secondary prevention
occurs when stress crosses the lines of defense, and symptoms begin to
appear in the client. It aims to protect the lines of defense and restore the
client's condition to a level of stability and wellness. Tertiary prevention
is concerned with maintaining wellness once the client achieves wellness

or stability (Hannoodee and Dhamoon, 2020).

Lines of defense and coping mechanisms correspond to the
normal levels of family functions. Physiological variables are represented

by basic needs such as food, comfort and shelter, and psychological
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variables are represented by the mental and emotional health of the family
and support factors. Spiritual variables are the values and beliefs of the
family. Developmental variables include individuals' experiences, ages,
and cognitive abilities. SocioP-cultural variables include family members'
relationships with friends and society, as well as socio-cultural and
economic backgrounds. The role of the nursing intervention is to enhance
the flexible lines of defense by supporting and meeting the physiological,
psychological, spiritual and social requirements to maintain the stability
and well-being of the patient's family and to reduce the impact of pressures

on the stability of the family system (Khatiban et al., 2016).

This corresponds to the forty-five family needs that were used
in this study, which were divided into five dimensions that included
assurance (a necessity for hope in the favorable results), information (a
necessity for prompt information on patients' illness condition), proximity
(necessity to remain close with the ill family member), comfort
(individual well-being and comfort), and support (includes resources,

support systems or structures).

2.10. Summary

In this summary review five studies to determine the most
important needs of patients' families in intensive care units, conducted in
regions around the world, in Europe including Spain, in East Asia,
including Malaysia, in the Middle East, including Iran, and Jordan, and in

North Africa, including Egypt.
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First Study

Study carried out by Sanchez-Vallejo et al., (2016).Aim at to
describe the needs of the families of patients admitted to the Intensive
Care Unit (ICU) and the opinion of ICU professionals on aspects related
to the presence of patient relatives in the unit. Two samples of volunteers
were studied: one comprising the relatives emotionally closest to the
primarily non-surgical patients admitted to the Unit for over 48hours, and
the other composed of ICU professionals with over three months of
experience in the ICU. A total of 59% of the relatives (35/61) answered
the questionnaire. Of these subjects, 91.4% understood the information
received, though 49.6% received no information on nursing care. A total
of 82.9% agreed with the visiting policy applied (95.2% were patient
offspring; P<.05). Participation on the part of the professionals in turn
reached 76.3% (61/80). A total of 59.3% would flexible the visiting
policy, and 78.3% considered that the family afforded emotional support
for the patient, with no destabilizing effect. On the other hand, 62.3%
routinely informed the family, and 88% considered training in

communication skills to be needed.
Second Study

Study carried out by Mohamed, Z. (2016). Aim at to identify
the needs of family members of critically ill patients in a Critical Care
Unit in Malaysia medical center. The study was conducted on 109 family
members of patient hospitalized at the Intensive Care Unit and Coronary
Care Units of University Kebangsaan Malaysia Medical Centre
(UKMMC), showed that assurance and information needs were the
highest with (3.77); (3.62), proximity need (3.60), support need (3.57),
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and comfort need (3.55), respectively. There was significant relationship
between respondent’s relationship with family needs of proximity. This
study indicated that there were significant association between
respondent’s monthly income and family needs of comfort and support.

There was also significant association between the sex with comfort need.
Third Study

Study carried out by Hasandoost et al., (2018). The study aimed
at evaluating the needs of families of the patients admitted to ICUs in
teaching hospitals of Iran. The study population included 235 family
members of the patients. Total score of CCFNI was 132.32+18.46. Needs
of family members of ICU patients decreased 0.428 times following the
increase of length of stay in ICU (P < 0.001). Moreover, the need for
supportive cares was significantly 9.273 times lower among il literate

families, compared with the ones with higher education level (P <0.018).
Fourth Study

Study performed by Almagharbeh w.t. (2019). Aim at to
describe family members’ perceptions of their needs during the
hospitalization of their critically ill relative. Two questionnaires were
used; socio-demographic data sheet and the Critical Care Family Needs
Inventory (CCFENI) questionnaire, a descriptive comparative design was
utilized to describe family members’ perceptions of their needs during
hospitalization of their critically ill relative. A convenience sample of 227
family members participated in the study. The sample included 57.3%
family members from public hospitals and 42.7% from private hospitals.

Family members perceived 27 out of 44 needs as important or very
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important. The family members perceived assurance, information, and

proximity higher than comfort and support needs.
Fifth study

Study performed by Elsayed et al., (2022). This study aimed to
assess needs of critically ill patients and their families at intensive care
unit at General Bulag Dakror hospital. A purposive sample of sixty
patients and sixty family members were included in the study. Four tools
were used in this study: structured interview questionnaire, barthel index
scale, intensive care unit environmental stressor scale and critical care
family needs inventory. The study demonstrated that less than half of the
studied patients were minimally dependent. The highest mean score of
intensive care unit stressors of the studied patients was for environmental
stressors. While, the highest mean score of studied family members’ needs
was for assurance and anxiety reduction needs. There was a statistically
significant relation between physical needs and educational level of the
studied patients, as well, there was a statistically significant relation
between the total mean scores of information needs and educational level
of the studied family members and between the total mean scores of

support needs and number of family member’s visits to patient.
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Chapter Three

3. Methodology

This chapter demonstrates the research design, administrative
arrangements, tools and procedures used to explore the families’ needs of
patients admitted to the intensive care unit. Also includes validity,

reliability, data collection, and statistical analysis of the data.
3.1. Study Design

To explore the important needs of families of patients in
intensive care units, a quantitative descriptive cross-sectional study was
carried out utilizing questionnaire questions for the periods of 1%
September 2022 to 5" May 2023.

From - 1% September 2022

[ Study Design ]

[ Descriptive Cross-sectional ]

[ Study Sample ]

{ Non-probability (Purposive) (N=120) ]

[ Study Setting ]

[ Al-Imam AL Sadiq Teaching Hospital ]

[ Al-Hilla Teaching Hospital :[ Marjan Teaching Hospital }

To - 5" May 2023
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3.2. Administrative Arrangements

Before gathering the study data, the following official

clearances were obtained from appropriate authorities:

1. Approval of the Research Ethical Committee of the University of
Babylon's College of Nursing. (Appendix A)
2. Official letter issued and submitted to the Health director.(Appendix B)

3. Approvals were also obtained from the Babylon Health Directorate,
development and training center to conduct the study in the hospitals
formally. (Appendix C)

4. Approval to formally visit the hospitals, which includes.
A. Al-Imam AL Sadiq teaching hospital. (Appendix D1)
B. Al-Hilla teaching hospital. (Appendix D2)

C. Marjan teaching hospital. (Appendix D3)

3.3. Study Setting

The study is conducted in intensive care units at the three
teaching hospitals in Al-Hilla City. The hospitals are Al-Imam Al-Sadiq
Teaching Hospital, Al-Hilla Teaching Hospital and Marjan Teaching
Hospital.

3.3.1. Al-Imam Al-Sadiq Teaching Hospital

The hospital opened in 2017 and is considered the largest
hospital in Babylon province. It has 492 inpatient beds, many clinics and
specialized centers, and 18 operating rooms. The hospital's intensive care

unit has 36 beds.



Chapter Three: Methodology

3.3.2. Al-Hilla Teaching Hospital

Established to provide health services in (1972), the hospital has
a capacity of 447 beds. The Intensive Care Unit consists of (18) beds.

3.3.3. Marjan Teaching Hospital

The hospital opened in 1957 to provide health services. The
hospital has a total bed capacity of 316, while the coronary care unit has

a bed capacity of 16.
3.4. Study sample

A non-probability (purposive) sample of 120 family members.
The study sample was divided among three teaching hospitals in Al-Hilla
City (Al-Imam Al-Sadig, Marjan, and Al-Hilla Teaching Hospital). The

following criteria were used to select the study sample:

3.4.1. Inclusion Criteria:

1. Adult (aged above 18 years) family members of the patient.

2. The patients must have been admitted to the ICU for at least 48 hours.

3. The participants should have visited the patient at least once during their
stay in the ICU.

4. A first-degree relatives are parents, spouses, children, and siblings,
while second-degree relatives are grandparents, grandchildren, aunts,

uncles, nephews, and nieces.
3.4.2. Exclusion Criteria:

1. Family members who were selected for the pilot study.
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2. Family members may be emotionally distressed and unwilling to

participate in the study.
3.5. Study Instrument

In order to explore the important needs of family members of
patients admitted to intensive care units, the research data were collected

using a questionnaire form that included two parts.

Part I: Sociodemographic characteristics of family members of patients
include: age, sex, level of education, occupation, residency, relation to the
patient, length of patient stays in the ICU, number of visits per day, and

previous admission to the intensive care unit.

Part Il: Critical Care Family Need Inventory (CCFNI), the original
version developed by Jane Stover Leske in cooperation with Nancy C.
Molter. The CCFNI consisted of forty-five items scored based on the
Likert scale of four levels, ranging from not important (1 point), slightly
important (2 points), important (3 points), and very important (4 points).
The items of the tool are divided into five subscales, including support
(15 items), proximity (9 items), information (8 items), assurance (7 items),
and comfort (6 items). The Arabic version of the tool was back-to-back
translated and adopted in a previous study by (Alsharari, 2019).
Permission to use the CCFNI was obtained from the original translating

authors (Appendix E).
3.6. Questionnaire Validity

The study tools English and Arabic versions were tested for face
validity. Face validity aimed to determine whether the tool measured what

it was supposed to measure. It was measured by a jury of 11 experts, five
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professors, and six assistant professors of medical-surgical nursing at the
nursing faculties at Babylon, Baghdad, AL-Kufa, and Karbala universities
(Appendix F1,2). The experts reviewed the tool for clarity, relevance,
accuracy, comprehensiveness, simplicity, and applicability and made

minor modifications.
3.7. Pilot Study

A pilot study was conducted on a purposive sample of 12 family
members of patients in the intensive care unit at Al-Hilla Teaching
Hospital; the pilot study sample is excluded from the study's original

sample. The pilot study is conducted from 1 to 7" February 2023.
The purpose of the pilot study:

1- To assess the stability and credibility of the questionnaire questions.
2- To enhance the questionnaire's reliability.

3-To determine the average time required to collect participant data.

The pilot study results indicated that the questions are clear and
understandable. Furthermore, the questionnaire can be completed in
appropriately time, and the study instrument's reliability has determined

that all of these objectives have been met.
3.8. Reliability of the Questionnaire

To assess the internal consistency of the adapted tool,
Cronbach'’s alpha was used. The tool's reliability was evaluated in order to
determine how closely the questionnaire items are related to one another.
Cronbach's alpha reliability coefficients typically vary between 0 and 1,
with higher values (greater than 0.7) indicating acceptable reliability.
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Table 3-1:Determine reliability of tool using Alpha Cronbach coefficients

No. of items Alpha Cronbach | Acceptable value Assessment
45 items 0.81 0.70 Acceptable

The questionnaire's items were reliable. The time required to
interview participants for answering the questionnaire ranged from (15 -
20) minutes. In addition, the instrument items were clarified and

understood by the family members of patients in intensive care units.
3.9. Ethical Considerations

The family members were told their voluntary involvement in
the study did not interfere with the participants' visitation time. At the end
of the visit, on-site interviews were done outside the ICU area. The
researcher explained the purpose and benefits of the study. After they were
approved to participate in the study for this reason, formal consent form
applied for each participant (Appendix H), an unnamed questionnaire was

used to ensure complete confidentiality.
3.10. Data Collection Method

After getting all the required permissions and conducting a pilot
study, data were collected from the beginning of February 12" 2023 to
March 13" 2023. The investigator visited the intensive care units twice
weekly during morning shifts (11:00 a.m. to 2:00 p.m.). The family
members were chosen based on inclusion criteria. Gathered data by
interviewing family members and filling out a data collection tool. The
study's purpose was explained to family members, and oral consent was
obtained at the interview's start after introducing researcher. Completed

and filled out the study tool in an average of 15 to 20 minutes, as follows:
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structured interview using the Arabic version of the questionnaire for
gathering data on family members' sociodemographics and critical care

family needs inventory (CCFNI).
3.11. Approach of Statistic

After completing the data collection procedures, the statistical
software Statistical Package for the Social Sciences (SPSS, version 26),
was used to analyze the data and present the results for nominal and
ordinal qualitative data; frequency and percentages were calculated. In
guantitative data, percentages and frequencies were found after dividing
them into categories, and the mean and standard deviation were also
calculated. In order to find significant relationships and differences
between the mean needs of the participants, inferential statistics were used
parametric tests including (t-test and one-way ANOVA). Furthermore, the
level of significance was chosen. If p-value > 0.05 is consider no

significant relationship and p-value < 0.05 is considered significant.

A. Descriptive approach

F
1- Percentage % = ————2 x 100
Sample size

2- Mean = 2%
n

Y'xi = sum of sample size
n = sample size

PR
3- Standard deviation o= w

o = standard deviation

Xi = each value from the sample
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p = mean of sample

N= sample size

4- Rating and Scoring = Z2M - 271 =07
Rating 4
(1) average = 1- 1.74 not important

(2) average = 1.75 - 2.49 slightly important
(3) average =2.50- 3.24 important

(4) average = 3.25 -4 very important

B. Inferential statistic

1- Independent t-test formula:

ny nz

t.: t calculated

Xi: mean of first group X2: mean of second group
S1. standard deviation of first group Ny size first group

S,: standard deviation of second group na.size of second group

2- Formula of one-way ANOVA table
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Source of | Degree of | Sum of | Mean of Sguare (F
Varance Freedom Square (3.5) [ (M.3))

(d.f.)
Between Group | k-1 SSR MSR=SSR/(k-1) - MSR

~ MSE

W|th|” Grﬂuﬁl I"U:-rl'1.:| SSE MSE_'SSEII{ki”"l]]
(Error)
Total rik-1

d.f: degree of freedom k: number of groups n: number of samples
SSR: Sum of squares residual SSE: Sum of squares errors

MSR: Mean of squares residual MSE: Mean of squares errors

3.12. Limitations of the study.

Limitations, the cross-sectional descriptive study cannot
determine the causation of the variation in needs and the factors
influencing them. It only tests the correlation between the variables. On
the other hand, it follows the method of a non-random, purposeful sample
in a short time. It is not easy to generalize the results to the entire study
population. Also, this study did not test the patient's level of
consciousness, ability to communicate, and medical diagnosis and how

these impact on family needs.
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Chapter Four
4. Results of the Study: This chapter shows the data gathered following
statistical analysis as a tabulating and graphic presentation to facilitate

scientific and logical interpretation and achieve study objectives.

Table 4-1: Distribution of family members related to their socio-

demographic data.

Sociodemographic data Frequency | Percentage
20-29 27 22.5
Age (year) 30-39 2% 233
vensso- 08 SR
ST > 60 9 7.5
Total 120 100%
Sex Male 71 59.2
Female 49 40.8
Total 120 100%
Not read and write 15 12.5
Read and write 9 7.5
Primary school 34 28.3
Level of
Education Secgndary school 30 25.0
Institute 12 10.0
College 14 11.7
Postgraduate 6 5.0
Total 120 100%
Student 5 4.2
Free work 52 43.3
Occupation Officeholder 27 22.5
House wife 28 233
Retired 8 6.7
Total 120 100%
Residency Urban 55 45.8
Rural 65 54.2
Total 120 100%
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Cont. table 4-1.

Father/Mother 12 10.0
. Spouse 21 17.5
E;,:Ztr'::n to the Son/Daughter 35 29.2
Brother/Sister 36 30.0
Second-degree relative 16 13.3
Total 120 100%
Length of patient | <5 23 192
stay in the ICU
Mean + SD = 5-10 77 64.2
7.75 +4.137 (day) | >10 20 16.7
Total 120 100%
Number of visits 1-3 105 87.5
per day >3 15 12.5
Total 120 100%
Previous Yes 45 37.5
admission to the
intensive care unit | NO 75 62.5
Total 120 100%

This table represents the sociodemographic characteristics of

family members. Out of 120 participants, the age group 40-49 made up

(26.7%) of the total study sample, with a mean age of 41.16 years.

Regarding sex, males comprised more than half (59.2%) compared to

females. In terms of education, primary school (28.3%). Free work, which

composed (43.3%) of the occupations of the sample, and residences in

rural areas (54.2%), in relation to patient brothers and sisters, composed

(30%) of the total members. 5-10 days (64.2%) is most of the length of

patients' stay in ICU, with a mean (of 7.75 days). 1-3 visits per day were
predominant (87.5%), and (62.5%) of participants had never been

admitted to the intensive care unit before.
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4-2. Importance needs of family members of critically ill patients

Table (4-2.a): Family of critically ill patients support needs.

Items Rank
To talk about the possibility of the patient’s death 1
Rating F % | Mean £ SD AsS.
Not important 0 0

Slightly important 6 5.0 Very
Important 55 | 45.8 |3.44+£0.591 Important
Very Important 59 | 49.2

Total 120 | 100%

To have explanations of the environment of the intensive

care unit before entering it to visit the patient for the first 2
time

Not important 12 | 10.0

Slightly important 25 | 20.8

Important 35 | 29.2 12.99 +1.008 | Important
Very Important 48 | 40.0

Total 120 | 100%

To be told about religious services 3
Not important 3 2.5

Slightly important 28 | 233

Important 58 | 48.3 |2.98 +0.772 | Important
Very Important 31 | 25.8

Total 120 | 100%

To have someone to help with financial problems 4
Not important 3 2.5

Slightly important 33 | 27.5

Important 55 | 45.8 1292 +0.784 | Important
Very Important 29 | 24.2

Total 120 | 100%

To have directions as to what to do at the bedside 5
Not important 12 | 10.0

Slightly important 26 | 21.7

Important 53 | 44.2 |2.82+0.914 | Important
Very Important 29 | 24.2

Total 120 | 100%
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To have a cleric visit 6
Not important 4 3.3
Slightly important 44 | 36.7
Important 54 | 45.0 |2.72+£0.758 | Important
Very Important 18 | 15.0
Total 120 | 100%
To talk about feelings about what has happened 7
Not important 10 | 8.3
Slightly important 49 | 40.8 .
Important 55 | 458 |2.48+0721 | Shantly
Important
Very Important 6 5.0
Total 120 | 100%
To be told about other people that could help with problems 8
Not important 8 6.7
Slightly important 63 | 52.5 Slightly
Important 43 | 35.8 |2.39+0.690 Important
Very Important 6 5.0
Total 120 | 100%
To have privacy in the hospital during the patient's visit 9
Not important 13 | 10.8
Slightly important 58 | 483 Slightly
Important 46 | 383 |2.32+£0.700
Important
Very Important 3 2.5
Total 120 | 100%
To have another person with me when visiting the 10
intensive care unit
Not important 10 | 8.3
Slightly important 66 | 55.0 .
Important 40 | 333 |232+0673 I%I;%?:g\t
Very Important 4 3.3
Total 120 | 100%
To be told about someone to help with family problems 11
Not important 15 | 12.5
Slightly important 63 | 52.5 :
Im;g)ort)a(nt - 38 | 317 |226+0716 | Shontly
Important
Very Important 4 3.3
Total 120 | 100%
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To feel it is all right to cry when | want to 12
Not important 19 | 15.8

Slightly important 61 | 50.8 .
Important 38 | 317 |2.19+0.714 Ir?]"%rr‘:g]t
Very Important 2 1.7 P
Total 120 | 100%

To have friends nearby for support 13
Not important 22 | 183

Slightly important 61 | 50.8 .
Important 34 | 283 | 2.15+0.741 Ir‘:’]"%rr‘:g]t
Very Important 3 2.5 P
Total 120 | 100%

To have someone concerned with my health 14
Not important 37 | 30.8

Slightly important 51 | 42.5 .
Important 22 | 183 |2.0420911 |r8n“%rr]:2r/1t
Very Important 10 | 8.3 P
Total 120 | 100%

To be alone whenever | want 15
Not important 31 | 25.8

Slightly important 69 | 57.5 .
Important 15 | 125 | 1.95+0.743 |r8n“%rr]$r/1t
Very Important 5 4.2 P
Total 120 | 100%

Mean and SD for overall support items 2.53 £0.27

"F=Frequency, %= Percentage, SD= Standard deviation, Mean Not important (1-
1.74), Slightly important (1.75 - 2.49), Important (2.50- 3.24), Very important (3.25 —

4) "

In this table representing and ranking 15 items of support
subscale dependent on the mean of items, the very important item was (1),
important items were (2,3,4,5,6), Slightly important items were

(7,8,9,10,11,12,13,14,15) and overall support items consider as important.
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Table (4-2.b): Family of critically ill patients proximity needs.

Items Rank
To receive information about the patient at least once a day 1
Rating F % | Mean +SD Ass.
Not important 0 0

Slightly important 4 3.3 Very
Important 21 | 17.5 |3.76 £0.502 Important
Very Important 95 | 79.2

Total 120 | 100%

To be told about transfer plans while they are being made 2
Not important 0 0

Slightly important 6 |50 Very
Important 37 130.8 |3.59+0.587 Important
Very Important 77 | 64.2

Total 120 | 100%

To have the waiting room near the patient 3
Not important 3 2.5

Slightly important 47 | 39.2 Very
Important 70 | 58.3 |3.56 £0.547 Important
Very Important 3 2.5

Total 120 | 100%

To be called at home about changes in the patient’s 4
condition

Not important 1 0.8

Slightly important 19 | 15.8

Important 72 | 60.0 |3.06%0.652 | Important
Very Important 28 | 233

Total 120 | 100%

To see the patient frequently 5

Not important 0 0

Slightly important 38 | 31.7

Important 65 | 54.2 |2.83 £0.657 | Important
Very Important 17 | 14.2

Total 120 | 100%
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To talk to the same nurse every day 6

Not important 9 7.5

Slightly important 27 | 22.5

Important 62 | 51.7 |2.81£0.823 | Important
Very Important 22 | 18.3

Total 120 | 100%

To visit patient at any time 7
Not important 2 1.7

Slightly important 47 | 39.2

Important 50 | 41.7 ]2.75+0.759 | Important
Very Important 21 | 17.5

Total 120 | 100%

To have visiting hours changed for special conditions 8
Not important 2 1.7

Slightly important 48 | 40.0

Important 57 | 47.5 |2.67 +0.688 | Important
Very Important 13 | 10.8

Total 120 | 100%

To have visiting hours start on time 9
Not important 1 0.8

Slightly important 66 | 55.0

Important 39 | 32.5 |2.55+£0.708 | Important
Very Important 14 | 11.7

Total 120 | 100%

Mean and SD for overall proximity items 3.06 = 0.309

"F=Frequency, %= Percentage, SD= Standard deviation, Mean Not important (1-
1.74), Slightly important (1.75 - 2.49), Important (2.50- 3.24), Very important (3.25 —
4) n

Table 4-2.b. revealed very important proximity items (1,2,3),
important items (4,5,6,7,8,9), and mean of overall proximity items that

were important.
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Table (4.2.c): Family of the critically ill patient’s information needs.

Items Rank
To talk to the physician every day 1
Rating F % | Mean £ SD Ass.
Not important 0 0

Slightly important 5 4.2 Very
Important 10 | 83 |3.83+£0.473 Important
Very Important 105 | &87.5

Total 120 | 100%

To help with the patient’s physical care 2

Not important 0 0

Slightly important 3 2.5 Very
Important 32 | 26.7 |3.68+0.518 Important
Very Important 85 | 70.8

Total 120 | 100%

To know exactly what is being done for the patient 3

Not important 0 0

Slightly important 4 3.3 Very
Important 30 | 25.0 |3.68£0.534 Important
Very Important 86 | 71.7

Total 120 | 100%

To know how the patient is being treated medically 4

Not important 0 0

Slightly important 2 1.7 Very
Important 45 | 37.5 |3.59+£0.527 Important
Very Important 73 | 60.8

Total 120 | 100%

To know why things were done for the patient 5

Not important 0 0

Slightly important 3 2.5 Very
Important 60 | 50.0 |3.45+0.548 Important
Very Important 57 | 47.5

Total 120 | 100%
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To have a specific person to call at the hospital when

unable to visit 6
Not important 3 2.5

Slightly important 19 | 15.8

Important 70 | 58.3 |3.03 £0.704 | Important
Very Important 28 | 23.3

Total 120 | 100%

To know about the type of staff members taking care of -

the patient

Not important 5 4.2

Slightly important 28 | 233

Important 60 | 50.0 |2.91 +0.789 | Important
Very Important 27 | 22.5

Total 120 | 100%

To know which staff members could give what type of g
information

Not important 4 3.3

Slightly important 25 | 20.8

Important 70 | 58.3 [2.90+0.715 | Important
Very Important 21 | 17.5

Total 120 | 100%

Mean + SD for overall information items 3.38 £ 0.252

"F=Frequency, %= Percentage, SD= Standard deviation, Mean Not important (1-
1.74), Slightly important (1.75 - 2.49), Important (2.50- 3.24), Very important (3.25 —

4) n
Table 4-2.c show the very important need for prompt
information on patients’ illness condition (1,2,3,4,5), important items

were (6,7,8), and mean of overall information items were very important.
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Table (4-2.d): Family of the critically ill patients assurance needs.

Items Rank
To know the expected outcome 1
Rating F % | Mean = SD AsS.
Not important 0 0

Slightly important 0 0 Very
Important 15 12.5 |3.88+£0.332 Important
Very Important 105 | 87.5

Total 120 | 100%

To know specific facts concerning the patient’s progress 2

Not important 0 0

Slightly important 0 0 Very
Important 21 17.5 |3.83+£0.382 Important
Very Important 99 | 825

Total 120 | 100%

2.To have questions answered honestly 3

Not important 0 0

Slightly important 8 6.7 Very
Important 39 | 32.5 [3.54%0.620 Important
Very Important 73 60.8

Total 120 [ 100%

5.To have explanations given that is understandable 4
Not important 0 0

Slightly important 5 4.2 Very
Important 57 | 47.5 |3.44+£0.577 Important
Very Important 58 | 483

Total 120 [ 100%

To be assured that the best care possible is being given to 5

the patient

Not important 0 0

Slightly important 10 8.3 Very
Important 70 | 58.3 ]3.25%0.598 Important
Very Important 40 | 333

Total 120 | 100%
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To feel that the hospital personnel care about the patient 6
Not important 0 0

Slightly important 12 | 10.0

Important 77 | 64.2 |3.16+£0.580 | Important
Very Important 31 | 25.8

Total 120 [ 100%

To feel there is hope 7
Not important 0 0

Slightly important 10 8.3

Important 84 | 70.0 |3.13+0.533 | Important
Very Important 26 | 21.7

Total 120 | 100%

Mean + SD for overall assurance items

3.46 £0.219

" F=Frequency, %= Percentage, SD= Standard deviation, Mean Not important (1-
1.74), Slightly important (1.75 - 2.49), Important (2.50- 3.24), Very important (3.25

_4) "

Table 4-2.d represents very important needs. The necessity for

hope in the favorable results (1,2,3,4,5), important items (6,7), and mean

of overall assurance items were very important.

Table (4.2.e): Family of the critically ill patients comfort needs.

Items Rank
To have a bathroom near the waiting room 1
Rating F % | Mean = SD Ass.
Not important 0 0

Slightly important 6 5.0 Very
Important 31 25.8 [3.64+0.577 Important
Very Important 83 | 69.2

Total 120 | 100%

To have comfortable furniture in the waiting room 2

Not important 0 0

Slightly important 22 | 18.3 Very
Important 26 | 21.7 |3.42+0.784 Important
Very Important 72 | 60.0

Total 120 | 100%
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To have good food available in the hospital 3

Not important 10 8.3

Slightly important 10 8.3 Very
Important 27 | 22.5 |3.36+0.951 Important
Very Important 73 | 60.8

Total 120 | 100%

To have a telephone near the waiting room 4
Not important 9 7.5

Slightly important 19 | 15.8

Important 66 | 55.0 |2.91+0.820 | Important
Very Important 26 | 21.7

Total 120 | 100%

To be assured it is all right to leave the hospital for awhile 5

Not important 22 | 18.3

Slightly important 16 | 133

Important 60 | 50.0 |2.68+0.979 | Important
Very Important 22 | 18.3

Total 120 | 100%

To feel accepted by the hospital staff 6
Not important 21 | 17.5

Slightly important 29 | 242

Important 55 | 45.8 [2.53+£0.925 | Important
Very Important 15 | 12.5

Total 120 | 100%

Mean = SD for overall comfort items 3.09 £ 0.465

" F=Frequency, %= Percentage, SD= Standard deviation, Mean Not important (1-
1.74), Slightly important (1.75 - 2.49), Important (2.50- 3.24), Very important (3.25
o 4) "

This table shows very important needs related to individual
well-being and comfort (1,2,3), important needs (4,5,6), and the mean of

overall comfort needs were important
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Figure (4-1): Distribution overall items of CCFNI.

Overall, according to the mean analysis, the findings indicate

that (42.22%) of items were important.
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Figure (4-2): Ranking of the Critical Care Family Needs Inventory
Subscales in terms of importance.

The results of the study showed that the most important needs

are assurance (3.46) and information (3.38). Followed by comfort (3.09),
proximity (3.06), and support (2.53).
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4-4: Difference between the scores of the CCFNI domains and
sociodemographic data of the study sample

Table (4.4.a): Independent sample t-test comparison of mean scores of
the CCFNI domains according to sex, residency, number of visits per day,
and previous admission to the intensive care unit.

Variables Domains t-test P-value | Sig
Support 0.893 0.374 NS
Proximity 1.125 0.301 NS
Sex Assurances 0.521 0.603 NS
Information 0.479 0.633 NS
Comfort 0.634 0.527 NS
Support 0.037 0.970 NS
Proximity 0.435 0.664 NS
Residency Assurances 1.286 0.201 NS
Information 0.193 0.847 NS
Comfort 0.445 0.657 NS
Support 1.117 0.266 NS
Number of visits Proximity 0.359 0.720 NS
per day Assurances 0.119 0.905 NS
Information 0.650 0.517 NS
Comfort 0.679 0.499 NS
Previous admission Supp_or‘F 3.054 0.003 >
to the intensive care Proximity 1.579 0.117 NS
unit Assuranc_es 1.182 0.240 NS
Information 1.717 0.089 NS
Comfort 0.227 0.821 NS

*NS: Not significant, S: Significant, Significant p value (p < 0.05)
* Independent sample t-test used with independent variables consisting of two
categories

Table 4.4.a finding no significant association between
sociodemographic data (sex, residency, number of visits, previous
admission) and CCFNI subscales, except for one significant relationship
between support needs and previous admission to the intensive care unit.
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Table (4.4.b): One-way ANOVA comparison of mean scores the of the
CCFNI domains according age, level of education, occupation, relation to
the patient, and length of patient stay in the ICU.

Variables Domains | ANOVA | P-value | Sig
Support 0.951 0.438 NS
Proximity 0.703 0.592 NS
Age Assurances | 0.724 0.524 NS
Information | 0.302 0.876 NS
Comfort 1.277 0.283 NS
Support 1.300 0.263 NS
Proximity 2.433 0.030 S
Level of Education Assurances | 0.734 0.623 NS
Information | 0.734 0.624 NS
Comfort 0.843 0.539 NS
Support 0.196 0.940 NS
Proximity 1.043 0.388 NS
Occupation Assurances 1.042 0.389 NS
Information | 0.372 0.828 NS
Comfort 1.194 0.317 NS
Support 8.530 <0.001 | HS
Proximity 1.180 0.323 NS
Relation to patient Assurances | 1.338 0.260 NS
Information | 0.201 0.937 NS
Comfort 2.448 0.050 S
Support 0.666 0.516 NS
Length of patient stay in Proximity 3.889 0.023 S
the ICU Assurances 1.538 0.219 NS
Information | 2.224 0.113 NS
Comfort 0.672 0.513 NS

* ANOVA: Analysis of variance, HS: Highly significant, NS: Not significant,

S: Significant. Significant p value (p < 0.05)

*A One-way ANOVA test used with independent variables consisting of three

categories or more.

This table finds a significant association between the level of
education and proximity subscale. Highly significant association between
support, comfort needs, and relation to the patient; it also finds a
significant relationship between the length of patient stay in the ICU and

proximity needs.
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Chapter Five
5. Discussion of the study results
This chapter provides a structured discussion and rationale for
the findings of the study, supported by relevant literature and studies

concerning the needs of family members of critically ill patients.

5.1: Sociodemographic characteristics of the participants.

Table (4-1) shows the family members' sociodemographic data.
Aged 40 to 49, who comprised 26.7% of the research sample out of 120
individuals, had a mean age of 41.16 years. Males comprised more than
half (59.2%) of the sample compared to females. These results agree with
the study conducted in Iran by Hasandoost et al., (2018), where they found
that the average age of the participants was 47.5 years, and the percentage

of males (59.8%) represented more than half as well.

Concerning level of education, the primary education level
comprised (28.3%) of the total members. These results are similar to the
study carried out by (Salameh et al., 2020) , who found that the primary
education level composed (27.92%) of the study sample. Free work
constituted (43.3%) of the participants' occupations, and (54.2%) resided
in rural areas. These findings are supported by the results of a study
conducted by Elsayed et al., 2022), where they found that (56.7%) of the

participants work privately and (55%) reside in rural areas.

Regarding relationships between family members and patients,
brothers/sisters made up (30%) of total members, these results coinciding
with Liew et al., (2018). They found siblings consist (28.3%). The mean
period of stay of the patient in intensive care was 7.75 days. This result
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agrees to some extent with a study conducted in Turkey by Elay et al.,
(2020), that found (62%) of the length of stay was one week. This also
corresponds to an analytical study that included 3,925 patients and found

an average patient stay in the ICU of 10 days (Toptas et al., 2018).

In addition, (87.5%) of family members visited their patients (1-
3) visits per day, and (62.5%) of the participating individuals had no
previous admission to intensive care units. This finding corresponds to the
study conducted by Dharmalingam et al., (2016), which found that (65%)

of the participants also had no previous experience in intensive care units.
5.2: Importance needs of family members of critically ill patients.

The result of the present study showed assurance (3.46 + 0.219)
and information (3.38 + 0.252) were the needs that take priority for family
members of patients, followed by consideration of the importance of
comfort (3.09 = 0.465), proximity (3.06 + 0.309), and support
(2.53+0.27).

These findings are similar to the study conducted by Elay et al.,
(2020), and another study conducted by (Kohi et al., 2016) also found
assurance and information ranked as important needs, unlike with study

conducted by Ahmed et al., (2023) found comfort as important need.

In the current study, the assurance subscale had the highest
score, assurance helps family members deal with the crisis situation they
face when a loved one is in a life-threatening condition. The most
Important needs in terms of assurance were knowing the expected
outcome for the patient, obtaining facts about the progress of the patient's

health condition, obtaining answers to the questions of family members,
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ensuring that the patient has received the best medical care, and assurance
that there is hope for the patient's recovery these findings supported by
Shdaifat, E, and Akhlak, S., (2016) also finding assurance needs take

priority among families with relative in ICUs.

According to Liang et al., (2021) due to the severity of disease
conditions, the family’s distance from the patient in a waiting room, and
the lack of continuous communication by health care providers, which
increases the family’s fears, anxiety, and dissatisfaction. Therefore,
physicians and intensive care nurses have a great role in dispelling these
fears through communication, conducting discussion sessions with the
patient's family, and allowing them to visit and see the patient's closely. It
Is one of the most important indicators of the patient's family satisfaction

and the quality of medical services.

The second most important subscale of needs was information,
where items were arranged according to priority, talking to the attending
physician daily, participating in providing physical care to the patient,
reviewing medical procedures, knowing exactly what was done to the
patient, communicating with a specialist when it was not possible to be in
the hospital, and identifying the roles and the specializations of the

medical staff present in the intensive care unit.

This is consistent with a study conducted in Saudi Arabia by Al-
Mutair et al., (2014), where information was also second in importance.
The urgent desire of families to obtain continuous information about the
patient’s health condition is due to the fact that intensive care patients are
going through a serious health crisis that threatens their lives, and they are

constantly changing, and sometimes their health condition worsens or
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they have serious complications, and with the presence of the family in a
waiting room complicates matters and increases their desire to obtain

information permanently and continuously (Ozbayir et al., 2014).

Clear, understandable information is the key to moving from the
initial phase of confusion to better control of the situation, understanding
the patient's situation, and promoting involvement during the process of
making decisions because information gives us details that make it easier

to choose between this or that option (Bueno et al., 2018).

Needs for physical comfort ranked third. Physical needs such as
food, bathrooms close to the waiting room, and comfortable furniture
represent individuals' most essential wellness needs since the patient's
family members spend most of their time in the waiting room. In addition
to that feeling of acceptance by health workers and assurance after leaving
the hospital. Availability of physical needs gives a better experience for
the patient's family, distracts their attention, and reduces their anxiety
towards their loved ones (Gibaut et al., 2013).

According to a study conducted by Day et al., (2013), (65%) of
the patient’s family members also suffer from sleep deprivation, due to
reasons including the environment and unfamiliar sounds, which increase
levels of physical and psychological stress. Providing comfortable
furniture and a quiet environment contributes to better sleep hours for

patients’ family members to reduce physical exhaustion.

In addition to that, there are basic criteria in the design of
intensive care units, which emphasize the existence of a support zone for

the family, which must be separate and with an area of 10 m? for every
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eight beds, and equipped with two chairs for the relatives of each patient,
there must also be a space for making tea or coffee, eating food and also

contain TV and magazines (Bersten and Handy, 2013).

In this current study, the fourth dimension of needs was
proximity. According to the family members, the most important needs
are obtaining information about the patient’s health condition at least once
a day, informing the family about the plans to refer the patient if it is
decided that the waiting room be near the intensive care unit, followed by
the less important needs, which is the possibility of communicating with
the family at home if they are unable to reach the hospital, visit the patient
frequently, talk to the same nurse every day, and change the time of the

visit if a circumstance occurs among family members.

However, Beesley et al., (2016) find that the presence of family
and loved ones next to the patient contributes directly to reducing
psychological stress and anxiety for the patient's family and increases the

satisfaction level.

Healthcare providers have an essential role in managing these
needs, which includes organizing visiting times in a way that does not
interfere with the times of providing care, as well as monitoring and
clarifying the tasks that family members can perform at the patient's
bedside and preventing abusive individuals from being present next to
patients to maintain the safety of other patients (Mahajan et al., 2021).

The current study results show the need for support ranked fifth
among study participants. Family members reduce the importance of

personal and physical needs and give priority to needs related to
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reassurance and obtaining information about the health status of their

patients.

The very important support item was talking about the
possibility of the patient dying. The death of the patient is one of the
biggest fears of the family. This is due to the severity of the patient’s
condition and the high mortality rate among the patients in intensive care,
death rate range 10% to 29% globally, depending on age, comorbidities,
and illness severity, according to the Society of Critical Care medicine
report (SCCM).

Another study Abate et al., (2021) finds, the death rate varies
between (9%-60%) developing and low-income countries. Therefore,
consider the family’s concern about the possibility of the patient’s death
a priority when addressing support needs. Physician and ICU nurses have
a great responsibility to support and inform the patient's family about the

possibility of death and chances of survival.

Flugelman, (2021) provides a set of recommendations for
dealing with the family regarding the possibility of the death of a loved
one in the ICU. These recommendations include the first and essential role
of informing the family as soon as possible. Inform the family that their
relative received the necessary treatment while in the intensive care unit.
Helping the family to come to terms with the possibility of the death of
their relative after the stage of denial and anger. During the family
conference, reduce or mitigate feelings of guilt among family members by
saying that the best care was provided to save the patient and that nothing

can change the course of the disease. The fifth role is to improve the
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coping mechanisms of the family, helping them to maintain their unity

during this difficult situation.

The other needs that the family considered important is
obtaining an explanation about the nature of intensive care unit, as well as
obtaining instructions on what to do when being at the patient's bedside.
These needs are due to the fact that (62.5%) of the patients' family

members did not have a previous admission into the intensive care units.

Spiritual needs were an important aspect of the family's
concerns, as their desire to obtain available religious services such as
places of prayer as well as their desire to allow a cleric to visit the patient
If possible, these needs are due to their social and cultural nature.
Spirituality is compared to armor that protects against any detrimental
emotional and psychological effects that may arise in a stressful

environment (Santos et al., 2021).

5.3: Discuses association relationship between needs subscale and

sociodemographic characteristics of family members.

The results indicate that there are significant differences
between the educational levels of the participants with the mean of
proximity needs (p-value 0.03), where the family members whose primary
educational level (mean 3.18) and those who do not read or write (mean

3.15) more needed to be close to patients.

These findings are supported by a study conducted in Palestine
by Salameh et al., (2020) as well, which found that educational level was
one of the variables with a significant relationship with the subscales of

needs.
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Significant differences exist between the relationship with the
patient and the mean of support needs (p-value <0.001). The siblings
(2.68) and children (2.54) needed more emotional, spiritual, and social
support. This is due to the strong family bond and the extent to which
close family members of the first degree are affected by the admission of
a loved one into the ICU. The unexpected situation affects the family
system's stability, which increases psychological and physical stress
(Kang et al., 2020).

These findings are supported by a study conducted in Chile by
Padilla-Fortunatti et al., (2018), where it was also found that siblings and
children are more likely to receive emotional, spiritual, social, and

financial support resources as well from health care providers.

Regarding the duration of the patient's stay in the ICU. The
family of patients admitted to the ICU in less than five days has a
significant relationship (p-value 0.023) with the need to be close to the
patient (2.59). The family's need for closeness increases in the first few
days of admission to visit the patient frequently, spend time at the bedside,

and obtain immediate information about the condition.

According to Hirshberg et al., (2018) the probably the reason is
that during the first days of admission to ICUs, other family members
experienced a critical period, which increased their proximity needs; but
over time, the families gradually accepted the situation and tried to adapt
with. During the first days of admission, the families are unfamiliar with
the hospital, wards, patients’ status, and so on, which cause stress and
more needs in the family. The other reason can be the stability of patient’s

health status or the acceptance of the status by the families.
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Concerning the family's previous experiences in the ICU, there
was a significant relationship with the need for support (p-value 0.003).
Family members who did not have previous admission to the ICU needed
more support (2.59). This finding is consistent with a study Liew et al.,
(2018) where they were also found that individuals who have not had

previous experiences need support and information more.

The new and unfamiliar surroundings, the severity of patients'
conditions, the lack of communication, and the new experience make
families more in need of receiving support to obtain clarifications about
the nature of intensive care and what can be done at the patient's bedside
in addition to that they need the presence of other friends near them to

help also need to obtain spiritual support (De Beer and Brysiewicz, 2017).

In addition, previous experiences make people adapt quickly to
unexpected situations, as they have coping mechanisms to deal with the
hospitalization of a loved one in the ICU. Understanding the relationship
between past experiences, emotional and psychological responses, and
long-term outcomes leads to targeted interventions to meet support needs

and increase family satisfaction (Harlan et al., 2020).
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Chapter Six
6.1. Conclusion

In view of the objectives, findings, and discussion the study,

concludes the following:

6.1.1. More than half of the family members were males in middle age.
Primary education level, free work occupation, and rural residency
are the common sociodemographic characteristics among the

participants.

6.1.2. Brothers and sisters followed by sons and daughters, are the most

of relatives of patients in the intensive care unit.

6.1.3. The family's experience in intensive care was a mean length of
patient stay in the ICU of about one week and visits ranging from 1-
3 times per day, and more than half of the participants had no

previous admission to the intensive care unit.

6.1.4. The most important needs of the participating individuals are
assurance first and information second, followed by comfort,

proximity, and support are less important.

6.1.5. Statistically significant relationships were found between
sociodemographic characteristics (educational level, relation to the
patient, length of patient stays in the ICU, previous admission to the

intensive care unit) with needs dimensions (support and proximity).
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6.2. Recommendations

According to the conclusion, the study recommends the

following:

6.2.1. Provide an Arabic booklet for family members and relatives that
includes instructions and clarifications about the intensive care unit,

the tasks and roles of its staff, and the available services.

6.2.2. Developed a scheduled plan to meet assurance and information
needs through family conference and flexible visiting times that do

not interfere with patient care times.

6.2.3. Applying the patient and family-centered care (PFCC) guide,
making the family an important partner in decision-making,
providing care, and cooperating with family to develop the quality of

health services.

6.2.4. Conduct a study on healthcare providers working in intensive care
units, specifically nurses, to find out their perceptions and knowledge

regarding the needs of families.

6.2.5. Replication of the study on a larger number of patient's family
members in Intensive Care Units and following the random sampling

method in selecting to generalize the results of the study.
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Appendix A
Approval Letter

University of Babylon Jl dala
College of Nursing samyalll 4l

Research Ethics Committee ralall Gl GLBNA) L

Issue No:

Date: 24 / 1 /2023

To,
S 2 Gpan plaa N

The Research Ethics committee at the University of Babylon, College of Nursing has reviewed and
discussed your application to conduct the research study entitled Families’ Needs of Critically 11l
Patients in Intensive Care Units‘at Al-Hilla Teaching Hospitals.”

The Following documents have _bgen reviewedand approved:

1. Research protocol = ik ; " Sehatl . B
2. Research instrument/s S e T R v o

3. Participént inf:)rmed onsent

Committee Decision. = i
g s A ;
The committee approves the study to be conducted in"cthe presented form. The Research Ethics

e I 7
committee expects to be informed about any chang uri ring the study, any revision/in the

protocol and participantiinformed consent.

Chair Committee

College of Nursing

Research Ethical Committee’ ' .
24 / 1/2023
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Appendix D1
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Approval to formally visit the hospitals
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Approval to formally visit the hospitals
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Appendix E

Author permission to use Arabic version of CCFNI

usal Jol u._?-‘.é:'dl s> o
v afalsharari JJ!

i

Dear Dr.Abdalkarem F Alsharari

I'm Diyaa Hussein from Iraqg. I'm student Master Science of
Nursing in University of Babylon. | would like ethical
approval to use Arabic version of Critical care family need
inventory (CCFNI) tool Which you used in your search.

Best regards

v Gi

“«

Dear Diyaa Hussein, Thank you for
contacting me.

Please find the attached Arabic version of
the CCFNI tool including the Reliability
and Internal Consistency of the Tool. You
have my permission to use it in your
study or thesis. Please acknowledge

in your thesis/publication using the
reference provided in the attached
document.

Let me know if need further assistance,
| wish you all the best,

regards,
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Appendix F2
Questionnaire Validity
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( Families’ Needs of Critically Ill Patients in Intensive Care Units at

Al-Hilla Teaching Hospitals)
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Questionnaire -English

Families’ Needs Critically Il Patients in Intensive Care units at
Al-Hilla Teaching Hospitals

Part I. Sociodemographic characteristics of family members of

patients
]



Appendices

1- Age: year

2- Sex: Male ([ Female C )

3- Level of Education:

Notreadandwrite (] Readandwrite (]
Primary school (] Secondary school ()
Institute (] College C )
Postgraduate )

4- Occupation:

Not work () Freework

Employed ) House wife
Retired C ]
5- Residency:

Urban (] Rural

6- Relation to patient
Father/Mother :] Spouse

Son/Daughter (]  Brother/Sister

Second-degree relative ]

7- Length of patient stay inthe ICU (] /days
8- Number of visit (] time/day

9- Previous admission to the intensive care unit

Yes (] No (]

JU U Ol

Part I1: Families’ needs of critically ill patients

First Domain: Support
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Needs

Not
Important

(1)

Slightly
Important

(2)

Important

3)

Very
Important

(4)

To have
explanations of the
environment of the
intensive care unit
before entering it
to visit the patient
for the first time

To talk about
feelings about
what has happened

To have directions
as to what to do at
the bedside

To have friends
nearby for support

To have privacy in
the hospital during
the patient's visit

To have someone
to help with
financial problems

To have a cleric
visit

To talk about the
possibility of the
patient’s death

To have another
person with me
when visiting the
intensive care unit

10.

To have someone
concerned with my
health

11.

To feel it is alright
to cry when | want
to
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12.

To be told about
other people that
could help with
problems

13.

To be alone
whenever | want

14.

To be told about
someone to help
with family
problems

15. To be told about

religious services

Second Domain: Proximity

Not Slightly Important Very
Needs Important | Important Important
@) ) @) (4)

. To have visiting

hours changed for
special conditions

. To visit at any time

. To talk to the same

nurse every day

. To have visiting

hours start on time

. To be told about

transfer plans while
they are being
Made

. To be called at

home about
changes in the
patient’s condition

. To receive

information about
the patient at least
once a day
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8. To see the patient
frequently

9. To have the waiting
room near the
patient

Third Domain: Information

Not Slightly | Important Very
Needs Important | Important Important
) (2) ©) (4)

1. To talk to the
physician every day

2. To have a specific
person to call at the
hospital when
unable to visit

3. To know which
staff members could
give what type of
information

4. To know why
things were done
for the patient

5. To know about the
type of staff
members taking
care of the patient

6. To know how the
patient is being
treated medically

7. To know exactly
what is being done
for the patient

8. To help with the
patient’s physical
care

Fourth Domain: Assurance
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Needs

Not
Important

1)

Slightly
Important

(2)

Important

3)

Very
Important

(4)

1.To know the
expected outcome

2.To have questions
answered honestly

3. To feel there is hope

4.7To be assured that
the best care possible
Is being given to the
patient

5. To have
explanations given
that are
understandable

6. To feel that the
hospital personnel
care about the
patient

7.To know specific
facts concerning the
patient’s progress

Fifth Domain: Comfort

Needs

Not
Important

1)

Slightly
Important

)

Important

3)

Very
Important

(4)

1. To have good food
available in the
hospital

2. To have comfortable
furniture in the
waiting room
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3. To feel accepted by
the hospital staff

4. To have a telephone
near the waiting
room

5.To be assured it is
alright to leave the
hospital for awhile

6. To have a bathroom
near the waiting
room
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