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ABSTRACT

One of the fundamentals of professional nursing practice and the art
of holistic patient care is the ability to effectively communicate with
patients. Communication is the heart of nursing, failure in communication
lead to dissatisfaction for patient and their family and professional health,
stressed work relation, litigation and anger, and poor health outcome. The
objectives of this study is to evaluate the effectiveness of an educational
program toward communication skills which used for unconscious patients
on critical care nurses knowledge and practice. A quasi-experimental
design started from 15th September 2020 to 23th June 2022 carried out in
Al- Hilla teaching hospital and Imam Al- Sadeq teaching hospital.
Purposive used to select the sample of the study to achieve the study
objectives. The study sample consisted of (63) nurses divided as (30)
nurses for interventional group, and (33) nurses for control group specific
questionnaire prepared to collect the data by interview method. The
questionnaire includes four part: first part: demographic characteristics of
nurses, second part was employment information, third part knowledge of
nurses on unconscious patient communication that include six domains.
Part four: an observational checklist for nurses' practices regarding nurses
communication with unconscious patient in critical care unit includes 17
items. The study result shows the overall of nurses knowledge about
communication with unconscious patient pretest for both study group
recorded unsatisfied level of knowledge as(68.88), (69.73) in pretest,
during the post test the control group shows the same poor level clearly,
while the nurses who attend the educational program session recorded
significant improvement in their two post test as (89.90) and (85.73),
related to practice the result shows there is the nurses not communicate
with unconscious patient for control and pretest of study group, while the

nurses shows communicate with the unconscious patients after program.



The conclusion of the study show a significant improvement appear clearly
among the study group member through the result of their pre and posttest,
which explain the effectiveness of the educational program session content
on the nurses knowledge and practice. The study recommended to establish
continuous educational sessions to enhance nurses knowledge toward
communication process, strategies as a tool to provide optimal care for the

patient and lover his/ her family members.
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1.1. Introduction

The critical care unit is consider one of the most important area in the
hospitals, since it receives patients with severe and complicated conditions.
In these units, attentive and consistent supply of caring behaviors is
essential. Continuous monitoring and caring, good communication with
patients and their families, supporting and encouraging patients'
engagement in treatment decision-making are all vital roles for critical care

unit nurses to perform (Zare et al., 2020) .

To increase the quality of treatment and safety with therapeutic
communication should be maintained with hospitalized patients. Because
of intubation, patients in the critical area often lose their ability to speak
and communicate. There is a link between speech loss and strong
emotional responses in critical care unit patients, including stress, high
levels of frustration, depression, and anxiety (Baumgarten & Poulsen,
2015) .

The purpose of communication is to convey information, transmit
messages, and develop, strengthen, or otherwise affect relationships.
Communication may take both verbal and nonverbal forms. Facial
expression, touch, and the timbre of one's voice are all examples of non-
verbal communication. Communication serves as the foundation for the
connection between a nurse and patient and is a crucial component of trust
and comfort. Nurses working in the critical care units (CCU) face especial
challenges when communicate with unconscious ill, mechanically
ventilated or sedated patients. Communication between these patients and
nurses needs specific skill of commitment, and knowledge (Dithole et al.,
2016) .
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One of the fundamentals of professional nursing practice and the art of
holistic patient care is the ability to effectively communicate with patients.
Nurses employ a variety of communication strategies to accomplish a
variety of tasks, including giving orders, reassuring patients, provide
comfort, and information. Nurses are unable to successfully assess, plan,
provide, or evaluate care if there is a lack of communication (Othman &
El-Hady, 2015) .

The care of patients who are unable to communicate verbally is
particularly demanding for health-care professionals because it necessitates
specific skills such as clinical evaluation of level of consciousness, level of
pain, and relational skills, as well as the use of nonverbal communication to

maximize the likelihood of patient recovery (Foa et al., 2016) .

Communication is necessary element of the nurse therapeutic role
which cannot be delegated to anyone else. The situation may challenge
nurses from employing any form of communication such as communication
with the mechanically ventilated patients which have a double effect
including both patients and their families to insure their satisfaction with
the care which given through provision of information and explaining

procedures even no responses may received (Dithole, 2016) .

Critical care unit psychosis can be avoided by maintaining open
communication with patients who are sedated and ventilated, allowing for
information and emotional support to be exchanged, as well as eliminating
a sense of isolation that can contribute to intensive care unit psychosis. A
means of guiding and delivering meaningful sensory information to the
unconscious patient through verbal communication. Individualizing
treatment and utilizing familiar voices or just stating the patient's name may

give greater sensory input (Simoes et al., 2012).
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Annually, in the United States more than 2.7 million patients who
admitted to the critical care units are unable to speak, because of the
assisted ventilation (mechanical ventilation) and artificial airways. Fatigue,
sleepiness, delirium, or neurological disease may further limit
communication capacity in patients with critical illness. Patients in critical
care units who are mechanically ventilated are more likely to experience
anxiety, fear, anger, frustration, sleepiness, and discomfort because of
communication difficulties. When patients loss their abilities to
communicate verbally to explain their pain and needs make nurses full
frustrated actually who provide direct care and spend most of their time

with such patients (Happ et al., 2011) .

Whens a large number of people are impacted by unconsciousness, it
becomes difficult for nurses to provide consistent treatment and care for

the unconscious patient (Kashyap, 2017) .

Altered level of consciousness (LOC) is a condition or symptom
indicated functional disorder of the nervous system, rather than an illness.
The reason could be toxicological (alcohol intoxication, drug overdose),
neurologic (stroke, head injury), or metabolic (hepatic, diabetic
ketoacidosis, or renal failure). Loss of consciousness refers to the inability
to recognize oneself, others, outside environment, or the passage of time. A
patient in a coma is unable to respond to external stimuli or to fundamental
necessities like eating and drinking. In response to pain or other stimuli,
automatic reflex movements or atypical body positions (posturing) may be
seen. Involuntary activities like as heartbeat and breathing remain unless
disrupted by damage to specific regions of the brain, while alterations in

pulse and respirations may provide clues to the origin of coma (Ali, 2016) .
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Coma is unresponsive state induced by a temporary or permanent
disruption of the ascending reticular system in the brainstem or both
cerebral hemispheres. Critical care patients who were unconscious were
able to hear, because hearing is the final sensation lost in people with brain
damage, touching and speaking these patients were deemed key

communication aspects (Zare et al., 2020) .

Sensory stimulation, include holding a hand, may help a person in a
coma recover. A study reported that scanning technology recorded brain
activity in a patient who had been in a coma for twelve years following a
car accident. Stimulating the sensations of smell, touch, vision, and sound
may assist the person for recover, holding the person's hand or using a
favorite perfume could be helpful. The client's response to health care
services is influenced by clear and compassionate communication (Bello,
2017) .

1.2. Importance of Study

Stress and anxiety levels rise as a result of poor nurse-patient
communication. As a result, communication within the critical care unit is
key, and efficient communication is an important element of nurses' care
(Alasad & Ahmad, 2005) .

Effective communication is usually seen as a significant indicator to
maintain patient happiness, and enhance healing. Effective communication
with hospitalized patients improve the quality of care substantially (Gorzin
et al., 2020) .

Failure to understand the patients need may act as negative factor on
nursing care and limit the patient's reaction. Successful communication can

help ventilator-dependent patients recover faster, whereas unsuccessful
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communication can cause patients to recover more slowly (Otuzoglu &
Karahan, 2014) .

Critically ill patients are often unable to communicate because of
changes in physiological status or level of consciousness (LOC), sedation,
or intubation which may make pain assessment difficult. However, the first
steps to effective pain management are assessment and pain recognition.
assessment of pain is an essential critical care nursing duty, and may have
an effect on patient outcomes by decreasing the period of mechanical
ventilation and has a positive effect on pain management, and the incidence

of nosocomial infections .

Certain behavioral and physiological parameters may be effective
indicators for pain assessment. The facial expressions of patient, such as
tears, frowning, grimacing, wrinkling of the forehead are possible
indicators of pain. Movements of the patients’, especially through
procedures, are consider related to pain. Immobility of the patient can also
be an indication to the present of pain. Additionally, certain physiological
signs can suggests the presence of pain, such as: increased blood pressure
and heart rate, so, it can be helpful in pain assessment (MokhtarAbdallah et
al., 2018) .

Regardless of past expertise, nurses should receive training on the
importance of verbal and nonverbal communication with patients. In
addition to having the information and abilities necessary to establish
therapeutic communication, nurses are required to study communication-
based care (Mirhaghi et al., 2017) .

Communication experts highlighted the importance of integrating
nonverbal communication in the form of caring touch with vocal

communication for unconscious patients. It can improve the signals



Chapter One: Introduction 7

patients get, assist in meeting their psychological requirements, and
minimize psychosis withdrawal and delirium, which can lead to anxiety,

psychological stress, isolation, and disorientation (Bickmore et al., 2010) .

Communication with unconscious patients is not indication to causes
any harm or severe physiological adverse events (PAE). Furthermore,
according to recent advancements in the field of functional neuroimaging,
unconscious patients can hear and appear to maintain some cognitive
ability (Laureys & Schiff, 2012) .

Nurses in the critical care unit do not usually communicate with
patients because of the nature of the critical care units environment leading
to communication breakdown, however, high quality communication is
important to facilitate patient-centred care. The importance of
communication in the critical care units requires that nurses who work with
these patients should be well equipped with the knowledge of

communication ( Dithole, 2016) .

The implementation of structured communication messages (SCMs)
had effects on promotion of level of consciousness, level of sedation and
decrease of restlessness and pain between unconscious patients, using
structured communication messages to communicated with unconscious
patients was associated with a decreased incidence of physiological
changes such as (hypothermia, tachycardia, bradycardia, hyperthermia,
hypotension, hypervolemia, hypertension, hypovolemia, de -saturation,
ventilatory distress, bradypnea, hypoglycemia, or hyperglycemia).
Likewise, it was effective in reducing period of critical care unit and

mechanical ventilation (Othman et al., 2015) .

Sensory stimulation is administered at the appropriate time to assist

the unconscious patient in recovering from severe sensory deprivation.
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Efforts are made to preserve a sense of daily rhythm by preserving the
typical patterns of day and night for activity and sleep. The nurse touches
and converses with the patient, and she/he encourages family and friends to
do the same. Touching the patient and spending enough time with him or
her to get attuned to his or her needs are essential components of effective
communication, which is of paramount importance. It is also essential to
refrain from making negative comments regarding the patient's condition or
prognosis in their presence. Every eight hours, the nurse remain the patient
to time and place to keep him oriented to the surrounding environment.
Using a tape recorder, sounds from the patient's home and office can be
added. As a means of enhancing the patient's environment and offering
familiar input, family members can read aloud from a beloved book and
suggest radio and television shows that the patient previously appreciated if
possible (Ali, 2016).

It is important part of nursing care is to maintain communication with
comatose patients. Sensory stimulation programs for unconscious patients
to stimulate the level of consciousness, care, and attention with an
appropriate intensity and suitable way may assistance the patients to
recover their consciousness rapidly. Increased organized auditory
stimulation (OAS) may benefit the unconscious patient, but studies reveal
that critical care nurses are not delivering sufficient verbal communication

as a goal (Hoseinzadeh et al., 2017) .

Nurses working in the critical care unit were giving fewer importance
to communication with patients had altered level of consciousness. Despite
the fact that several of the nurses had been caring for patients with altered
levels of consciousness for many years, none of them had ever attended a

training session on communication for patients with altered levels of
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consciousness. Critical care nurses should be trained how to communicate

with patients who have a low level of consciousness (Thakur, 2016) .
1.3 Statement of the study:

Effectiveness of Unconscious Patient Communication Models
Educational Program on the Critical Care Unit Nurses Knowledge and

Practices.

Communication is the foundation of all nursing care and become more
relevant for unconscious patient who is increase depend on the speech-

hearing channel for sensory stimulation.
1.4. Hypothesis:

1. There is no significant relationship between education program
and nurses knowledge and practices toward communication
skill with unconscious patients.

2. There is a significant relationship between nurses practices and

the educational program.
1.5. Objectives of the study:

This study carried out to reach the following objectives:

1- Assess critical care unit nurses knowledge and practice toward
communication skills used with unconscious patients.

2- Evaluate the effectiveness of an educational program toward
communication skills which used for unconscious patients on
critical care nurses knowledge and practice.

3- Find out the relationship between critical care nurses knowledge,
practice and their demographical characteristic such as (age,

gender, educational qualification).
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4- To find out the relationship between the critical care nurses
knowledge and practice toward communication skills with

unconscious patient.
1.6. Definitions of the Terms:
1-6-1. Effectiveness:

1-6-1-a. Theoretical Definition:

Is the capability of producing a desired result or the ability to produce
wanted output. Whenever something is regarded successful, it has the
desired or expected result or leaves a profound, strong impression
(Bartugevigiené & Sakalyté, 2013).

1-6-1-b. Operational Definition:

Is the ability to produce a desired outcome or the capacity to provide

desirable result about the communication with unconscious patient.

1-6-2. Unconscious

1-6-2-a.Theoretical Definition:

Unconsciousness is generally caused by a temporary or permanent
impairment of either the brainstem reticular activating system, both
bilateral thalami or cerebral hemispheres. The reasons of a patient's
unconsciousness might be categorized as local brain pathology or systemic
pathology (Bauer, 2019).
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1-6-2-b. Operational Definition:

A lack of reaction to sensory inputs that occurs as a result of injury,
disease, shock, or another physiological disorder, who have lack of one or

more communication methods.

1-6-3. Patient:

1-6-3-a. Theoretical Definition:

Is any recipient who often ill or injured and in need of medical or

surgical treatment by advanced health team (Reader et al., 2014).
1-6-3-a. Operational Definition:

Unconscious person who admitted to the critical care unit to receive

course of treatment.

1-6-4. Communication:

1-6-4-a. Theoretical Definition:

Communication is a process to share information, exchanges ideas, it
Is an essential element to understand the patients' needs nursing practices
for facilitating the relationship between nurses and in order to cover his/her

needs and maintain comfortable (Vertino, 2014).
1-6-4-b. Operational Definition:

It is an essential building block of nurse- patient relationship to

understand unconscious patients' needs and enhance healing process.
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1-6-5. Educational Program:

1-6-5-a. Theoretical Definition:

Its set of educational activities organized to obtain specific learning

objectives by specific tasks over a sustained period ( OECD, 2017).
1-6-5-b. Operational Definition:

Its sequence of activities planned to demonstrate specific content to
achieve learning objectives directed to critical care nurses related to

communication with unconscious patient.

1-6-6. Critical Care Unit:

1-6-6-a. Theoretical Definition:

An critical care unit (CCU) designed to deliver care to critically sick
patients that involves comprehensive and specialized medical and nursing
care, greater monitoring capacity, and several methods of physiologic
organ aid to enable patients alive while their organ systems are

malfunctioning (Marshall et al., 2017).
1-6-6-b. Operational Definition:

Special unit quipped with sophistical devices to provide continuous

care for patient life- threating condition or unconscious.
1-6-7. Nurses Knowledge:
1-6-7-a. Theoretical Definition:

Knowledge is a sense of awareness of reality gained through study or

exploration. Every person gathers, organizes, and arranges data in order to
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create a knowledge base that is relevant to specific situation ( Lillis et al.,
2010).

1-6-7-b. Operational Definition:

Information, facts, skills acquired through an educational sessions
prepared for critical care nurses to enhance their skills related to

communicational with unconscious patient.
1-6-8. Nurses Practice:

1-6-8-a. Theoretical Definition:

Is processes of diagnosis and treatment which applied to individuals of
all ages, groups, families, and communities, well or sick and in all settings
(Buhler-Wilkerson & D'Antonio, 2022).

1-6-8-b. Operational Definition:

Actual performance of activities carried out by critical care nurses

directed to unconscious patients to cover their needs.


https://www.merriam-webster.com/dictionary/communities

Chapter Two

Review of Literature
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Chapter Two

2. 1. Historical Background:

History of Communication

Human communication began with the invention of speech nearly
100 million BCE. Symbols were created approximately 30,000 years
previously. The imperfection of speech facilitated the spread of ideas and
eventually led to the development of new means of communication, this
expansion enhance the durability of knowledge. All of these innovations

were established on the symbol's central idea.

The oldest created symbols were found in cave paintings , a form of
rock art, dating to the upper paleolithic period are the first documented
symbols used for communication. The oldest cave artwork is found at
Chauvet Cave and dates back to approximately 30,000 B.C. (Paul Martin
Lester, 2005, & Miyagawa et al., 2014).

In Irag humans have communicated with one another in some
shape or form ever since time ancient. But to understand the history of
communication, all we have to go by are written records that date as far
back as ancient Mesopotamia, while every sentence starts with a letter,
back then people began with a picture. The Kish tablet, discovered in
the ancient Sumerian city of Kish, has inscriptions considered by some
experts to be the oldest form of known writing. Dated to 3500 B.C., the
stone features proto-cuneiform signs, basically rudimentary symbols
that convey meaning through its pictorial resemblance to a physical
object. Similar to this early form of writing are the ancient Egyptian

hieroglyphs, which date back to around 3200 B.C.( Nguyen & Tuan,
2021).
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2.2. Anatomy and Physiology of Nervous System

Nervous System:

The nervous system subdivides into the central nervous system and
the peripheral nervous system. The central nervous system is the brain
and spinal cord, while the peripheral nervous system consists of
everything else (Lentz et al., 2021).

The peripheral nervous system (PNS) is therefore made up of
nerves, ganglions, various receptors and synaptic and motor nerve
endings, which carry CNS commands to the effector organs and return

internal and external sensory information's (Ohana et al., 2014).

The central nervous system's responsibilities include receiving,

processing, and responding to sensory information.

The brain weighs about 1,500 grams (3 pounds) and constitutes
about 2 percent of total body weight. It consists of three major divisions:
(1) the massive paired hemispheres of the cerebrum, (2) the brainstem,
consisting of the thalamus, hypothalamus, epithalamus, subthalamus,
midbrain, pons, and medulla_oblongata, and (3) the cerebellum ( Lentz et
al., 2021).

The brain contains nerve cells known as neurons and supporting
cells known as glia. The brain lies within the skull and is shaped like a
mushroom. The brain consists of four principal parts: the brain stem, the
cerebrum, the cerebellum and the diencephalon (Mandal & Ananya,
2021).

The brain is an organ composed of nerve tissue that controls
responses, sensation, motion, emotions, communication, thinking

processing, and memories. The human brain is protected by the skull,


https://www.merriam-webster.com/dictionary/constitutes
https://www.britannica.com/science/medulla-oblongata

Chapter Two: Literature Review 17

meninges, and cerebrospinal fluids. The nervous tissue is highly fragile
and it can be harmed by the simplest force. In addition, it has a blood-
brain barrier that prevents dangerous substances may envision the brain
through the blood. Spinal cord act as a vital part of the CNS which
located within the vertebral column. In addition to transmitting
movement commands from the brain and other parts of the body, the
spinal cord relays sensory information from the sensory organs to the
brain. The protection of the spinal cord is provided by bone, and
cerebrospinal fluids ( Thau et al., 2019).

The brain sends signals to the spinal cord, which is a long tube-like
structure. The spinal cord is made up of 31 different parts. The spinal
segment is the part of the spinal cord where two spinal nerves originate
from. In the spinal cord, there are nerves for both moving and feeling. In
an adult woman, the spinal cord is about 43 cm long, while in an adult
man, it is about 45 cm long and weighs about 35-40 grams (Mandal &
Ananya, 2021).
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2.3. Communication

Communication act as a heart of good medical and nursing practice
(Lee et al., 2021). Failures in communication may lead to poor health
outcomes, strained working relations, produce dissatisfaction, anger and

litigation of patients or their families (Walker & Colledge, 2013).

Effective communication is a cornerstone of professional nursing
practice and the skill of providing patients with holistic care (Sibiya,
2018).

2.4. Principles of Communication

Principles of communication can be summarized in the following

points according to Sibiya, 2018:

« Communication is a process

« Communication is circular, not linear
« Communication is complex

« Communication is permanent

« Communication includes the whole personality

2.5. Definition of Communication

Communication is a process by which information idea is
exchanged between individuals through specific system of signs, system
and behavior. Communication require not only to exchange information
and knowledge, but also to interact to one another as humans in the
situation of organizations, nations and relationships and families
(Vertino, 2014).
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2.6. Communication Element

The basic element of communication includes, message, sender,
and receiver. Communication is a two-way process comprising the
sender and receiver of a message. Since the purpose of communication is
to elicit a reaction, the process is continuous; the recipient of the
message becomes the sender of a response, and the sender becomes the

listener.
2.6.1. Sender

The source-encoder is the sender, the person or organization
wishing to convey a message with another's. This word means that the
individual creating and sending clear, relevant message . Encoding
requires the choosing of particular symbols or sings as a proper way to
link the message, including used language and phrases, words

organization, voice tone and body movement (Nugent & Vitale, 2013).
2.6.2. Message

The message consider the second element of communication, which
includes verbal or written, or non- verbal methods. The approach
employed to transmit the message may relate to any senses of the
receiver. It is essential that the procedure be suitable for the message and
that it aid clarify the communication's intent. Frequently, the touch is

nonverbal channel and very effective in communication.
2.6.3. Receiver

Third element of communication, the receiver who is required to
watch, listen. This individual is the decoder and must comprehend what

the sender means (interpretation). Perception involves all senses to
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receive verbal and nonverbal communications. To decode is to match the
observed message to the receiver's experience and knowledge and to
determine the message's meaning. If the communication is correctly
decoded by the recipient according to the intent of the sender is primarily
dependent on the similarity of their experience, knowledge, and
sociocultural background. If the meaning of the decoded message
corresponds with the sender's aim, then communication has been
successful. Infective communication is ineffective when the recipient

misunderstands the delivered messages (Kozier et al., 2018).

2.7. The Communication Process:

Communication is the exchange of information and consists of
three components: the sender, the message, and the receiver (Achury
Saldania et al., 2015).

Message

Encoding Decoding

Decoding Encoding

¥ Feodback

Message

The Osgood-Schramm model of communication. Sources: Kisspng,
2018; Web Editor 4, 2017
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According to Sanchez, 2002, communication process can be
systematically arranged as the following:
(@) Ideas — Is the topic of communication. This could be an attitude,
opinion, mood, viewpoint, command, or recommendation, etc.
(b) Encoding - Since the content of communication is impalpable and its
transmission needs the use of particular symbols such as actions, words,
or images, encoding is the process of converting the content into these
symbols.
(c) Channel — The symbols are conveyed to the other end called receiver
through certain channels such as TV, radio, newspapers, etc.
(d) Receiver —the fourth part for whom the message is meant. Receiver
receives the message transmitted by sender.
(e) Decoding — Next receipt the message in symbols, receiver converts
the symbols into meaning or plain language which is easy to understand.
() Feedback — consider the process of ensuring that the person
understanding the message after receiving also, It is the confirmation of
the comprehended message.

According to (Indeed Editorial Team, 2021) to develop
communication skills and the communication process the following steps
preferred to follow:

« Simplify of message: language should be clear and direct.

« Know the audience: In addition, it is essential to consider the audience

and their requirements and preferences.

« Active listening: As a communicator, it is essential to listen carefully
to what others are saying. This will ensure that the right message is

conveyed.

« Ask questions: Also, it is important to ask important questions to

keep the discussion flowing.
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« Take the time to respond: To ensure the transmission of a message,
it is essential to assess how an individual might respond when

communicating.

« Body language: communication through a different medium, it's

important to be mindful of body language.

Maintain eye contact: It's also important to make contact with the

person or group who involve in communication.

« Clarifying message: If the recipient of your communication does not
understand what you are saying, it is essential to explain your

message. This will aid the recipient's understanding.
2.8. Mode of Communication (type of communication):

Typically, there are two main types of communication, nonverbal
and verbal. The verbal communication involves the use of the spoken or
written word, whereas nonverbal communication involves the use of
gestures, touch  and facial expressions. Although all types of
communication happen at the same time, nonverbal communication
predominates. Understanding nonverbal communication is essential for
nurses to build good communication styles and client interactions.
Electronic communication has changed as a result of technological
advancements. It is important that nurses are aware of the situation in
which it is and is not appropriate to contact with patients through email
(Berman et al., 2015).
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2.8.1. Verbal Communication:

The exchange of information through speech or writing. Nurses
depend greatly on verbal communication. They engage in conversation
with patients, assessments, draw care plans, and document all
information, enter the data into the computerized system, and provide
verbal or written shift change reports. Significant relationships exist
between vocabulary, sentence structure, spelling, and pronunciation.
During verbal communication, individuals convey their education,
intellectual abilities, ethnic, interests, national background or regional.
Voice arrangement can be made and noises convey meaning. However
nurses wants to hear the tone of voice their patients which may convey
new message. (This is a sample of inconsistent non- verbal and verbal
communication). The individual may create sounds that reveal their real
emotions ( Rosdahl, 2012).

2.8.2. Non-verbal Communication (NVC):

Nonverbal communication is a silent form of connecting with a
group or person without requiring any type of speech to attract an
audience's attention or convey a message. Sometimes, nonverbal
communication is performed to convey an idea or thoughts and make a
message more attractive and interesting to the recipient. Nonverbal
communication has a significant impact on our social surroundings and
the communication process as a whole. Nonverbal communication
provides four significant purposes. These functions may supplement,
regulate, replace, or emphasize a verbal message. In addition to these
roles, there are numerous sorts of nonverbal communication, including

paralanguage, facial emotions, eye messages, body linguistic,
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attractiveness, body ornamentation, clothes, distance and space, time,
touch, smell, and attitudes ( Phutela, 2015).

Nonverbal communication consists mostly on body language,
although other aspects, such as the architecture or design of a place, or a
person's clothing or look, can also convey signals. Body language is a
complicated interaction of elements according to ( Borg, 2012 and Ali,
2018) include the following:

- Posture: how we position our bodies (folding arms or tilting the

head) and where we place ourselves in relation to others.
- Expressions of the face: smiles, grimaces, and raised eyebrows

- Eye contact: whether and how we stare at others (staring; gazing

away, sideways, or over someone's shoulder).

- Touch: how and where we physically interact with ourselves,

others, and objects (spectacles, clothing or pens).
- Physical responses: perspiration, flushing, or fast breathing.

There is a correlation between nonverbal behavior and patients'
views of therapists' empathy, according to research. Eye contact and
social touch (a handshake or slap on the back) increased patients'

perceptions of the empathy of health care personnel.

The proportion of non-verbal communication in communication has
been estimated differently by scholars, with estimates ranging from 60 to
90 percent. In addition, scholars have described various modalities of
non-verbal communication (NVC), such as chronemics (use and

perception of time), artefacts (environmental and physical objects),
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kinesics (form of body movement), haptics (use of touch), physical
appearance (body type and clothing), proxemics (use of distance and
space), vocalics (aspects of the voice), and silences. Nonverbal
communication is independent of the use of words. It is transmitted
through the body rather than through writing or word. This form of
communication, known as body language, can reveal a great lot or
provide the incorrect impression. It is important to note that body
language may convey a different meaning than words. Often non-verbal

statements offer greater signals than verbal messages (Sibiya, 2018).

According to (Wertheim, 2008). Nonverbal communication

contains the following parts:
2.8.2.a. Visual:

This is commonly referred to as body language and consists of, eye
movement, facial expression, gestures and posture,. The face is the most
prominent aspect of this. We all "read" people's faces to analyze their
words and emotions. This becomes increasingly clear when dealing with
someone wearing dark sunglasses. However, it is easy to misinterpret
these signs, especially when conversing across cultures where gestures
can have wildly different meanings. In the American culture, the
agreement may be conveyed by an up-and-down head movement, while
in the India, a side-to-side head movement may serve the same purpose.
We also look to the communicator's posture for information; posture
might imply self-assurance, aggression, fear, guilt, or worry. Similarly,
we consider how we hold our hands and handshakes. Numerous gestures

are culturally specific and subject to misunderstanding.
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2.8.2.b. Tactile:

This is the use of physical contact to convey message, such as pat

on the back, arm around the shoulder, a handshake, hug, or kiss.
2.8.2.c. Vocal:

Changing one's voice's tone can strongly influence the meaning of
words. Consider how many ways there are to say "no"; you can express
doubt, fear, wonder, and rage, among other emotions. The meanings of
vocal sounds differ throughout civilizations. In one culture, tonality can

indicate support but in another culture mean anger.
2.8.2.d. Use of Time as Nonverbal Communication:

The way that spend the time can convey how feel about the status
and authority in comparison to that of others. Think around how a
subordinate and his or her boss would approach the arrival to a location

for a meeting that had been previously agreed upon.
2.8.2.e. Physical Space:

When someone is standing extremely close to us, the majority of us
feel a bit uncomfortable about the situation. We have the feeling that our
"space" has been violated. People do this in a variety of different ways in
order to achieve power and intimacy with one another. We have a
propensity to mark our territory by building permanent walls or by using
our coat, pen, paper, and other items in the classroom. It is important to
us to maintain and exercise authority over our region. It's been said that
the "intimate zone™ for Americans is somewhere about 2 feet, however
this can shift from culture to another. This area is really off to everyone
but our closest friends. The "personal zone," which extends from around

2 to 4 feet out, is normally set aside for the use of close friends and
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relatives. The social zone, which extends from four to twelve feet in size,
iIs where the majority of business transactions take place. Lectures
typically take place in the "public zone," which extends beyond 12 feet
(Burton & Ludwig, 2014).

2.8.2.f. Image:

Express the ideals through clothing and other aspects of physical
appearance. The use of gestures, motions, material time, objects, time,
and place can either clarify or confuse the meaning of verbal
communication., the tone of the boss will likely have a greater impact on

how his message is received than his actual words.
2.9. Therapeutic and Non Therapeutic Communication:

Communication is the sharing of information, ideas, and emotions
between individuals through talk or other means. Therapeutic
communication focuses on the effective information exchange between
the nurse and the client in order to address the client's needs ( Videbeck,
2020).

The concept of therapeutic communication refers to the process in
which the nurse consciously influences a client or helps the client to a
better understanding through verbal or nonverbal communication.
Therapeutic communication involves the use of specific strategies that
encourage the patient to express feelings and ideas and that convey

acceptance and respect (Sherko et al., 2013).

Florence Nightingale described therapeutic communication as the
manifestation of care, through which a nurse may interpret any change in
a patient's condition without speaking. Therapeutic communication is a

vital component of nursing care that promotes patients' involvement in
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their care and improves their recovery through educating patients (Victor
Obosinde Adika, 2021).

Therapeutic communication has the potency of increasing patients’
knowledge and understanding, enhancing trust and self-health skills,
increase adherence, providing comfort and facilitating the management

of emotions key to patients’ health and well-being (Amoah et al., 2019).

Nurses use different type of effective communication strategies and
interpersonal skills to appropriately maintain, establish, re-establish the
nurse-client relationship, College of nurses of Ontario, 2008, suggest

many strategies such as:
a) Introducing herself/himself to the client by name.
b) Using the client's preferred name or title when calling the patient.

c) Giving the patients space, time, and the ability to express
himself/herself, as well as listening to understand without minimizing

the patient's feelings or giving advise instantly.

d) Notifying the patient that information would be discussed with the

health care team and describing the team's general organization.

e) Being conscious of his or her verbal and nonverbal communication

style and how it may be perceived by clients.

f) Changing communication style as required to address the client's

needs.

g) Assisting a client in determining the optimal care solution by
evaluating the patient's of knowledge and addressing his

values and preferences.
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I) Giving information to enhance client choice and benefit measurement

decision-making.

j) Listening, recognizing, and respecting the patient's beliefs, needs,
opinions, and ethno cultural beliefs, as well as implementing these

factors in the care plan with the patients assistance.

k) Knowing that all behavior has meaning and attempting to identify the
cause of an unexpected comment, attitude, or behavior displayed by a

client.

[) Listening to the problems of the client's family and important others
and acting on those problems when suitable and consistent with the
client's wishes. m) Preventing people from personality unless it meets a

specific, recognized therapeutic client need, rather than the nurse's need.

n) Frequently reflecting on communication with patients and the health
care team and spending time and effort to improving communication

skills.

0) Throughout nurse-client relationship, discussing, continuing
preparations for meeting the client's care needs after the nurse-client
connection has ended such as discharge planning of the patient and/or

referral to community groups.
2.9.1. Therapeutic Communication Techniques:

Reviewing the literature which published by Rosdahl, 2012 and
The Humour Foundations, 2017, they focused on the therapeutic
communication techniques which by the nurses during their daily work

as.

* Put the patient at comfort and develop rapport.
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* Provide privacy.

* Respect the patient’s rights.

* Respect the patient’s personal space.
* Try to be at eye level with the patient.
* Proper eye contact may used.

* Attentive listener.

» Keep the information confidential.

« Start conversation with general information and pose emotionally
challenging questions only after the client has demonstrated his or

her trust.
* Modify the language level for the client as needed.
* Do not use medical jargon or "speak down" to the client.

* Request the assistance of an interpreter if the patient speaks a

language other than that of the team or has a hearing impairment.

* Ensure that interpreters are approved and certified by the facility

before involving them in client care.

» Begin a method of communication to be used if the patient not

hear or talk, or patient speaks a language different from the nurse.
* Pay close attention to what the person is saying.
* Maintain proper and consistent eye contact.

* Avoid writing or computer use through the interview. Most

careful attention, for clarify details with the client.
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* Express real interest in the patient's feedback.
* Question about the client's ideas.

» Pay close attention to the patient's word choice, replication,
fluctuations in tone of voice, assertiveness, body language, silence,
anxiousness, repetitive behaviors, distinctive motions, such as

unique speech patterns or tics.
* Determine the patient who is not making sense or confused.

« Assess the client's attitudes about touch or talk about contact

before employing this strategy.

« Patient family included in chats, if desired. Always be mindful of
client confidentiality. If the customer appears uneasy in the

presence of others, request to talk with the client alone.

* Consider the client’s cultural background and life experiences in

all interactions and assessments

e Using humor: in health care is often described as a
complimentary treatment. It has been seen to enhance care
relationships, coping and healing while reducing anxiety, lowering

blood pressure and releasing endorphins

2.9.2. Non Therapeutic Communication

2.9.2.a. Non-Therapeutic Communication Techniques

The nurse needs to be well trained in order to prevent using non
therapeutic techniques. Nontherapeutic communication techniques

according to (Sherko et al., 2013)include:

» Asking personal questions, giving personal opinions.
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*Changing the subject tends to block further communication.

» Automatic responses show that the nurse is not taking the situation

seriously.

* False reassurance which is not supported by facts may do more

harm than good.

» Sympathy is subjective. It prevents a clear picture of the patient’s

situation.
» Asking for explanation, questions can cause resentment.

» Approval or disapproval. These may send the message that the

nurse has the right to make judgments.

* Defensive responses. The patient might feel that s/he has no rights

to an opinion.

» Passive or aggressive responses. Passive responses avoid the

Issues and aggressive responses maybe confrontational.
* Arguing. It might imply that the patient is lying or misinformed.
2.10. Communication Barriers:

Numerous individuals are incapable of verbal participation in
communicative relationships. In addition to their primary medical
diagnosis, these patients are therefore considered as having serious
communicative problems (e.g., Cerebrovascular Accident, traumatic
brain injury, etc.). Severe communication impairment is described as
where speaking is temporarily or permanently inadequate to meet all of
the individual's communication demands and the inability to speak is not
related to a hearing impairment. Many patients who require nursing care

are unable to speak temporary or permanent due to physical,
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developmental, or acquired impairments. Patients with severe
communication impairment and complicated communication demands
usually need augmentative and alternative communication equipment

and techniques to facilitate communication (Wune et al., 2020).

The factors leading to non-effective communication and consider
barriers with the patients are language, lack of time, lack of knowledge,
cultural differences, shortage in nursing staff and nurse's discomfort
(Albagawi, 2016).

All individuals participating in the communication process must be
capable of understanding the language used, a sense of safety and
protection, increased recovery rates, more patient satisfaction, and
greater adherence to therapy are positive outcomes of good

communication (Wright, 2012).

People that have differing views, values, and discrimination are a
typical reason of communication barriers in the workplace. Behaviors
such as discrimination, biases, and stereotyping can impede
communication. However, empathy is essential for overcoming
culturally-based communication barriers. When persons do not speak the
same language or do not have the same degree of proficiency in a
language, linguistic barriers also occur. Many environmental factors,
including time limits, language and cultural barriers, as well as nursing
discomfort and lack of understanding, also can inhibit successful
communication (Wune et al., 2020). The environment in which
communication happens, previous experiences, the sender's or recipient's
personal perspectives, and the content of the message are crucial factors
of whether or not communication and safety are effective (Hemsley &
Worrall, 2012). According to studies, inefficient communication

between patients and nurses leads in an increase in hospital length of
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stay, resource waste, patient dissatisfaction, as well as a loss of trust and
frustration for both patients and nurses (E., 2014).

2.11. Effective Communication Barriers:

According to Bello, (2017). Barriers to effective communication

can be crystalized as the following:
2.11.1. Environment:
* High workload on nurses
= Lack of privacy nurse or patient
= Lack of sufficient time
= Noise
2.11.2. Personal Characteristics
= Poor self image/self esteem
= Unresolved emotional issue
= Hidden unknown or unknown Agendas
= Nurse’s cultural Taboos about communication
= Personal history and background
= Psychosocial level
= Literacy, financial and cultural factors.
2.11.3. Poor Communication Skills
= Lack of empathy or understanding of others
= Lack of active listening skills

= Poor conflict management skills
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= Nurse’s inability to set boundaries

= Language barrier
2.11.4. Health

= Physical or mental illness (Pain depression, ability to focus or
listen, inability to talk etc) ( Bello, 2017).

2.12. Critical Care and Communication:

Critical care is the process of caring for individuals who suffer from
or are at danger of having life-threatening illnesses. The critical care unit
(CCU) is a geographically distinct entity in which high staffing ratios,
enhanced monitoring, and organ support may be provided to reduce
patient morbidity and death. However, successful intensive care requires
an approach that extends beyond the boundaries of the intensive care
unit. It requires for preventive, early warning and response systems, a
multidisciplinary approach before to and during an critical care unit stay,
as well as extensive follow-up care or high-quality palliative care
(Jackson & Cairns, 2021).

Florence Nightingale is largely recognized for founding the
precursor of the modern intensive care unit (CCU). During the Crimean
War in 1854, she and a number of nurses established a part of the
military field hospital where the most badly injured soldiers could get
more extensive nursing care. Prior to the mid-1950s, intensive care
consisted largely of intensive nursing care. After World War I, with the
development of hemodialysis procedures and the broad use of
mechanical ventilation, the modern critical care unit began to take shape.
Ibsen in Denmark was the first to use extended mechanical ventilation to
aid victims of the 1952 polio outbreak, and in 1953 he established the

first critical care center. Critical care unit was created in France in 1954,
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in Baltimore in 1957 (Marshall et al., 2017), and Toronto in the late
1950s as discrete geographic areas within the hospital that brought
together developing technologies for organ support such as positive
pressure ventilation, hemodialysis, and invasive cardiovascular
monitoring. Within a decade, the ICU had become an essential element
of hospital-based health care, and intensive care emerged as a distinct
medical sub-specialty (Weil & Tang, 2011).

Patients are immediately attacked to a barrage of physical and
emotional stresses upon admission to a critical care hospital, according
to Credland et al., 2021, that include the following:

Physical discomfort

An foreign environment; procedures and equipment
Disturbances in the Sensory

Separation from family

Autonomy loss

Communication impaired

Worry for their lives

Psychosocial care is frequently seen as the cornerstone of person-
centered care; in this context, it refers to supportive measures that may
alleviate the stresses associated with critical illness. Bani Younis et al.,
2021; Alaparthi et al, 2020; Parsons and Walters, 2019, reported

evidence-based measures that may be beneficial include:

Offering information and clarifications.

Consistently orienting the patient to date, time, and location



Chapter Two: Literature Review 38

Reassurance

Empathetic touch

Early mobilization

Visiting relatives

Ability to maintain clear night and day routines
Reducing noise

Critical care units are specialist hospital wards that try to treat
patients with a possibly reversible failure of one or more of the body's
major systems, like the central neurological systems, circulatory or
respiratory. The basis of critical care is the application of particular
measures, including non-invasive and invasive monitoring, as well as
pharmacological and mechanical support for organs or systems which

unable to function normally (Tomaszewska & Gronowska, 2020).

2.13. Unconscious Patient:

2.13.1. Definition of Unconscious:

Unconsciousness is a state of total absence of awareness and the
ability to respond, even when stimulated, or it is the abnormal state of
complete or partial unawareness of self or environment. Since all
complex waking behavior requires the extensive participation of the
cerebral cortex, consciousness cannot occur without the activity of this
structure. The reticular activating system (RAS), a collection of neurons
in the upper brainstem and medial thalamus, keeps the cerebral cortex in

a state of wakefulness (Jaddoue, 2011).
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Coma is defined as having a GCS <8 or scoring U on the AVPU
(alert, responsive to voice, responsive to pain, unresponsive) scale(
Cooksley, 2018).

Disorders of consciousness (DOC) are conditions characterized by a
persistently disturbed reaction to environmental stimuli, with significant
diagnostic and therapeutic challenges. Disorders of consciousness are
divided into 3 stages regarding the level of conscious and the personality
and environmental awareness: Vegetative state (VS) is characterized by
the appearance of and spontaneous, awake-sleep cycle and stimulus-
induced arousal, coma state (CS) is characterized by a complete absence
of response to environmental stimuli, and minimally conscious state
(MCS) is characterized by behavioral evidence of awareness ( Raciti et
al., 2021).

A coma is a deep condition of unconsciousness that the patient is
unable to wake up. Stupor relates to lower degree of unresponsiveness in
which the patient can only be aroused by forceful stimulation. There are
three distinct states of altered awareness. A persistent vegetative state is
characterized by an unconscious and unresponsive condition. These
individuals have woken from a coma after days or even weeks to a
condition of unresponsiveness with open eyelids. Locked-in syndrome is
a pseudocoma in which a conscious patient is incapable of making
speech or volitional movement to signal that he is awake. This
characteristic is related with brain death. Severe brain damage
(Alexander et al., 2006).

Depressed state of consciousness is the most common neurologic
problem in intensive care units ranging from lethargy to coma (Irwin &
Rippe, 2008).
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Comatose patient cannot be aroused. Electroencephalography
(EEG) shows no sleep-wake cycles, there is no indication of purposeful
behavior or comprehensible communication and the eyes are closed,.
When acquired brain damage (hypoxic-ischemic events, trauma,
metabolic problems) occurs, coma generally progresses to Vegetative
State (VS) or consciousness within 2 to 4 weeks. The patient in
Vegetative State (VS) has sleep-wake cycles, spontaneous eye opening
but no signs of self or environmental awareness, and no ability to
communicate with others. VS can either stay the same (i.e., a permanent
state of unconsciousness) can progress to greater degrees of

consciousness (Giacino et al., 2002).
2.13.2. Causes of Unconscious:

Generally, permanent or a transient disruption of the reticular
activating system in the brainstem, bilateral thalamus or both cerebral
hemispheres causes unconsciousness. Three primary mechanisms are
structural brain injuries, widespread neuronal malfunction resulting from
a systemic illness, and rarely psychological reasons for unconsciousness
(Edlow et al., 2014).

Therefore, the following should be considered the primary causes of

coma.

A- Lesion causing harm to the RAS or its projections.

B- Massive destruction of both brain hemispheres.

C- Drugs, poisons, or metabolic abnormalities such as
hypoglycemia, anoxia, azotemia, or hepatic failure that
inhibit reticulocerebral activity. The organization of
consciousness has been notably bifurcated (content and
arousal) (Jaddoue, 2011).
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The reasons of a patient's unconsciousness might be categorized as
systemic pathology or local brain disease. This activity explains the
evaluation, management, risk factors of comatose patients, as well as the
role of the inter - professional team in improving care delivery for

impacted patients (Bauer et al., 2019).
2.13.3. Pathophysiology of Unconscious Patient

The pathophysiology of unconsciousness is characterized by
neuronal dysfunction caused by a reduction in glucose or oxygen
delivery to the brain. Coma may result from direct destruction of arousal
regions of the brain or indirect damage from changing intracranial
structures, increased intracranial pressure or vascular compression
caused by structural diseases of the central nervous system (Huff & Tadli,
2021) (Bauer et al., 2019).

The brainstem ascending reticular activating system is the
anatomical site of arousal. This system's neurons begin in the dorsal pons
and midbrain, link in the thalamus, and project to a number of cortical
regions. The cortex processes, integrates, and contextualizes the
information it receives, therefore forming consciousness. The spinal cord
and brain transmit impulses to the reticular activating system, which is
responsible for environmental awareness. The numerous causes of
unconsciousness in a patient can be categorized as impacting three major

brain regions (Bauer et al., 2019).

2.13.4. Epidemiology

The occurrence of unconsciousness and its respective causes differ
by institution and patient group. A trauma center with a large patient

load will certainly treat a considerable number of unconscious patients
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with traumatic brain injury. Ischemic or hemorrhagic stroke was the
leading cause of non-traumatic coma (6 to 54 percent), followed by
anoxia damage (3 to 42 percent), poisoning (1 to 39 percent), and
metabolic causes (1 to 29 percent ). Despite the fact that stroke is the
leading cause of non-structural and non-traumatic coma factors (37 to
75%) tend to significantly exceed structural reasons (28 to 64 percent ).
Global mortality rate is ( 25-87 percent ). Anoxic and Stroke coma had
the greatest fatality rates, ranging from 60 to 95% and 54 to 89%,
respectively. The conditions with the lowest fatality rates were epilepsy
and poisoning, both of which had rates of less than ten percent (
Horsting, 2015).

2.13.5. Anatomy and Physiology Change of Unconscious

Physiology and Neuroanatomy of Wakefulness

The connection between the rostral reticular activating system
(RAS) in the upper brainstem and cerebral hemispheres maintains a
normal state of awareness. The RAS is a broad projection, the regions of
the RAS between the diencephalon and rostral pons are particularly
important for the regulation of consciousness. Consciousness, on the
other hand, is not focally reproduced in any of the cerebral hemispheres,
associated with the functional cortical mass. Thus, bilateral hemisphere
lesions or lesions of the brainstem may lead in an altered state of

consciousness (Bersten & Handy, 2013).

Acoma is caused by a dysfunction of either the brainstem reticular
activating system (RAS) above the middle pons or both cerebral

hemispheres (Greenberg et al., 2012).
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2.13.6. General Examination of Unconscious Patient

A general patient examination may indicate the etiology of coma.
Carbon monoxide toxicity (cherry-red skin), alcoholic liver disease
(telangiectasia, clubbing), hypothyroidism (puffiness of the face), and

hypopituitarism can cause skin abnormalities (sallow complexion).

Coma may be caused by meningococcaemia, rickettsial infection, or
endocarditis if cutaneous petechiae or ecchymoses are present. Needle
pricks may indicate drug addiction. A barbiturate overdose is marked by
bullous skin lesions. Extremely dry skin may suggest diabetic
ketoacidosis or an overdose of anticholinergics. Periorbital hemorrhages
(raccoon eyes) suggest an anterior basal skull fracture, especially if
cerebrospinal fluid rhinorrhea is present. Battle's sign and cerebrospinal
fluid otorrhea are further symptoms of a basal skull fracture.
Meningoencephalitis and  subarachnoid hemorrhage may be
accompanied by nuchal stiffness, however this symptom may be absent
in older patients and those in a profound coma. Chronic liver disease or
The presence of hepatomegaly symptoms may indicate hepatic
encephalopathy. Enlargement of the both kidneys may be indicative of
polycystic kidney disease and may warrant consideration of
subarachnoid hemorrhage as a potential cause of unconsciousness. The
breath may smell of alcoholic beverages or other toxins
(organophosphates). Ketones on the breath are an inaccurate indicator,
and hepatic and uraemic foetuses are uncommon (Bersten & Handy,
2013).

The examiner must conduct a methodical and exhaustive
examination. The general assessment begins by noting the patient's
immobile position on the bed and limb position. Document any

spontaneous or semi-purposeful movements of all four limbs,
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respirations, and oropharyngeal reflexes, such as coughing, swallowing,
hiccuping, or yawning. Inspecting for indicators of trauma, including as
blood, scars, track marks, and post-operative drainage catheters, can help
determine the location of an injury. In an critical care setting, all
intravenous infusions are screened for sedatives and/or vasopressors.
This is crucial if there is any doubt as to whether a medicine or
intervention has an influence on the patient's degree of consciousness.
When a patient is on a mechanical ventilator, the settings indicate

whether the patient takes spontaneous breaths (Zakaria et al., 2020).
2.13.7. Evaluation the Level of Consciousness:

The current recommendation by the European Academy of
Neurology (EAN) is that the Full Outline of Un Responsiveness
(FOUR) score is to be used for a comatose patient in intensive care unit
(ICU) setting, instead of the Glasgow coma scale (GCS) score. The
examiner must document what the patient did in response to particular

stimuli. The stimuli are either peripheral or central (Zakaria et al., 2020).
2.13.8. Pain and Unconscious Patient:

Pain is a subjective symptom, difficult to measure and traditionally
evaluated using self report. In sedated patients, unconscious or incapable
to tell the presence and intensity of pain, it is important to have other
means to assess pain, including objective indicators that can be
confirmed without oral communication. Several scales based on behavior
indicators of pain are being applied to assess and register this symptom
in critical patients being considered important tools to assess pain in

patients incapable of communicating (Kawagoe et al., 2017).
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2.13.8.a. Pain Assessment for Unconscious Patient:

Pain evaluation in the critical care unit (CCU) is frequently delayed
as a result of altered states of consciousness after head trauma or any
other alterations in physiological condition and sedative usage. In several
nursing care settings, assessment is a crucial concept and a basis for
intervention. Evaluation of a patient's clinical status is important for

making an accurate diagnosis (Asadi-Noghabi, 2015).

Pain is a subjective symptom, difficult to measure and traditionally
evaluated using self-report. In sedated patients, unconscious or incapable
to tell the presence and intensity of pain, it is important to have other
means to assess pain, including objective indicators that can be

confirmed without oral communication (Kawagoe, 2017).

Specifically, the assessment will establish the method employed to
alleviate discomfort. A correct pain diagnosis can facilitate the
administration of appropriate pain medicines. Therefore, nurses must
spend great effort to pain assessment (Ofori, 2010). It is impossible to
evaluate pain-relieving therapies without proper assessment and a

reliable record (Baumann and Sahn, 1990).
2.13.8.b. Pain Assessment Tools in Critical Patients:

Pain is the common phenomenon among the patients in Intensive
Care Unit and is more prevalent than the other symptoms. Pain as a
natural threat needs to pay attention . Due to its importance, American
Pain Society considers it as the fifth vital sign (Yaghoubinia et al.,
2016).

Methods of pain measurement should take into account a patient's

ability to communicate. The Behavioral Pain Scale is used to assess pain
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in non-verbal individuals using behavioral measurements. Use of
behavioral techniques to assess pain in unconscious individuals is

strongly recommended (Asadi-Noghabi et al., 2015).

The four observational and behavioral tools to assess pain in
critical, sedated, unconscious patients or with oral communication
difficulty: Behavioral Pain Scale (BPS), Critical-Care Pain Observation
Tool (CPOT), Nociception Coma Scale (NCS) and Nociception Coma
Scale- -Revised (NCS-R) ( Kawagoe, 2017).

Behavioral pain scale the BPS was developed by Payen et al to
assess pain among unconscious, mechanically ventilated patients. The
BPS is based on the total score of three behavioral expressions: 1) facial
expression, 2) upper limb movements, and 3) compliance with
mechanical ventilation. The BPS allows the assessor to derive a score

between 3 (no pain) and 12 (highest pain score) ( Hsiung et al., 2016).

Behavioral Pain Scale (BPS) Tool include the following:

Item Description score

Facial expression: -Relaxed Partially 1

-tightened (e.qg., brow lowering) 2

-Fully  tightened (e.g., eyelid 3
closing)

Grimacing

Upper limbs -No movement

-Partially bent

-Fully bent with finger flexion
-Permanently retracted

Compliance with ventilation | -Tolerating movement

-Coughing with movement

W N R A W N RN

-Fighting ventilator
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-Unable to control ventilation 4

Adopted from Gomarverdi et al., 2019.

The Critical-Care Pain Observation Tool (CPOT) is a behavioral
pain scale used to assess the presence of pain in persons who are
critically ill and unable to communicate verbally. It was approved for
usage in the Society of Critical Care Medicine's (SCCM) most recent

clinical practice recommendations (Barr et al., 2013).

The Critical-Care Pain Observation Tool consists of four behavioral
classifications: body movements, muscular tension, facial expressions,
and compliance with the wventilator in ventilated patients, and
vocalization in non-ventilated patients. Each behavior is assessed on a
scale of zero to two, with a total score range of zero to eight available
(Gélinas et al., 2014).

The Critical-Care Pain Observation Tool (CPOT) (Gélinas et
al., 2006).

Item Score Explanation
Facial expression Relaxed, neutral 0 | No muscle tension observed
Tense 1 Manifestation as: orbit tightening brow

lowering, any other change and elevator
contraction (eye opening or tear
production during nociceptive

procedures)

Grimacing 2

All previous facial motions in addition
to eyelid closure (the patient may
present with mouth open or biting the

endotracheal tube).
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Body Lack of movements or | Normal posture or does not move at all
movements usual position 0 (does not always imply lack of pain)
(movements not focused at the source of
pain or not performed for protection)
Protection 1 Slow, careful motions, touching or
massaging the source of discomfort to
attract attention through movement
Restlessness/  Agitation | Pulling tube, attempting to sit up,
2 moving limbs/thrashing, disobeying
directions, assaulting personnel, and
attempting to climb out of bed are all
signs of agitation.
Compliance  with | Tolerating ventilator or | Alarms not activated, easy ventilation
the ventilator | movement 0

(intubated patients)

Coughing but tolerating 1

Coughing can cause alarms to sound,

but they will turn off on their own.

Fighting ventilator 2

Asynchrony: alarms frequently

activated, blocking ventilation

Vocalization

(extubated patients)

Talking in normal tone,

no sound 0

Talking in normal tone or no sound

Sighing, moaning 1

Moaning, Sighing

Crying out, sobbing 2

Sobbing, crying out

Evaluation of
muscle tension via
passive flexion and
extension of the
upper limbs while
the patient is at rest
or evaluation when
the patient is being

rotated.

Relaxed 0

No resistance to passive movements.

Tense, rigid 1

Resistance to passive movements

very tense or rigid

Strong difficulty to or inability to

perform passive motions.

Total

Adopted from Gélinas et al., 2006.

~ /8
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Inadequate communication between nurses and patients results in
elevated levels of stress and anxiety. Consequently, communication
inside the ICU is of the utmost significance, and good communication is

a crucial component of nurses' care ( Alasad and Ahmad, 2005).

In critical care units (CCU), the communication process is difficult
to observe. This situation is influenced by the patient's dynamics in
intensive care, which are more focused on technological management,
regular tasks, and physiological demands. Poor communication has been
demonstrated to impair patient recovery and increase hospitalization
duration. Similarly, care is deemed insufficient if it is not accompanied
by communication interventions that address emotional and physical
situations, which will contribute to minimize the feelings of fear,
anxiety, lack of trust, and weakness experienced by patients in a critical
state (Achury Saldaa et al., 2015).

Medical malpractice is the result of the communication failures.
Better communication can reduce medical errors and patient injury. Poor
communication can result in various negative outcomes, such as
decreased adherence to treatment, patients dissatisfaction and inefficient

use of resources (Tiwary et al., 2019).

Poor communication can lead to various negative outcomes:
discontinuity of care, compromise of patient safety, patient
dissatisfaction and inefficient use of valuable resources, both in
unnecessary investigations and physician worktime as well as economic

consequences (Vermeir et al., 2015).
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2.14. Role of Critical Care Unit (CCU) Nurses:

Critical care unit (CCU) nurses are responsible for good patient
communication, patient support, the continuation of care, and the
enhancement of patient engagement in treatment. Caring behaviors in the
critical care unit (CCU) include all life-saving treatments. These actions
related to the well-being of patients, including their sensitivity, comfort,
tranquility, and involve focusing and listening to them, honest with them,
and accepting without judgment. Therefore, patients' sense of security is
enhanced (Zare et al., 2020).

2.15. Communication with Unconscious Patients:

Every person has the right to know what has been done to them
whether they are aware or unconscious. Verbal communication is crucial
for the providing of competent health and nursing care. Individualized
care and the use of the patient's favorite name or familiar sounds may
improve sensory input. This provides care which is more humane than
technological care. Therefore, communication is the cornerstone of
socialization. Critical care unit staff nurses were placing less attention on
communication to patients with altered levels of consciousness (Thakur
etal., 2016).

Critical care unit patients who were unconscious were able to hear.
The hearing is the last sense to be lost in individuals with brain damage,
touching and talking patients were considered essential for

communicating with patients (Tapson et al., 2015).
2.16. Important of Communication to Unconscious Patient:

Nurses neglected to provide adequate verbal and non-verbal
communication, concluded that at times verbal communication with

unconscious patients was so nominal that any potential benefit to the
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patients would have been negligible. The critical care nurses may not
think on and understand the importance of communication in the practice
(Jesus et al., 2013).

Patients who are unconscious have a great need for knowledge and
support, therefore vocal communication can give these patients with
orienting and meaningful sensory input. The information obtained by
unconscious patients may aid in the reduction of stress, preservation of
self-identity and self-esteem, and reduction of social isolation. In
addition, communication specialists underlined that the combination of
nonverbal communication in the form of a caring touch and verbal
communication has a significant effect on unconscious patients. It can
improve the messages that patients get, assist in meeting their
psychological requirements, and reduce psychotic withdrawal and
delirium, which can lead to psychological stress, confusion, anxiety, and
isolation. Despite its significance, there is evidence that communication
in intensive care units is not adequately implemented ( Othman & El-
Hady, 2015).

2.17. Strategies used to Communicate with Unconscious

Patients:

Auditory stimulation by a familiar voice may promote level of
consciousness (LOC) in patients who are unconscious (Goudarzi et al.,
2010).

Providing information regarding the environment, procedures,
sensations, and time of day is important for patients who are unconscious

and may help to decrease immediate physiologic stress (Urden, 2013).

The patient may appear unresponsive and unable to communicate

when provide care. The question is—do nurses talk to a patient who is
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unconscious? The answer is yes. Quality care requires to engage the
patient any way, telling the patient about procedure before doing it. Talk
to the patient regardless of level of consciousness. Assume the patient
can hear and understand, a sedated patient can hear and may be aware
that something is happening that make them to be anxious because they
can’t see and can’t communicate. Imagine somewhere lying with a tube
his down throat he is unable to move, talk, see, and someone is shining a
light in his eyes, sticking him with a needle, and moving him without
any explanation why, where that’s happing, it is like being in a horror
movie, but it isn’t a movie, for this reason Jim Keogh and his
colleagues in 2021, recommended the nurse should assume the
unconscious patient can hear and has a sense of what are doing, so they

should think about the following:
* Introduce self to the patient.
* Orient the patient each time when enter the room.
* Tell the patient the day, date, time, and weather.
* Engage in small talk as do to all patients.

» Acknowledge that the patient might be frightened and ensure that

the patient is safe.
* Remind the patients where they are and how they got there.
* Give the patient an appropriate update on their condition.

* Tell the patient what will be doing and why are doing it. Then
pause briefly to give the patient time to comprehend before do it.

Repeat this for each intervention.
* Tell the patient when finished the interventions.

* Explain to patient when return to assess the patient.
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* Assure the patient that the ICU team is constantly monitoring him

using electronic monitoring devices..
* Tell the patient when leaving the room.

On the other hand Rosdahl, (2012), suggested that:
« Specify what the patient may expect (wet, pressure, cold).

* Do not discuss about patient or his or her family in the patient's
presence ( ensure that the client's family is not doing thus.) When they
regain consciousness, many patients who have been unconscious for

some time recall everything that happened while they were unconscious.
2.18. Methods of Communication with Unconscious Patient:

2.18.1. Verbal Communication to Unconscious:

Verbal communication is typically considered as an interactive
process; yet, unconscious patients have a major need for information and
assistance, highlighting its importance. The receipt of information by
unconscious patients may aid in stress reduction. The unconscious
patients are anxious because they are likely to misinterpret and be
unclear about what is happening. Through encouraging the use of
appropriate  coping mechanisms, verbal communication with

unconscious patients can alleviate stress (Othman & El-Hady, 2015).

Communication with critically ill patients in critical care units
presents nursing personnel with special problems and requires highly
developed skills. There are several barriers to communicating, including
sedation, impaired consciousness and the use of mechanical airways.
Early studies on nurse-patient communication in critical care indicated

that this part of treatment appeared to be given with less skill than other,
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more technical aspects of care and was directly associated with patient

response (Jesus et al., 2013).
2.18.2. Nonverbal Communication to Unconscious

Nonverbal communication include facial expressions, gestures,
paralinguistics such as loudness or tone of voice, body language,
proxemics or personal space, eye gaze, haptics (touch), appearance, and
artifacts (Cherry, 2021).

2.18.2.a. Touch

2.18.2.b. History of Massage and Touch

The word of massage comes from the Arabic "Mas'h," which means
to lightly push (Wigforss Percy, 2006). Chinese documents from 3000
BCE have been found that explain the massage technique. Hippocrates
described the therapeutic efficacy of touch about 380 B.C., and massage
was a highly regarded medical therapy in Europe until the fall of the
Roman Empire. During the Christian revolution, attitudes toward touch
and massage modified throughout Europe. For a considerable amount of
time, massage was seen as sexual and forbidden, along with bodily
pleasure. Per Henrik Ling (1776-1839), a Swede, created a systematic
technique of massage and exercise based on physiology in the early
eighteenth century (Taylor, 1991; Zottele, 1999; Eklof, 2004; Wigforss
Percy, 2006). Taylor now uses Swedish massage (defined as the
manipulation of soft tissue for therapeutic purposes) as an adjunct to
school medicine. Dolores Krieger was a pioneer in the United States
during the 1960s; she promoted therapeutic touch (laying-on hands,
which is a way of utilizing the hands to direct human energies to treat or
heal someone who is unwell) as healing and essential for humans,

especially preterm and newborn infants (Krieger, 1979). Touch was
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established as a treatment in Sweden in the late 1960s, when the nurse
Siv Ardeby massaged preterm infants (Ardeby, 2005). In the 1980s and
1990s, the phrase tactile stimulation referred to a mild massage with firm
pressure applied to adults that activates the touch receptors. This
stimulation is now utilized in palliative and geriatric care
(Socialstyrelsen, 1997, Birkestad, 2001, Alexandersson et al., 2003).
Complementary techniques such as tactile massage and tactile
stimulation provide the same function as tactile contact, which is to
apply strong pressure to the body. The notion of tactile touch will be
employed in this thesis. Before the trials began, the three ideas of touch,
tactile massage, and stimulation were validated with critical care unit
nurses and patients. Tactile massage was linked to sports and athletics
rehabilitation, tactile stimulation to Transcutaneous Electrical Nerve
Stimulator (TENS), and tactile contact to gentle touch (Henricson,
2008).

Touch is a basic reflex for expressing compassion and comfort.
This is especially true in nursing, where contact is an main aspect of the
care process. Touching is viewed as a form of communication, physical
contact is an essential and universal component of nursing care," and
"nurses touch from a caring viewpoint," according to the study. Touch
has the ability to reduce the gap between people and provide respite from
pain. Touch, more than sight or hearing, is a more engaging form of
interaction because it denotes vulnerability. Touch is a strong and
visceral form of communication. Helen Keller, a blind and deaf author,
activist, and educator, is regarded as one of the most eminent observers
of the quality of touch (Leonard & Kalman, 2015).

Touch is essential to the practice of nursing to communicate

comfort, affection, and intent. The hand is the most common area
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touched. Most patients view comforting touch positively (Osmun et al.,
2000).

Physical touch is a fundamental component of medical treatment
and care, playing a vital role in caring, medical examination, and a
variety of therapies. In a broader sense, touching has a variety of
symbolic meanings, such as the politeness involved with comfort and
social greetings. Patients report being dissatisfied by the lack or
infrequency of physical touch with their caregivers. In complementary
and integrative medicine (CIM), physical touch treatment (e.g., healing
touch, therapeutic touch) is used to treat a variety of conditions, such as
stress, pain, fear, agitation, and depressive symptoms, as well as to
promote overall wellness and relaxation. Physical touch treatment is
performed in surgery to improve wound healing and perioperative
nausea. It is also improves therapeutic connections and communication
(Stockigt et al., 2019).

2.19. Therapeutic Communication of Nurses with

Unconscious Patient:

Therapeutic communication is the interpersonal, information-
transmitting process based on the knowledge, attitudes, and abilities of
both parties that leads to patient understanding and engagement (Victor
Obosinde Adika, 2021).

Each patient need individualized therapy strategies, medications,
diets, psychological approaches, and sensitivity to cultural factors of
disease and treatment. In the situation of unconscious patients, however,
the situation is different because they are unable to independently select
whether or not to cooperate effectively with medical workers. Regarding

the treatment of such a patient, it is necessary that all personnel of the
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therapeutic team work closely together. However, the treatment team
must respect the patient's rights. The right of each patient to personal
autonomy and independence, conduct and behavior that deviates from
commonly accepted norms and models of life, distinctive reactions to
many external and internal stimuli, as well as to other individuals, must

be acknowledged (Tomaszewska, & Gronowska, 2020).

2.20. Sensory Stimulation for Unconscious Patient:

The coma can continuous from hours to days, according to the
severity of brain damage. Some patient remain in a unconscious state for
months or even years(White & Giacino, 2013). Sensory deprivation is
defined as a sensory restraint related to speech, sight, and feelings and a
reduction in the quality and quantity of sensory input such as loneliness,

isolation, and restriction of movement ( Arslan & Ozer, 2010).

Sensory deprivation is one of the most frequent consequences of
coma and ICU admission. It significantly inhibits healing. Therefore,
strategies are required to provide sensory stimulation to unconscious
ICU patients in order to prevent sensory deprivation (Mohammadi et al.,
2019).

Sensory stimulation is a therapeutic technique that stimulates the
brain's reticular activating system, allowing for the remodeling of brain

activity by forming new neural connections (Shaffer, 2016).

Reduced consciousness occurs when certain sensory inputs in the
forebrain are blocked or disrupted, impacting the Ascending Reticular
Activating System (ARAS), that consider one of the centers of
consciousness. Depending on the level of brain injury, loss of
consciousness can be temporary or prolonged, with particular symptoms

including breathing difficulties, decreased physical mobility, poor
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hydration, impaired swallowing, weakened communication abilities, and

impaired excretion (Faozi et al., 2021).

Adequate and safe sensory stimulation can facilitate the formation
of synaptic connections to provide adequate stimulation for ARAS.
Stimuli of the proper intensity and frequency can increase the process of
consciousness recovery, so improving the recovery of sensory function
and shortening the period of coma (Gorji MAH et al., 2014).

The stimulation element is based on the patient's experience, and a
family style is used to address the emotional component. In addition,
stimulation is often delivered across many sensory channels with varying

intensities ranging from moderate to high (Abbate et al., 2014).

2.20.1. Type of Sensory Stimulation for Unconscious

Patient:

Different kinds of sensory stimulation such as auditory, visual,
olfactory, tactile, gustatory, and equilibrium stimulation can be used or
applied to the unconscious patients (Moattari et al., 2016). Sensory
stimulation, including hearing, touch, vision, taste, and olfaction, which
IS non-invasive, economical, and simple. Some studies reported that
sensory stimulation was beneficial in improving arousal, consciousness,
neural response, motor function, and brain function, shortening hospital

stay, and reducing disability rate (Zuo et al., 2021).

Patients who are unconscious require more assistance from nurses
than other patients. Multimodal sensory stimulation therapy is a simple,
cost-effective, and risk-free treatment option in this case. Families can
also be included in this form of treatment to assist create awareness (Zuo
etal., 2021).
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Auditory stimulation is the easiest method used by nurses to
communicate verbally with patients during regular health care tasks.
Auditory stimulation can be done using various voices with varying
results, such as a familiar voice that the patient can recall more rapidly
(Mohammadi, et. al., 2017). Auditory stimulation is one of the sensory
stimuli that family members or nurses may provide to critical care unit
patients (Grap MJ et al., 2016).

Auditory stimulation with a familiar voice improved levels of
consciousness in comatose patients with a brain injury after three days

from condition (Mohammadi et al., 2019).

Numerous researches on various auditory stimulations reveal
decreased anxiety and drowsiness, but no measurable impact on
physiological indicators like body temperature and blood pressure. Han,
et al., 2010 suggested that music can lower pulse rate, blood pressure
and respiratory rate in mechanically ventilated patients, whereas Boukje,
et al., 2010 found that music had no significant effects on physiological
manifestation such as Diastolic blood pressure (DBP), Systolic Blood
Pressure (SBP), heart rate and respiratory rate in unconscious patients,

despite reporting significant sedative effects (Boukje et al., 2010).

The sensory stimulation can stimulate post-traumatic brain injury
(TBI) plasticity, enhance neurologic function, promote brain
regeneration, reduce critical care unit stays, and reduce anxiety
(Alashram et al., 2020).

A coma patient may benefit from sensory stimulation, such as
handholding. There is evidence that coma patients may hear and
comprehend oral instructions. Using functional MRI (fMRI) scanning

equipment, neuroscientists recorded brain activity in a man who had
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been in a coma for 12 years following a car accident. Additionally,
research suggests that activating the senses of touch, smell, sound, and
sight may aid in recovery. A visitor might assist by wearing a beloved

fragrance or holding the individual's hand (Yvette Brazier, 2017).

Multimodal sensory stimulation involves stimulating the senses of
hearing, sight, smell, touch and taste. Olfactory stimulation, as provided
by aromatherapy, can aid in the release of G-protein, hence boosting
antibodies and enhancing blood circulation. In the meantime, acoustic
techniques can excite brain nerve cells. For instance, stimulation through
music therapy can enhance awareness in individuals with serious brain
injuries. Regarding touch, stimulation therapy can improve the blood
flow system Dby returning blood to the cerebral circulation system,
successfully compensating for obstructions that may cause a stroke.
Lastly, visual and gustatory stimulus can boost autonomic nervous
system activity. Interventions can raise patient awareness and avoid
ischemic brain cell damage by targeting several senses that can trigger
ARAS concurrently (Faozi et al., 2021).

Some coma patients are gradually awakened and begin to respond
normally. Sensorial and motor stimulation during coma arousal method
has been proposed as a means to improve coma recovery. The nurse is
advised to engage comatose patients through all of their senses. Nurses
that care with comatose patients might benefit from researching the local
coma arousal techniques to determine what they can give unconscious

patients and their families (Zasler et al., 2007).

According to Mohammed & Hassane, 2017, from Egypt that use
the Coma arousal technique included the following stimulations for

unconscious patient:
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A- Kinesthetic stimulation (Motor): This was performed -either
while seated in a wheelchair or while lying in bed, one limb at a
time. Arm motions being made. The arm was then raised gently
over the head to its maximum possible position. Leg action and
movement Head motion observed here.

B- Tactile stimulation (Sensory): The procedure was repeated on
the right and left upper extremities, followed by the right and left
lower extremities. The materials utilized were a brush, several
fabric textures, sandpaper, and cotton ball.

C- Auditory stimulation (Sensory): It was accomplished by
initiating a conversation with the patient and orienting him or her
to his or her name, time, location, and date. Various stimuli were
applied in sequence. Using ear pieces, materials included a ringing
bell, familiar voices, and religious chanting.

D- Visual stimulation (Sensory): It was administered by stimulating
normal attention and directing the eyes toward visual stimuli.
Materials included a mirror, brightly colored pen lights, images of
recognizable individuals or things, and family photographs.

Mohammed & Hassane. (2017), discovered that the use of coma
arousal technique was related with an increase in consciousness and
sensory and motor modalities and a decrease in the occurrence of
negative  physiological parameters  (hypervolemia, tachypnea,
tachycardia, desaturation, hyperglycemia and hypertension). In addition,
patients who had the coma arousal technique tended to remain calm,
cooperative, and touch-sensitive. In addition, it was helpful at reducing

critical care unit stay and mechanical ventilation time.
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2.21. Communication with Patient Family

The presence of family members in the ICU has been forbidden for
many years and there is a common belief among the staff that visits by
family members have no effect on comatose patients and that the visits
interrupt nursing duties. Several studies have shown that the family’s
presence has no negative effect on the patient care or illness duration
(Abbasi et al., 2009).

The patient who is comatose ( unarousable and unaware) consider
the one of the most challenging problems in critical care practice, and
management includes the patient, his family and other relatives (Agarwal
et al., 2014).

The communication between nurses and patients' families impacts
patient well-being as well as the quality and outcome of nursing care
High quality family Communication is the backbone of the art and
science of nursing (Loghmani et al., 2014).

2.22. Family Presence during Resuscitation:

During resuscitation, family members were traditionally requested
to leave the room. Families should be allowed to be present during CPR
and invasive procedures, according to the American Association of
Critical-Care Nurses (AACN) and the Emergency Nurses Association
(ENA). The presence of family members is a crucial source of support
for the patient, and the family may benefit from seeing the resuscitation
since they will know that all possible has been done (Urden, 2016).

2.23. Visiting Hours

It is unethical to limit visiting hours for patients in the intensive

care unit who are dying. Providing time for family members to say their

final goodbyes is an essential role. In the presence of all the tubes, it may
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be difficult for family members to recognize the dying individual. It is
possible to offer guidance on how to approach the patient and how the
patient may still be able to hear although looking unresponsive. Visitors
should be permitted as much as feasible without interfering with the
privacy or rest of other patients. Children should be permitted to say
goodbye, unless they are a substantial source of illness; nonetheless, they
may require adult assistance to understand what is happening. Prior to
the patient's death or the withdrawal of life support, families may have
religious or cultural rituals that are necessary to fulfill. These practices
should be supported and facilitated to the greatest extent practicable.
Important is the continuity of care by the same nurse. As the patient
nears death, nurses have occasionally stayed with the family after the
end of their shift so that they would not have to transition to another
person during this trying time (Urden, 2016).

2.24. Nurses Communication with Patients on Mechanical

Ventilation:

Related to a lack of skills and knowledge, critical care unit nurses
difficulty to communicate with mechanically ventilated patients.
Therefore, they require training in communication skills that enhance the

quality of patient care (Dithole, 2016).

Happ (2013) directed a study in the United States on the
effectiveness of intervention on the nurse-patient interaction in the
intensive care unit among intubated, responsive and aware patients. The
study indicate that communicating with intubated patients was a frequent

source of anxiety for patients and stress for nurses (Happ et al., 2014).
2.25. Communication and the Nursing Process:

Communication is essential to the nursing process. In each step of

the nursing process, nurses work communication skills.
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2.25.1. Assessing:

The nurse evaluates communication barriers or impairments and
communication style in order to evaluate the client's communication
ability. Consider that a client's culture may affect when and how they
talk. Clearly, language changes as a function of age and development.
The nurse watches children's noises, gestures, and words (Berman et al.,
2015).

2.25.2. Diagnosis:

Impaired verbal communication can be used as a nursing diagnostic
when a patient has a "reduced, delayed, or impaired ability to receive,
process, transmit, and/or use a system of symbols” (Herdman &
Kamitsuru, 2014). Expressive ( difficulty speaking) or receptive (
trouble hearing) communication difficulties are possible (e.g., difficulty
speaking). The nursing diagnostic of impaired verbal communication
may not be applicable when a mental disorder is the source of a patient's
communication problems. Additional NANDA nursing diagnoses
(Herdman & Kamitsuru, 2014) used for patient having communication

issues with decreased verbal communication as the cause include:
 Anxiety related to decreased verbal communication
» Powerlessness related to decreased verbal communication

« Situational Low Self-Esteem related to diminished verbal

communication

2.25.3. Planning

Planning requires proper communication between all members of

the healthcare team, the client, and his or her family ( Rosdahl, 2012).
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2.25.4. Implementing:

Nursing interventions that assist communication with patients who
have language or speech issues include altering the environment,
providing support, implementing communication enhancement
techniques, and educate the client and support people (Berman et al.,
2015).

Through the application of the nursing care plan, the nurse talks
with the patients and their family, shares his or her thoughts and

observations with the other healthcare provider ( Rosdahl, 2012).
2.25.5. Evaluating

* Ongoing evaluation of the success of nursing treatments is
dependent upon clear and coherent communication between all

individuals involved.

* Instruction of clients and preparation for release depend on
precise, empathetic communication and client comprehension. The
nursing process cannot survive without precise and therapeutic

communication (Rosdahl, 2012).
2.26. Theoretical framework:

Theories that specials in(Nurses- patient relationship) there are

three theories included:

1- Hildegard Peplau’s (Nurse—Patient Relationship and Its
Applications).

2- Ida Jean Orlando’s (Dynamic Nurse—Patient Relationship).

Hildegard E. Peplau was born September 1, 1909, in Reading,

Pennsylvania; she died in 1999 at the age of 89 years. Interpersonal
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Relations in Nursing (1952), defines the importance of the nurse-patient
relationship as a “significant, therapeutic interpersonal process”. Peplau
identified five phases of the nurse-patient relationship: orientation,
identification, exploitation, resolution and termination phase ( Alligood,
2014).

According to Neese, (2015), focuses on the nurse-client interaction
and the therapeutic process. Communication in this setting is
complicated by elements such as beliefs, prevailing cultural attitudes,
surroundings, and behaviors,. According to Peplau's interpersonal
relations theory, there are four stages of a relationship that all work

toward a common goal:

1- Orientation Phase: The nurse involves the patient in therapy, and
the patient has the opportunity to ask questions and get answers
and information. This stage aids in the patient's development of
trust and marks the emergence of initial perceptions of the nurse

and health care system..

2- Working Phase : includes exploitation and identification. This
phase focus on the patient, who resources to improve health and
the nurse, who enacts the roles of resource person, counselor,
surrogate, and teacher in facilitating development toward well-
being” ( Smith & Parker, 2015).

3- Resolution Phase: As a result of effective communication, the
patient’s needs are met, and he or she moves toward full
independence. The patient no longer needs help, and the

relationship ends.

4- The final phase is the termination phase, which is more commonly

thought of as discharge planning. The success of the termination
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phase is dependent on how well patients and nurses navigated the
orientation and working phases. A major part of the termination
phase occurs when nurses teach patients about symptom

management and recovery at home (Hagerty et al., 2017).

When a person's needs cannot be satisfied independently due to
physical limits, bad responses to an environment, or an experience that
stops them from articulating their wants, they become a patient who
requires nursing care, according to Orlando. Patients endure anxiety or
feelings of helplessness when their requirements for assistance are not
addressed. Orlando hypothesized a link between the length of time a
patient's unmet demands persist and the severity of their suffering.
Therefore, her whole theory emphasizes immediacy. Individuals who are
able to fulfill their own needs, according to Orlando, do not experience
anguish and do not require professional nursing care. For inference
testing, practice guided by Orlando's theory applies a reflexive principle.
It is essential for nurses to express their observations, ideas, and feelings
in order to establish whether their conclusions are consistent with the

patient's need, as emphasized by Orlando (Alligood, 2014).

Abraham (2011) applied Orlando’'s theory to assist nurses in
achieving more favorable patient outcomes, such as the reduction of
falls. Orlando's theory continues to be a highly successful practice theory

that is especially beneficial to novice nurses just beginning their careers.

According to Smith & Parker, (2015), the major components of

Orlando’s work:

1- The nursing process consists of detecting patients' needs, the

nurse's reaction, and nursing action.
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2- The nurse's views, thoughts, and emotions impact her capacity to

comprehend the significance of patient behavior. It may be

validated through nurse-patient conversation. Utilizing both direct

and indirect observations of patient behavior, nurses determine

distress and significance.

3- Nurse—patient relationships are special, complicated, and dynamic

processes. Nurses aid patients in articulating and comprehending

the significance of their conduct.

4- Professional nurses are autonomous from physicians and other

health care practitioners.

2.26.1. Application of Theory:

Hildegard Peplau’s theory.

Jean Orlando’s theory.

Application the theory.

Orientation Phase: nurses
introducing himself/ herself
start

as a point  of

communication which
consider as a first phase of
communication
(introductory).

-During this first phase, the
nurse collect relevant data to
recognize  and identify
problems

-Trust: nurses develop trust

by many strategies in order to

The nursing process:
includes identifying the
needs of patients,
responses of the nurse,

and nursing action.

Assess the nurses knowledge
related to
with

and  practice
communication
unconscious patient through
the need assessment.by using
multiple-choice questionnaire,

and observable checklist

facilitate problem solving

process

Working Phase: | Understanding the | During the pretest assessment
Identification of problem, | meaning of  patient | for both group ( control and
introduce  diagnosis,  act | behavior is influenced by | interventional) find the deficit
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effectively  to improve
interpersonal relationship.

-Put aplan and assign proper
for

pathway (alternative)

solving problem.

the nurse’s perceptions,
thoughts, and feelings.
Nurses determine distress
and severity by using
both direct and indirect
observations of patient

behavior.

in knowledge and practice of
nurses to communicate with
unconscious patient, so through
this phase plan and building
the program to increase the
nurses knowledge and practice
related to communication with

unconscious patient.

Resolution (termination)
Phase: This phase helping a
client to move from
dependence to independence
role.

Measuring effectiveness of

the steps.

Nurse—patient
relationships: Nurses aid
patients in explaining and
the
their

comprehending
significance  of
conduct.

The basis for nursing
action is to evaluate the

patient discomfort

After giving the
communication program
models to critical care unit

nurses evaluate the effective of
communication models on
nurses knowledge and practice

through two posttest.
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2.27. Previous Study:

First study

Zare et al (2020). Study “Therapeutic Communication Skills
Training: An Effective Tool to Improve the Caring Behaviors of
ICU Nurses”. This study aimed to assess the impact of therapeutic
communication skills training on the caring behaviors of critical care
nurses. Materials and Procedures: In 2019, an experimental pre-test/post-
test research was conducted on 105 Iranian Critical care nurses
associated with Yazd University of Medical Sciences. Random
assignment of nurses to the control (52 nurses) and intervention (53
nurses) groups. The participants participated in a two-day therapeutic
communication training seminar. Using a demographic information
questionnaire and a caring behaviors questionnaire, data were gathered
prior to and one month after the intervention. The result: after
implementing the training program, the data showed a significant
difference in the mean scores of caring behaviors between the two
groups. Conclusion: according to the findings, the training of Critical
care nurses in therapeutic communication skills had a favorable impact
on their caring behaviors. Therefore, we recommend that the authorities
develop and implement a consistent teaching program for other nurses
that includes therapeutic communication skills. As a result, caring

behaviors and the quality of patient care can be enhanced the patient.
Second study

Thakur et al., (2016). Nurses Communication with Altered Level
of Consciousness Patients Aim: To evaluate current
communication pattern between ICU nurses and altered level of

conscious patients, explore the Nurses Knowledge, and also fi nd the
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need for Structured Nursing care Protocol on communication
with altered level of conscious patients. Methodology- A Exploratory
descriptive design was used for study the knowledge and practice of the
nurses in intensive care unit. Selected forty communication events were
observed and the same nurses were enumerated to study their
knowledge. The nurses who were caring more than one patient and the
patient GCS>8 were excluded from the study. Results: The practice
score of the staff nurses werel10.08+3.24 which is ranged from 1 to 32.
This practice score denotes nurses were rarely communication with
altered level of conscious patients. The knowledge score of the staff
nurses was 13.05+2.38 which is ranged from 1 to 24 also depicts that
they were having average awareness. Conclusion: The present
communication pattern between nurses with altered level of conscious
patients and nurse’s knowledge score, indicating the great need of
Structured Nursing Care protocol regarding communication with altered
level conscious patients, where highquality communication is a key

determinant and facilitator of patient-centered care.
Third study

Alsharari. (2019). Study “The needs of family members of
patients admitted to the intensive care unit”. The purpose of this
study was to evaluate the association between the most essential needs of
family members of ICU patients and their sociodemographic variables.
This was a cross-sectional research done from April to August 2017 on
adult family members of CCU patients at four public hospitals in the
northern area of Saudi Arabia. To identify the family requirements,
questionnaire was presented to all consenting relatives of CCU patients.
The information was evaluated with descriptive statistics. Result: the t-

tests and ANOVAs were conducted on the students' data. The family
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members rated assurance as the most significant requirement (3.620.44),
followed by information (3.470.59), closeness (3.340.44), comfort
(3.010.72), and support (2.910.68). A higher education level was
substantially related with a greater desire for assurance (P = 0.001),
information (P = 0.001), and closeness (P = 0.001). (P,0.001). In
addition, those with an unconscious/semiconscious relative in the ICU
rated information need as more important (P 0.001) than those with a
conscious relative. Conclusion: This findings show that family members
of critical care unit (CCU) patients have heightened requirements in the
assurance, closeness, and information dimensions that must be fulfilled.
This should lead the establishment of connection, efficient
communication, and constructive teamwork to provide CCU patients and

their families with the greatest possible care and support.
Fourth study

Adika, (2020). Study the  “Unconscious Patients Related
Therapeutic Communication of Nurses: A Concept Analysis”. Aim;
To conduct a concept analysis on unconscious patients related
therapeutic communication of nurses. Method: A Walker and Avant’s
concept analysis method was used to clarify the concept's context,
alternate terms, antecedents, attributes, and consequences. Data Source:
Literature review was conducted using keywords from the concept
analysis topic in English databases from the (EBSCOHOST, Medline via
PubMed and Google Scholar search) for relevant studies. No restriction
of time was enforced on publication date. Inclusion criteria included peer
reviewed articles. Twelve (12) articles that met the inclusion criteria
were included in the study. Results: Unconscious patients therapeutic
communication can be defined by five attributes: "a means in building

interpersonal relationships”, "a process of information transmission™,
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" n

—An important means of clinical competency", "a structure with two
different sections" i.e., verbal and nonverbal communication and "a
significant tool in patient-centered care". Antecedents of the unconscious
patients therapeutic communication of nurses included education and
clinical practice, receiving feedback during clinical practice and
application of theoretical knowledge, and skills such as listening and
empathy while respecting interpersonal space. Conclusion: The findings
of this concept analysis clarify the need for nurses in their training
programs to have the necessary competencies to support the inability of
unconscious patient’s therapeutic communication and build on

interpersonal relationship.
Fifth study

Mohammadi et al (2017). Study Effects of organized auditory
stimulation by familiar voice on blood pressure and body
temperature in comatose patients. The main objective of this study
was to assess the effects of structured auditory stimulation by a familiar
voice on blood pressure and body temperature in critical care unit (CCU)
patients. Materials and Procedures: Sixty unconscious patients with
traumatic brain injury (TBI) hospitalized to the critical care unit (CCU)
of Poursina Teaching Hospital in Rasht, Iran, participated in the present
clinical trial. Patients were randomly allocated to the intervention
(N=30) and control (N=30) group. In the intervention group, significant
others' voices were used to provide auditory stimulation during three
consecutive 10-minute nightly shifts. A checklist was used to measure
blood pressure and body temperature, and the results were analyzed
using ANOVA, the t-test, and the Chi-square test. Results demonstrated
significant changes in the intervention group's mean blood pressure and

body temperature before and after auditory stimulation (P0.001),
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whereas these differences were insignificant in the control group. It was
also determined that there were no significant differences between the
two groups in terms of three-day changes in the mean blood pressure and
the mean body temperature. Conclusion: Given the strong benefits of
auditory stimulation on hemodynamic indicators, auditory stimulation by
familiar voice is advised for unconscious patients admitted to critical
care unit ( CCU) through face-to-face contact with family or by hearing

their recorded voice.
Sixth study

Moattari et al., (2016). “Study the Effects of a sensory
stimulation by nurses and families on level of cognitive function, and
basic cognitive sensory recovery of comatose patients with severe
traumatic brain injury: a randomized control trial”. The objectives
of this study: To investigate the benefits of a sensory stimulation
program administered by nurses and family members on the degree of
awareness, cognitive function, and fundamental cognitive sensory
recovery of unconscious head injury patients. Patients and Procedures:
This was a randomized clinical trial conducted at the level | trauma
hospital in Shiraz including 60 unconscious head-injured patients with an
initial Glasgow coma score (GCS) of less than 15. ( 8). Patients were
randomized assigned to receive sensory stimulation from a skilled nurse
(n = 20), from family members (n = 20), or standard care (n = 20). The
nurses and patients' families participated in the sensory stimulation
program twice daily, morning and evening, for seven days. The baseline
features, degree of awareness, level of cognitive function, and
fundamental cognitive sensory recovery of all patients were equivalent,
as indicated by GCS, RLA, and WNSSP. Although the two intervention

groups improved, those who got the sensory stimulation program from
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their families had substantially higher GCS (P = 0.001), RLA (P =
0.001), and WNSSP (P = 0.001) scores 7 days later compared to the
other two groups. The application of sensory stimulation by families
resulted in substantial gains in awareness, cognitive function, and
fundamental cognitive sensory recovery in unconscious patients with

serious injuries.
Seventh study

Asadi-Noghabi et al., (2015). Study the Nurses use of critical care
pain observational tool in patients with low consciousness. objective:
identification of pain in patients with limited awareness is a significant
barrier in the critical care unit (CCU). The use of behavioral methods for
pain evaluation may indeed be a helpful method for managing pain in
this group of patients. The study aimed to assess the effects of a critical
care pain observational tool on the pain treatment of patients with a
lower degree of awareness. Methods: The study employed a before-and-
after design to assess nurses' pain management skills in patients with
poor consciousness. 106 critical care nurses were involved in the study.
The study consisted of three phases: before implementation, during
implementation, and after implementation. Following tracheal suctioning
and position shift operations, the researchers initially evaluated the
nurses' pain management of their patients three times using a checklist.
The nurses were then instructed on how to use the pain observation
instrument for critical care (CPOT). After using the instrument, the
researchers reevaluated the nurses' pain management training. After
training, performance ratings increased in connection to the nurses'
diagnosis of pain, pharmacological and nonpharmacological
interventions, reevaluation of pain, and re-relief of any pain. The

instrument did not, however, enhance the recording of the patient's
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discomfort and the relief techniques utilized. The CPOT increases
nurses' sensitivity to pain in unconscious patients and motivates them to

monitor and administer pain care.
Eighth study

Othman & EIl-Hady, (2015). Study the Effect of implementing
structured communication messages on the clinical outcomes of
unconscious patients. Method of study: A quasi-experimental design
was implemented. Sixty unconscious patients were selected from three
critical care unit ( CCU) at the Mansoura University Emergency Hospital
and two ICUs at the Mansoura University Main Hospital. Thirty patients
were assigned randomly to each of the two groups (intervention and
control). Four instruments were used to collect data: the physiological
adverse events (PAE) assessment instrument, which measured
(hypothermia, tachycardia, bradycardia, hyperthermia, hypovolemia,
hypervolemia, hypertension, hypotension, desaturation, bradypnea,
ventilator distress, hyperglycemia or hypoglycemia), Full Outline of Un-
Responsiveness (FOUR) scale, Behaviour pain scale and Motor Activity
Assessment  Scale (MAAS). The application of structured
communication messages (SCMs) was related with a reduction in the
incidence of PAE and a statistically significant improvement in degree of
awareness as measured by the FOUR scale. The Motor Activity
Assessment Scale (MAAS) level of patients in the intervention group
remained unchanged (2-3) (calm, cooperative and responsive to touch).
The Behaviour pain scale (BPS) in the intervention group reduced much
more than the control group after the administration of SCMs. Moreover,
the intervention group had significantly shorter mean durations of
mechanical ventilation and critical care unit (CCU) stays than the control

group. Conclusions: The created SCMs have been demonstrated to
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promote communication with unconscious patients; consequently, they
are suggested for use in the everyday care of unconscious patients by

nurses.
Ninth study

Abbasi et al.,, (2009). Study the “Effect of a regular family
visiting program as an affective, auditory, and tactile stimulation on
the consciousness level of comatose patients with a head injury”. The
objective of this study was to investigate the effect of a regular family
visitation program, which included auditory, emotional, and tactile
stimulation, on the awareness level of patients with unconscious head
injuries. A randomized controlled trial design was implemented. Fifty
patients with unconscious head injuries were randomly assigned to either
a control or intervention group. The Glasgow Coma Scale was used to
assess and record the state of consciousness of patients in both groups
before and 30 minutes after the visiting program. The independent t-test
revealed that the mean state of consciousness on the first day prior to
intervention did not differ significantly between the two groups. The
findings of the repeated-measures ANOVA revealed that the
consciousness level differences between the two groups during the
course of the 6-day intervention were statistically significant. The
findings of this study provide evidence that a regular family visitation
program can stimulate unconscious patients. Consequently, it can be

regarded a possible nursing intervention.
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Tenth study

Finke, E. H., et al (2008). A systematic review of the effectiveness
of nurse communication with patients with complex communication
needs with a focus on the use of augmentative and alternative
communication. Aims and objectives. To systematically review the
research regarding communication between nurses and patients with
complex communication needs (CCN). A discussion of augmentative
and alternative communication (AAC) options that nurses may use to
promote more effective communication with CCN patients. Design.
Systematic evaluation. Method. This work examined the existing
literature on the viewpoints of nurses, patients with CCN, and their
carers about the obstacles to successful communication between nurses
and CCN patients. In addition, practical solutions (such as the use of
AAC) that nurses might employ to improve and facilitate communication
with CCN patients are presented. Conclusions. Communication between
nurses and patients is essential for the delivery and receipt of excellent
care. Concern and irritation have been expressed by nurses and patients
when communication is inadequate. When speech is not an option, AAC
practices will help nurses and patients communicate more effectively.
Relevance to clinical practice. Communication with all patients is
essential for providing great nursing care. Speech cannot always be used
as a means of communication. Nurses must have the tools and abilities
necessary to interact with all of their patients, regardless of their ability
to talk.
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Chapter Three
Methodology

In this chapter the researcher will reviewing the design of the study
and all the steps and preparations that performed to complete it, started
with administration of permission, choose of study setting, sampling,
validity, pilot study, data collection methods, and analysis of data
statistically.

3.1. Study Design:

A quasi-experimental design was used with the application of pre, and
posttest to achieve the study objectives which directed to evaluate
effectiveness of unconscious patient communication models educational
program on the critical care unit nurses knowledge and practice at Al-
Hillah teaching hospitals started from 15th September 2020 to 23 June
2022.

3.2. Administrative Arrangement:

The started point of the administrative arrangement begin with
proposal presentation which consist the study title and objectives. In the
college of nursing- University of Babylon after discussion by the scientific
committee of adult nursing department approval obtained.

The next step include obtaining the agreement of the ethical
committee of the college of nursing after submission of the full protocol
form and educational program plus prepared questionnaire (Appendix 1),
formal request sent from the college of nursing university of Babylon to the
Ministry of health directorate training and development to obtain their
agreement to collect data from the related health setting which is consider
as a proper sitting for collecting data to reach the study objectives
(Appendix 2), after submission of all needed forms formal agreement
obtained( Appendix 3).
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3.3. Setting of the Study:

Al- Hilla teaching hospital and Imam Al- Sadeq teaching hospital
consider proper setting to collect the data to achieve the study objective
because they consist of critical care units which designated to receive adult
patients with complex health status. The general intensive care at Al- Hilla
teaching hospital consist (12) beds, while the capacity of the unit at Al-
Imam Al- Sadeq is (18) bed, most of the patients who admitted to these
units suffer from complex health condition with multi- organic dysfunction,
most of them need mechanical respiratory support.

3.4. Study Sampling and sample:

Non- probability purposive method used to select the sample of the
study to achieve the study objectives. The study sample selected related to
specific criteria. The total number of nurses who work in the critical care
units in Al-Hillah Teaching hospitals are ( 74) nurses Imam al sadeq
teaching hospital are ( 51) nurses and that leads to consist of (125 ) nurses
totally. The study sample consisted (63) nurses.

3.4.1. Inclusion Criteria:

The criteria for the selection of the study sample:

3.4.1. 1. Working in intensive care unit

3.4.1. 2. Agreed to participate in the study.

3.4.1. 3. Provide direct care to the patients.

3.4.1. 4. Nurses who scored less than 60% on pre-test.

3.4.2. Distribution of the Sample:

The rest of the nurses who didn’t participate in the original study
sample distributed as

1- Nurses participate to assess the need of the communication

principles with unconscious patients during their admission in the
intensive care units (11)

2- Nurses assigned in the pilot study (10).
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3- Nurses didn’t provide direct care to the patient (8).

4- Nurses refuse to participate in the study (12).

5- Nurses withdraw from the original sample ( 6) from control group
during the second posttest, (4) nurses didn’t complete the
educational session, (5) didn’t attend during the first post test and
(6) during the post test.

The original study sample consisted of (63) nurses was selected from
these two hospitals allocated into two groups about (125), the number of
control group (33) nurses who didn’t expose to the educational program,
while the other (30) nurses assigned as interventional group , who attended

the educational program sessions.
3.5. The Study's Steps:

The current research was carried out by performing the following step:
3.5.1. Assess the needs of nurses toward educational

communication with unconscious patient:

To accomplish this phase of the study, use a multiple choices
questionnaire form prepared which content of (11) items after reviewing of
related. A test was administered to (11 ) nurses working in the critical care
unit male, and female, with mean of age ( 24.2 ), each nurse need about
(15-30) minutes to complete all answers (appendix 4 a). The assessment the
need for program doing during the 15 April 2020.

Most of the nurses (100%) were found to be deficient in knowledge.
The nurse needs to an educational program for the nurses to improve their
knowledge toward communication with unconscious patient (Appendix 4
b).

3.5.2. Nursing Educational Program Development:

Based on the findings of the nurse's assessment of the educational

needs, the program was developed.. The program was designed to provide

the nurses with information and practice related to communication with
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unconscious patient , anatomy of nervous system, basic element of
communication, therapeutic and non-therapeutic =~ communication,
communication with mechanical ventilator patient and the patient family
communication (Appendix 7 ). which presented as five sessions each

session required about (30-40) minutes as following:

First session:

Title: Nervous system and unconsciousness

Time: 9.30 am- 10.10 am, for evening group from 3.30 pm-4.10 pm
Duration: 40 minute

Place: Al- Hilla teaching hospital

Teaching method: lecture

Teaching aids: presentation, pictures and video.

Specific objectives:

1- Describe the anatomy, physiology of brain and physiological
alteration of brain for unconscious patients.

2- ldentify alteration of the level of consciousness, Pathophysiology
which occurs in the nervous system.

3- define the unconsciousness and the stages of alteration in

consciousness.

Second session:
Title: Basic communication skills

Time and date: 10.20 am- 11.00 am, for evening group from 4.20 pm-
5.00 pm
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Duration: 40 minute.

Place: Al- Hilla teaching hospital
Teaching method: lecture
Teaching aids: PowerPoint
Specific objectives: -

1

Define the communication and the identify the basic elements of

communication

N
1

Identify the communication modes and the factors that influencing

communication process.

3- Numerate the communication phase.
4- Identify the communication process.
5- Make an integration between communication and nursing process.

Third session:
Title: Therapeutic communication

Time and date: 9.30 am- 10.10 am, for evening group from 3.30 pm-
4.10 pm

Duration: (40) minutes

Place: Al- Hilla teaching hospital
Teaching method: presentation and video.
Specific objectives:

1

Define the therapeutic communication.

e

Identify the goal of therapeutic communication.

%

Describe the barriers to therapeutic communication.

&

Describe the therapeutic communication techniques.
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Fourth session:

Title: Communication with unconscious patients

Time and date: 10.20 am- 11.00 am, for evening group from 4.20 pm-
5.00 pm

Duration: 40 minute

Place: Al- Hilla teaching hospital
Teaching method: lecture and practice
Specific objectives:

1- ldentify The importance of communication to unconscious patients.

2- ldentify the important of nurses communication to unconscious
patients.

3- Describe guidelines in communicating with a patients who is

unconscious.

Fifth session:

Title: Communication with mechanically ventilated patients and their
family.

Time: 9.30 am- 10.30 am, for evening group from 3.30 pm-4.30 pm

Duration: 60 minutes
Place: Al- Hilla teaching hospital
Teaching method: lecture

Specific objective:
1- introduction to mechanically ventilated patients
2- ldentify the Methods to enhance communication with patients under

the mechanical ventilated
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3- ldentify the importance of the nurses role to explain the patients
condition for the family members( nurse family relationship).
3.5.3. Questionnaire of study:

To evaluate the educational program's effectiveness directed on the
nurses communication skills with unconscious patients who admitted to
critical care units multiple choice form consist of (67) items prepared
(Appendix 6). The questionnaire divided to four parts distributed as the
following:

Part: I: Demographic Characteristics of Nurses:

This section is devoted to the compilation of data regarding the

demographic characteristics of nurses such as(age, gender, marital status,

level of educations).
Part: 11: Employment information:

This part content the years of employment in nursing filed and years
of critical care unit experience, and attendance of course training about

communication with unconscious patient or no.
Part I11: knowledge of nurses on unconscious patient communication:

This part was constructed to assess nurses’ knowledge about
communication with unconscious patient .It consisted of 50 multiple

choices questions in six domains:

1-Domain one: Knowledge of nurses about anatomy of nervous

system which involved of 9 items.
2- Domain two: Basic communication principals involved of 12 items.

3- Domain three: therapeutic and non-therapeutic communication

involved 4 items.
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4- Domain fourth: communication with unconscious patient involved

of 12 items.

5- Domain fifth: communication with patient under mechanical

ventilator involved 10 items.
6- Domain sixth: education for unconscious patient family (3) items.

These items of knowledge were rated and scoring (2) for right answer,

while (1) for wrong answer.

Part IV. An observational checklist for nurses' practices
regarding nurses communication with unconscious patient in critical

care unit:

An observational check list to evaluate the nurses' practices regarding
to communication with unconscious patient , The researcher observed and

evaluated the performance to see if it was correct or incorrect.

The nurse's practice checklist was composed of 17 items toward
communication with unconscious patient is adapted from (Thakur et al.,
2016, and Thomas, 2006).

3.5.4. Rating and scoring:

Rating and scoring system which used are the following: for
knowledge questionnaire two level used as correct given: 2score, which
incorrect answer take 1, mean scores (1.5) due to(correct) and (incorrect)
scales through two levels of assessment, under cut off point (1-1.5), and
above cut off point (more than 1.5); and items based assessment based on
the mean of scores (1.5) by two levels of assessment, poor (1-1.5), good
(more than 1.5).
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For the practice checklist three likert scale used as: always: 3,
sometime: 2, never : 1. The calculated mean scores the cut of point(.66)
from (1-1.66) never, (1.67- 2.33) sometime, (2.34- 3) always.

3.5.5. The Questionnaire's and Program's Validity:

In order to obtain the content validity of the educational program and
the study tool two version of the educational program and the tool Arabic
and English were ( questionnaire and checklist), two version distribution
among (13) experts, who had experience in their field for more than 10
years to review the educational program's content and the questionnaire of

communications with unconscious patient (Appendix 5).
3.5.6. Pilot Study:

To determine the adequacy of the data collection plan and the
reliability of the prepared tool, a pilot study on (10) nurses working in
critical care wunit in Al- Hilla teaching hospital from the
period (15 -30 December 2021) were carried out. The participants were
selected after obtaining the participant agreement. One week later re-test

was performed up on the same participants.
3.5.6.a. The purpose of the pilot study:

1- Determine if study participants understood the questions.
2. Estimate time for each question.

3. Assess questionnaire reliability.
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3.5.6.b. A Reliability of the tool:

The reliability coefficients is an important indicator of an instrument’s
quality. The pilot study performed as a small and primary study before
starting the study procedures in order to assess the stability of the
instrument which is prepared to collect the data. The results of the pilot
study were statistically managed and the results revealed that the reliability
which estimated for used instrument was Reliability Coefficients (r =

0.80) which is statistically acceptable.

Tool N Rating
Knowledge 10 0.80
Practice 10 0.92

Reliability for practice by using the inter-observer or inter rater
method used to obtain reliability in order to determine the checklist
stability the researcher enlisted the help of two nursing college graduates to
complete this phase, with each participant in the pilot project being viewed
by three observers at the same time for each practice, each participant has
three observations for each practice. The reliability of the checklist
calculated by special equation, the statistical results recorded (r: 0.92),

which is statistically accepted.

3.5.7. Ethical consideration:

One of the most significant aspects of quantitative research is ethical
consideration, since this type of study often employs human beings.
Ordinarily the consent may be obtained verbally ( oral or written), counter
the nature of the study, this kind of an ethical grade may protect

confidentiality and dignity of the study subjects. For this reason formal
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consent form applied for each participant after explaining the research

objectives in order to obtain their formal agreement ( Appendix 6A ).

3.5.8. Data Collection:

Data were collected during the period between (3 January to 19

March. 2022), after obtaining the nurse agreement to participate in the

study the following steps followed:

1-

Pretest was distributed among the study sample ( both group),
self- report method selected as suitable method to complete
the questionnaire related to nurses knowledge which take
about ( 30- 50 minutes). Nurses who recorded less than ( 60
out of 100) were assigned to participate in the study. One the
other hand checklist used to assess the nurses practices
through three observation, this step takes about (18 day).

After the pretest of the nurses who assigned to involve as an
interventional group the educational program sessions started
for the morning shift it take (7) days to complete all sessions,
while for nurses who schedule in evening duties it takes about
(12) days.

The first post- test for the interventional group implemented
immediately after finishing the last session, step takes about
(10) days to complete the nurses practices checklist.

Post- test performed for the control group member (33) nurses
related to their knowledge and practices which takes about (7)
days.

The data related to the second posttest collected after (21) days

later for both group ( control and interventional).
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3.6. Statistical Analysis:

Excel and SPSS (Statistical Package for the Social Sciences) version
26.0 are used to analyze the data, respectively. The outcomes of the
research were analyzed and assessed using the following statistical data

analysis approaches:
3.6. 1. Descriptive statistic includes the following methods:

a- Percentages and frequencies.
b- Tables and figures (Charts and Bar ).

c- Mean score and standard deviation.

3.6.2. Inferential data analysis:

These were used to reject or accept the hypotheses, which involved

the following:

Chi-Square test: It examines the deviation between observed and
expected values. It is determined by calculating the difference between the
frequencies actually seen in a sample data set and the probabilistically

predicted frequencies..

a- Reliability of the questionnaire estimated by .
b- Testing the independency and measuring the association between the
variables.

c- P-value.

2
Chi-square Test: . y = Zik_l[(o'e')]
€i
Independent samples t-test: Make comparisons by comparing the
mean values of random samples drawn from two distinct populations.

Under the null hypothesis, the chance of attaining these mean values is
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calculated. Nursing knowledge and practice are linked using this method
(gender and training course).

Pearson correlation coefficient (r): The test is used to determine the
instrument's test-retest reliability.
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Chapter four

Results

Table(4.1) Distribution of the study and control group members
according to the demographical characteristic.

| Comrolorowp |  Swdy |

| frequency || percent | frequency | percent |
_I’T 122 | 3 | 100
_I’ 8 24.2 10 33.3
_I‘ 11 333 13 433
_I‘ 7 21.2 2 6.7
_I’ 7 6.1 2 6.7
0 I L I
_I‘ 33 100.0 30 100.0
_I‘ 18 54.5 19 63.3
_I’ 15 455 11 36.7
_I‘ 33 100.0 30 100.0
- no | owms | e ] a0
- 2 | w1 | 1 | s00
| I I N
;I‘ 33 100.0 30 100.0
_I‘ 16 48.5 17 56.7
_I‘ 17 515 13 433
_‘ 33 100.0 30 100.0
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Table(4.1) : the distribution of this table shows that most of participants
11(33.3%) and 13(43.3%) in both group ( control and study) were between
age group(25-26) years, 18(54.5%), 19(63.3%) were male, most of them
bachelor holder 22(66.7%) and 18(60.0%), and related to their marital status
17(51.5%) in the control group were married, while 17(56.7%)in the
interventional group were single, when most of the demographical

characteristics matched among the study group it mean the equivalence of the
group.

Table(4.2): Distribution of the study sample ( study and control) related

to their employment information.

This table shows that the higher percentage of the control group 16(48.5
%) were within (3-4)years, while 23(76.6%) from study group were within (1-
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2) years related to experience in field of nursing, years of experience among
the intensive unit nurses distributed as 20(60.7%) were between(1-2) years for
the control group, 23(76.6%) of study group were within one year and less.
All the participant( both group) didn’t attend any specific course related to

communication skill with unconscious patients, 30(90.9%), 23(76.7%).

Table(4.3): Responses of the study sample(both group) related to their

knowledge regarding nervous system anatomy and physiology.
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1.45 1.39 1.36 13 1.9 1.43
I- ) ) ) ) 1.8 )
1.42 1.45 1.45 14 1.48 1.33
._‘ - ) - ) ) )
._‘ - ) - - ) -
_‘ - ) B ) B -
33 33 33 30 30 30

Mean of score (1.5), equal or more than 1.5 mean good, less than 1.5 mean poor.

This table presented that the responses of the participants in both group

recorded poor related to their knowledge in the anatomy and physiology of the

nervous system in their pretest the general mean(1.42), (1.38), during the post

test the control group the poor level clearly, while the nurses who attend the

educational program session recorded significant improvement in their two
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posttest as(1.74) and (1.52). This indicated the effectiveness of the content

which presented in the educational program related to this issue.

Table(4.4): Responses of the study sample(both group) related to their

knowledge regarding basic communication principals.
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1.3 1.30 1.27 1.3 1.80 1.57
1.3 1.27 1.21 1.3 1.83 1.63
1.21 1.30 1.24 1.33 1.97 1.87
1.61 1.58 1.64 1.57 1.77 1.80
1.64 1.61 1.70 1.7 1.83 1.77
1.49 1.46 144 1.49 1.79 171

Mean of score (1.5), equal or more than 1.5 mean good, less than 1.5 mean poor.

This table shows that the pretest of both study group recorded unsatisfied

level of knowledge related to basic communication principles with the
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unconscious patients as (1.49 £+ 0.206), (1.49 + 0.175). During the post test the
control group shows the same poor level clearly, while the nurses who attend
the educational program session recorded significant improvement in their two
posttest as(1.79+ 0.158) and (1.71+ 0.176). This indicated the effectiveness of

the content which presented in the educational program related to this issue.

Table(4.5): Responses of the study sample(both group) related to their

knowledge regarding therapeutic and non-therapeutic communication.

Mean of score (1.5), equal or more than 1.5 mean good, less than 1.5 mean poor.

This table shows that the pretest of both study group recorded unsatisfied
level of knowledge related to therapeutic and non-therapeutic communication
with the unconscious patients as (1.30), (1.31). During the post test the control
group shows the same poor level clearly, while the nurses who attend the
educational program session recorded significant improvement in their two
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posttest as(1.73) and (1.54). This indicated the effectiveness of the content

which presented in the educational program related to this issue.

Table(4:6): Responses of the study sample(both group) related to their

knowledge regarding communicating with unconscious patients.
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1.97
1.12 1.09 1.42 1.33 1.9 1.93
33 33 33 30 30 30

Mean of score (1.5), equal or more than 1.5 mean good, less than 1.5 mean poor.

This table shows that the pretest of both study group recorded unsatisfied

level of knowledge related to communicating with unconscious patients as

(1.37), (1.39). During the post test the control group shows the same poor

level clearly, while the nurses who attend the educational program session

recorded significant improvement in their two posttest as(1.87) and (1.86).

This indicated the effectiveness of the content which presented in the

educational program related to this issue.
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Table(4.7): Responses of the study sample(both group) related to their

knowledge regarding communication with patients under artificial

ventilation.

1.48 1.52 1.36 1.47 1.63 1.43

1.33 1.48 1.18 1.40 1.33 1.37

1.39 1.48 1.52 1.60 1.90 1.93

1.06 1.15 1.21 1.27 1.93 1.97

1.55 1.36 1.39 1.57 1.80 1.90

1.15 1.24 1.21 1.07 1.90 1.80
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1.18 1.03 1.13 1.63 1.63
1.15 1.21 1.10 1.93 1.70
1.27 1.33 1.30 1.97 1.97
1.31 1.27 1.30 1.76 1.74
Poor Poor Poor Good Good
33 33 30 30 30

Mean of score (1.5), equal or more than 1.5 mean good, less than 1.5 mean poor.

Artificial ventilation consider one of the most tool used in the critical

care unit, which act as un effective factor upon the patient physical and

psychological aspect, for this reason communication in this situation is critical

of the patient to maintain his comfortably and security feeling. This table

shows that the pretest of both study group recorded unsatisfied level of

knowledge related to Communication with patients under artificial ventilation

as (1.26), (1.30). During the post test the control group shows the same poor

level clearly, while the nurses who attend the educational program session

recorded significant improvement in their two posttest as(1.76) and (1.74).

This indicated the effectiveness of the content which presented in the

educational program related to this issue.
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Table(4.8): Responses of the study sample(both group) related to their

knowledge regarding educating the patient's family.

Mean of score (1.5), equal or more than 1.5 mean good, less than 1.5 mean poor.

This table shows that the pretest of both study group recorded unsatisfied
level of knowledge related to educating the unconscious patient's family as
(1.35), (1.47). During the post test the control group shows the same poor
level clearly, while the nurses who attend the educational program session
recorded significant improvement in their two posttest as(1.92) and (1.90).
This indicated the effectiveness of the content which presented in the

educational program related to this issue.
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Table(4.9): overall the all mean of scale of knowledge for both control

and study groups

‘ 0.229

_‘ Poor Poor Poor Poor Good Good

Mean of score (1.5), equal or more than 1.5 mean good, less than 1.5 mean poor.

This table show there is the nurses have poor knowledge about
communication with unconscious patient for control and pretest of study
group, while the nurses have good knowledge about communication with the

unconscious patient after program.

Table(4.10): overall score the nurses knowledge of the study sample(both

group) related to communication with unconscious patients.

Cutoff point (25), poor knowledge(50-74), good(75-100).

This table show the overall of nurses knowledge about communication
with unconscious patient pretest for both study group recorded unsatisfied
level of knowledge as(68.88), (69.73) in pretest, during the post test the
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control group shows the same poor level clearly, while the nurses who attend

the educational program session recorded significant improvement in their two
post test as (89.90) and (85.73).

20
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Control group

Interventional group

Mean of score

Cutoff point (25), poor knowledge(50-74), good(75-100).

Figure(4.1) overall score the nurses knowledge in both group related to
communication with unconscious patient.

This figure show the overall of nurses knowledge about communication
with unconscious patient pretest for both group recorded unsatisfied level of
knowledge as(68.88), (69.73). during the post test the control group shows the
same poor level clearly, while the nurses who attend the educational program

session recorded significant improvement in their two posttest as (89.90) and
(85.73).
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Table(4.11): Mean of score comparing regarding pretest knowledge for

(both group) control and study group.

This table shows the comparison between pretest knowledge for both
control and study group, there is no significant differences between responses

of control and study group for pretest(P value=.221).

Table( 4.12): Analysis of variance (ANOVA) test for nursing knowledge

about communication with unconscious patient for study group

- 6800.556 3400.278
_I‘ 1314.433 87 15.108 225.058 | .001 [| H.s

This table show high significant differences between pretest and posttest

1, and posttest 2, for nurses knowledge regarding to communication with

unconscious patient at p- value 0.001.
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Table( 4.13): Analysis of variance (ANOVA) test for nursing knowledge

about communication with unconscious patient for control group

’ 1515.212

\ 1522.727

This table show non-significant differences between pretest and posttest
1, and posttest 2, for nurses knowledge regarding to communication with
unconscious patient at p- value 0.789.

Table( 4.14): Mean of score comparing regarding pretest and posttestl
knowledge for study group.

This table shows the comparison between  pretest and posttest

1knowledge for study group, there is a significant differences between pre and
posttest 1for study group (P value= 0.001).
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Control

Study

90

85

a0

Mean of Score for Communication Knowledge

65

1 2 3
Pre-test Post-test 1 Post-test2

Figure( 4.2) estimated marginal knowledge mean for both group.

Figure(1) show changes in the levels of the nursing knowledge about
communication of unconscious patients in (both groups) control and

interventional through the three phases of pre- test, posttestl, and posttest2.
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Table (4.15 ): Association between nursing knowledge for control group

and demographical characteristics .

111.535

.295 N.s

s

The result in this table show that non-significant relationship found

between nurses knowledge and demographical characteristic for control
group.

Table(4.16): Association between nursing knowledge for interventional

group and the demographic characteristic.

The result in this table show that non-significant relationship found

between knowledge and nurses demographical characteristic for study group.
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Table(4.17) Responses of study sample(both group) related to nurses

practice during communication with unconscious patient.

1.00 1.00 1.00 1.00 2.83 2.83
1.00 1.00 1.00 1.00 247 2.47
1.00 1.00 1.00 1.00 2.43 2.43
2.27 2.27 2.27 2.17 2.80 2.83
1.00 1.00 1.00 1.00 2.87 2.87
1.00 1.00 1.00 1.00 2.13 2.13
1.00 1.00 1.00 1.00 2.43 2.40
1.00 1.00 1.00 1.00 2.50 2.50
1.00 1.00 1.00 1.00 2.50 2.53
1.00 1.00 1.00 1.00 2.31 2.33
3.00 3.00 3.00 3.00 3.00 3.00
1.00 1.00 1.00 1.00 2.67 2.70

1.76 1.73 1.80 2.60 2.57
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l 3.00 3.00 3.00 3.00 2.90 2.87
._‘ - - - - - -
._‘ - - - - - -
._‘ - - - - - ~
_‘ - - - ) - -

alway

never never never never always
S

Cut of point(.66) from (1-1.66) never, (1.67- 2.33) sometime, (2.34-3) always.

This table show there is the nurses not communicate with unconscious

patient for control and pretest of study group, while the nurses always

communication with the patient after program.

Table( 4.18): Overall score for practice for study sample (both group).
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This table shows that the pretest of both study group recorded unsatisfied
level of practice related to communication with the unconscious patients as
(23.3 _+ 0.683), (22.97 _+ 0.964). During the post test the control group
shows the same poor level clearly, while the nurses who attend the educational
program session recorded significant improvement in their two posttest
as(43.33_+3.565) and (43.37_+ 3.567). This indicated the effectiveness of the

content which presented in the educational program related to this issue.

Table(4.19 ): Analysis of variance(ANOVA) test for nursing practice for

communication with unconscious patient for control group.

This table show non- significant differences between pretest and posttest
1, and posttest 2, for nurses practice regarding to communication with

unconscious patient for control group at p- value 0.522.
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Table(4.20 ): Analysis of variance(ANOVA) test for nursing practice for

communication with unconscious patient for study group.

4154811

‘ 764.600 87 8.789 472.755 .001 H.S

This table show high significant differences between pretest and posttest

1, and posttest 2, for nurses practice regarding to communication with

unconscious patient for study group at p- value 0.001.
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Control group Study group

id Mean of score

Cut of point(.66) from (1-1.66) never, (1.67- 2.33) sometime, (2.34-3) always.

Figure(4. 3) estimated marginal practice mean for both group.
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Figure(1) show changes in the levels of the nursing practice about
communication with unconscious patients in interventional group through the

three phases of pretest, posttestl, and posttest2, while the control group not

changes.

Table(4.21): Association between nurses practices for the control group

and the demographic characteristics.

This table presented that there no- significant relationship connected
between practice and nurses demographical characteristics for control group

except gender which recorded high significant.

Table(4.22 ). association between nursing practice for interventional

group and the demographic characteristic.

The results in this table recorded significant relationship connected
between nurses practice, and age for interventional group, while no significant

relationship founded with gender, educational qualification and marital status
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Table (23 ) Relationship between knowledge and practice of critical

nurses communication with unconscious patient for study sample(both
group).

This table show the high significant between knowledge and practices

related to interventional group, while no significant relation founded for
control group.
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Chapter Five

Discussion
The following chapter discuss the results of the study

Part I: The demographical data of study sample:

The result that presented in table (1) show the equivalence of the study
sample (both group) in their demographical characteristics as most of
participants 11(33.3%) and 13(43.3%) in both group were between (25-26)
years old, 18(54.5%), 19(63.3%) were male, most of them bachelor holder,
related to their marital status 17(51.5%) in the control group were married,

while 17(56.7%)in the interventional group were single.

This results agree with a study which carried out on critical care unit
nurses in st. John's medical college hospital the results revealed that the
majority of the nurses (92%) between (22-29) years old (Thomas, 2006).
Ayuso-Murillo et al., 2017, found that most of the nurses who work in the
critical care unit were female (89.6%), who find that female nurses have
well skills than male when it comes to listening to professional and
personal problems, in addition to making good environment that promotes
exchange, participation and communication. Na'el K, & Mohammed, W. K,
2019, found that most of the ICU nurses who provide direct care for
patients in Al- Hilla teaching hospital were male, because of long time duty
and overload hardworking made the female nurses prefer to work in the

general units.

The result in table (1) go a line with the study which carried out to
evaluate the effects of humanistic knowledge and communication skills on

professional quality of life in the critical care unit nurses, the study found
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out that most of the nurses (77.6%) were single and (77.7%) were with
bachelor education (CHO et al., 2020).

Part two: Employment information

Table (2) showed that the most of the control group members
20(60.7%) were with (1-2) years of experience in the ICU, 23(76.6%) of
interventional group were within (1-2) years of experience in the ICU. All
the participant( both group) didn’t attend any specific course related to

communication skill with unconscious patients, 30(90.9%), 23(76.7%).

This finding go a line with Dawood & Hassan, 2018, who
demonstrated in their quoin 2 experimental study that the years of nurses
experience in the ICU was (62.5%) and (56%) were between (1-5) years
in both group. While most nurses in the CCU recorded between (1-5)

years of experience.

Most of hospitals prefer to assign your nursing to work in the critical
care unit related to working overload and multiple responsibilities which

can be carried by them easily.

Part three: knowledge of nurses related to unconscious patient

communication:

Table (3) presented that the responses of the participants in both group
recorded poor in level related to their knowledge to anatomy and
physiology of the nervous system in their pretest, during the two posttest
the control group responses recorded poor level clearly, while the nurses
who attend the educational program session recorded significant

improvement in their two posttest.

Our result agree with Thomas, D. (2006, who Find that the pretest of

the nurses related to the anatomy for the CNS show unsatisfactory level,
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the nurses knowledge recorded high mean score in their posttest, which

indicate the effectiveness of the training program.

Table(4) Responses of the study sample related to their knowledge
regarding basic communication principals. This table shows that the pretest
of both study group recorded unsatisfied level of knowledge related to
basic communication principles with the unconscious patients as (1.49 +
0.206), (1.49 + 0.175). Also the post test of the control group shows the
same poor level, while the nurses who attend the educational program
session recorded significant improvement in their two posttest
as(1.79_+0.158) and (1.71_+ 0.176), this indicated the effectiveness of the
content of the educational program related to this issue, this change stand

after the presentation of the educational program sessions.

This results supported by Khatib Zanjani & Moharreri, 2012, who
carried out a study to ‘“assess the nurses' knowledge and awareness of
effective verbal communication skills”, in Iran they find out that nurses
knowledge related to verbal communication skills recorded poor level, the
finding recorded only (36%) of them shows interest related to listening
skill. Every day conversation sharing information explain emotions
consider a cornerstone in nursing practice (Khatib Zanjani & Moharreri,
2012).

A study entitled “Effect of the planned therapeutic communication
program on therapeutic communication skills of pediatric nurses” in Egypt
revealed that pretest and posttest knowledge of nurses in therapeutic
communication about the Basic elements of communication process shows
that more than (53.8%) of nurses with poor knowledge in pretest while
posttest show that more than (62.9%) increase their knowledge about
therapeutic communication, Following the implementation of a designed

therapeutic communication program, the pediatric nurses skills and
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knowledge in therapeutic communication with the child patients in
hospitalize improved significantly, for this reason they recommendation
that pediatric nurses should continue to use programs about therapeutic
communication to create trust, foster, healthy interactions, safe and
assistance in the recovery of the children in the hospitals (Younis et al.,
2015).

Table(5) Responses of the study sample(both group) related to their

knowledge regarding therapeutic and non-therapeutic communication.

The finding in table (5) shows that the pretest of both study group
recorded unsatisfied level of knowledge related to therapeutic and non-
therapeutic communication skills with the unconscious patients as (1.30 _+
0.120), (1.31 _+ 0.056). During the post test the results didn’t show any
change for control group, while the nurses who attend the educational
program session recorded significant change through their two posttest
as(1.73_+0.129) and (1.54 + 0.056). This finding indicated that the
educational program sessions it positively and improve the nurses

knowledge.

This finding was supported by Prasad & George, 2014, who find that
the majority of staff nurses (92 %) had inadequate knowledge regarding
therapeutic communication on pre-test, whereas (8%) of them had average

knowledge.

This result also go a line with Yoo et al., 2020, whom revealed that
communication and nursing are related communication is difficult when
caring for patient in critical care unit, the therapeutic communication
consider essential for the patients' and their families' well-being. In an
critical care unit, communication foundation of trust and experience is a

crucial factor in enhancing patients' perceptions of their illnesses.
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Table(6) Responses of the study sample(both group) related to their

knowledge regarding communicating with unconscious patients.

Results in table (6) shows that the pretest of both study group recorded
unsatisfied level of knowledge related to communicating skills with
unconscious patients as (1.37 _+ 0.254), (1.39 _+ 0.160). During the post
test the control group shows knowledge deficit, while the nurses who
attend the educational program session ( interventional group) recorded
significant improvement in their two posttest as(1.87_+0.154) and (1.86_+
0.167). This indicated that the effectiveness of the content which presented
in the educational program related to communication strategies which can

be use for.

Ebi is a nursing student who works at a hospital committed to
education. She views therapeutic communication as her responsibility and
attempts to perform her duties, but she finds it extremely difficult to
communicate with unconscious patients. She believes that patients should
be left alone, despite her clinical training, because they are unconscious and
cannot hear her compassionate behavior. Therefore, she rarely speaks with
patients, and since they do not respond to her questions and greetings, she
will no longer communicate with unconscious patients. She performs her

duties with solely stress-free patients (Victor Obosinde Adika, 2021).

Most of the healthcare providers who provide direct care to the
unconscious patient believe that the patient loss all their sense for this

reason communication discontinued and become poor.

Artificial ventilation consider one of the most tool used in the critical
care unit, which act as un effective factor upon the patient physical and
psychological aspect, for this reason communication in this situation is

critical of the patient to maintain his comfortably and security feeling.
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Table (7) shows that the pretest of both study group recorded unsatisfied
level of knowledge related to communication with patients under artificial
ventilation as (1.26 _+ 0.181), (1.30 _+ 0.197). During the post test the
control group shows the same level of knowledge, while the nurses who
attend the educational program session recorded significant improvement
through their two posttest as(1.76_+0.206) and (1.74_+ 0.216).this results
indicated clearly the effectiveness of the educational session which
presented for the interventional group members, the scientific content play
as a positive factor to enhance nurses knowledge regarding communication
strategies which may be used during their day- work with patients

undergoing artificial ventilation supported .

According to Momennasab et al., 2019, they revealed that challenges
in communicating and understanding the patients, the nurses avoided
contact with mechanically ventilated patients. the nurses avoid to contact
with difficult and critical patient, there are many factors that make the
nurses to avoid the communication with patient such as lack of
communication training skill, no present of communication aid, and heavy
workload. The important factors that pushed intubated patients to
communicate were their basic physical needs, pain, and discomfort.

Because of the link to mechanical ventilation (MV), patient- nurse
communication is limited during the critical phase, and the therapeutic
effort is focused on saving lives. Implementing communication skills
training enhances clinical performance while also lowering patient stress
and anxiety (Espinoza-Caifil et al., 2021).

According to Langlume et al., 2017, the finding revealed that when
“assess the ability of families of critically ill patients and the critical care
team caring for the patient to accurately communicate and identify patient

complaints” found insomnia, pain , difficulty to speaking, thirst, existence
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of the endotracheal tube play as the most common symptoms during this
period. Because of the workload, lack of time, and communication tools, so

the patient is rated as unsatisfactory related to communication.

Table (8) shows that the pretest of both study group recorded
unsatisfied level of knowledge related to family communication principles
which may used with unconscious patient, as (1.35 + 0.348), (1.47 +
0.265). During the post test the control group shows knowledge deficit,
while the nurses who attend the educational program session recorded
significant improvement in through their two posttest as(1.92_+0.132) and
(1.90_+ 0.173). this finding cleanly indicated the effectiveness of the

education program sessions on the nurses knowledge.

According to Yoo HJ, et al., 2020, families of severely ill patients are
fearful and anxious about their loved ones' health, and they want to save
them. As a result, nurses must take this into account while interacting with
vulnerable patients and their families, as well as aggressively identify and
treat sources of discomfort in patients on mechanical breathing (e.g., using
suitable sedatives/ analgesics and disconnecting the ventilator).
Furthermore, according to the review, the electronic communication
devices allow for effective communication with critically sick patients by

eye blinks or touch.

Kynoch et al., 2016, suggested that communication interventions
improve parental participation in caring for the ICU patient, facilitate their

decision-making abilities, and enhance their interactions with medical staff.

Table (9), which presented overall the all mean of scale of knowledge
for both control and study groups, show poor knowledge about
communication with unconscious patient for control and pretest of

interventional group, while the nurses knowledge about communication
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with the unconscious patient after involvement in the educational program

session recorded significant changes .

Nurses show little interest in speaking with unconscious critically sick
patients of knowledge about communication methods which should be
take place during management protocol (Thakur et al., 2016), according to
nursing theories which explain the importance of maintaining
communication with patients consider a cornerstone in nursing practice
which enhance feeling of security and safety for patient and enhance
healing process. Related this issue communication protocol should be

developed.

Critical care unit now have a organized education structure in place
for nurses that focuses on therapeutic techniques such as ventilation,
aspiration,  mechanical, extracorporeal membrane oxygenation and
hemodynamic monitoring, though, they deficiency a program that
attentions on effective therapeutic communication with caregivers and
patients. Without this supplementary program, nurses'’ communication
problems will continue; therefore, its implementation is crucial to
improving nursing quality of care and patient satisfaction. Additionally,
rather than imposing unilateral effort on critical care nurses, nurse
management must attention to their emotional well-being and build
methods to avoid burnout, for example volunteer counseling systems or

strategies to "refresh” nurses, as soon as possible (Yoo et al., 2020).

According to Adams et al., 2017, overall, the workshop that was used
to study “evaluate the effectiveness of a one day interactive educational
workshop in improving complex communication skills, ethical and legal

knowledge and comfort levels” was has been shown to be an effective way
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for healthcare providers to establish their skills and confidence in End-of-

life communication, as well as their knowledge of ethics and the law.

Farmanbar & Hosseinzadeh, 2018, stated that is very important the
teaching communication skills to nursing students. It appears that providing
a conducive environment to modify the curriculum to increase students'

communication skills is beneficial.

Table(11) present the comparison between the study sample (both
group) knowledge , the results of the pre- test recorded , there is no
significant differences between responses of control and interventional
group through their pretest by using independent samples test (P
value=.221). This finding supported by Zare et al., 2020. This research
examines Therapeutic Communication Skills Training: An Effective Tool
for Improving ICU Caregiver Behaviors. In the pretest, there were no
significant differences in the nurses' caring behaviors between the control

and intervention groups (P = 0.148).

Table (12) show high significant differences between pretest and two
posttest of the interventional group, related to nurses knowledge regarding
to communication with unconscious patient at p- value 0.001.

This result agree with the finding of the study carried out by
Padmavathi & Rajasankar, 2013, whom find that there was a significant
difference found in the knowledge of the staff nurses regarding
communicating with an unconscious patient between the pre-test and post-
test scores Thus, the significance of the post-test knowledge score was
greater than the significance of the pre-test score. It's easy to see that the

self-instructional Module is effective because of this difference in the stats.

According to Saleh & Ragab, 2021, who carried out a study entitled

as( Effect of Communication Competence Program on Nurses' Self-
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Advocacy) show the highest means scores were recorded during post
intervention of the program and a high significant variances between
studied nurses on pre, posttest which follow up intervention related to all
communication competencies dimensions P<0.001, significant differences

in nurse's quality of communication skills after intervention.

Table( 13) analysis of variance (ANOVA) test for nursing knowledge about

communication with unconscious patient for Control Group

This table show non-significant differences between pretest and
posttest 1, and posttest 2, for nurses knowledge regarding to

communication with unconscious patient at p- value 0.789.

Table (15 and 16) show there is non- significant relationship between
knowledge and nurses demographical characteristic for (both group). This
similar to Padmavathi & Rajasankar, 2013, they found there is no
significance association between the knowledge of staff nurses regarding
communication with unconscious patient and marital status, gender,
qualification religion, area of working critical care unit & Experience in

critical care unit.

Finding in table (17) which presented critical care nurses (both group)
responses related to their practices of communication with unconscious
patient shows unsatisfactory level of practice among both group member in
their pre- test, while significant change indicated in nurses practices after
their attendance to the educational sessions.

Communication between the nurse and the patient is difficult. The
nurses are alert for communication strategies (non- verbal), poor
communication skills in clinical setting. Patients' psychological and
physiological needs must be conveyed effectively in order to create an

acceptable treatment plan. Effective communication interventions require
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training and planning on suitable strategies( Dithole et al., 2016),
(Espinoza-Caifil et al., 2021).

Communication with ventilated patients is difficult for nurses, and this
ability needed to learn so that all nurses can communicate successfully with
patients on ventilators ( Dithole et al., 2016).

Table( 18) presented the overall score for practice for study sample
(both group), the result shows that the pretest of both study group recorded
unsatisfied level of  practice related to communication with the
unconscious patients as (23.3 _+ 0.683), (22.97 _+ 0.964). During the post
test the control group shows the poor level practice, while the nurses who
attend the educational program session recorded significant improvement
through their two posttest as(43.33_+3.565) and (43.37_+ 3.567). This
indicated the effectiveness of the content which presented in the
educational program.

Radtke et al., 2012, shows change and increase attitude and practice
of nurses participant regarding to communication with nonspeaking ICU
patient after basic skill training. Also Happ et al., 2014, say the

communication training may improve nurses’ communication skills.

According to Dawood & Hassan., 2018, who reported that the nurses
practice shows significant improvement after attendance of specific
educational sessions which directed to therapeutic communication skills
strategies which may used during nursing intervention in the critical care
units context.

Badiyepeymaiejahromi et al.,, 2018, reported that communication
skills quality of nurses was weak (55.8%), moderate (44.2%), and (0%)
consider bad evaluation. Most nurses related to communication skills show
weak for conscious start (75.8%), non- verbal and verbal communication

methods (86.5%), external, internal organization principle (92.6%),
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showing respect for patients (94.4%) with absolute acceptance of patients
(100%).

The results which find by Badiyepeymaiejahromi et al., 2018, shows
that nurses' ability to communicate with patients is limited. Teaching
communication skills, and also reorganizing management, defining job
responsibilities, improving job independence, and giving nurses additional
decision-making power, appear to be effective approaches to increase
patient- nurse communication and therefore improve patient care quality. It
also appears to be critical that nursing educators and authorities change
present programs and place a greater emphasis on improving nursing
students' communication skills in clinical and academic settings in an
objective manner, in order recorded effective changes and increase the
future nurses communication competences.

Most nurses felt improving their communication skills, as evidenced
by post-survey scores. This result may be related to most of staff before
program has difficult to communicate effectively with their patient and
peers but after the program learn more communication competences which
help them to improve their skills in the work place (Baer & Weinstein,
2018).

The highest percentage of the study sample 78.6% has low
communication competencies pre study, 73.8% and 90.5% has moderate
competencies as regard to post and follow up respectively (Saleh & Ragab,
2021).

The results in table (19 and 20) shows the level of nurses practices, for
control group no significant differences recorded among the pretest and
two post test., which significant recorded among the pre and two post test
of the interventional group who assigned to attend the educational sessions.

Dawood & Hassan, 2018, find that nurse's contact with CCU patients

scores were low in most of the pretest items, but they quickly improved
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when the program was implemented. When comparing posttest nurses'
practices between the interventional and control groups, it was discovered
that there was a statistically significant difference recorded between the
values of the nurses' practices in CCU, with the interventional group
significantly higher than the control group at P0.001. The interventional
group's mean scores were higher than the control group's.

Mahmoud & Hassan (2018) they showed that, there was significant
improvement in communication and empathetic skills for nurses' after
implementing the training.

Table(21) Association between nursing practice for control group and

their demographical characteristic .

This table shows non- significant relationship between practice and
demographical characteristic except the gender there is significant for

control group.

There were no significant correlations between the marital status,
work experience, age, workplace satisfaction, job interest, childbirth
experience, or life satisfaction and communication skills. While finding
which presented by Brunero et al, 2010, reported that nurses
communication skills competences was influenced by many factors such as

age and gender.

Table(22 ) association between nursing practice for interventional

group and their demographic data.

This table shows that there is a significant relationship between
practice and age and gender, for study group, while non- significant related

to educational status, and marital status.

There was non- significant relationship between the nurses’

communication skills and age, position, education or marital status, which
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was steady with the finding that done by Ahmadi et al., 2013 and Amiri et
al., 2013, while the finding of Barati et al., 2012, find that there was a
significant relationship between the gender, age, education, work
experience, employment status, place of work, and nurses’ communication
skills. Gholami et al., 2015, find that a significant relationship between the
education, age, and position and nurses’ communication skills (Gholami et
al., 2015)

Table (23 ) Relationship between knowledge and practice of critical

nurses communication with unconscious patient for study sample(both

group).

This table show the high significant between knowledge and practice

related to interventional group, while non-significant for control group.

As the finding which presented in the tables and analysed in chapter
four and five the researcher accept the hypothesis which estimated a
significant relationship between nurses practices, knowledge and the
educational program. The tabled data clearly reported that the educational
program play as effective factor which at positively to improve nurses

communicable competence.
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Chapter six

Conclusions

Conclusions of the study regarding to the presented results are the

following:

Most of the participant in the both group recorded unsatisfied level of

knowledge in pretest.

overall nurses knowledge and practice for the participants (both
group) recorded unsatisfactory level for all communication skill domains
through their pre- test. While significant differences found among
interventional group members through the first and second post- test, the
content of the education program act as a positive factor to improve the
knowledge and practice. The research finding reject the hypotheses which
directed to show no significant relationship between the educational
program and nurses knowledge and practices. The results show significant
difference in nursing knowledge and practices before and after attendance

of the educational program.

As general there is non- significant relationship found between the
critical care unit nurses knowledge and their demographical characteristics(
age, gender, marital status, and educational qualification). The statistical
findings fail to reject hypothesis which directed to investigate how

demographical data of the participants affect their knowledge.

while significant relationship founded between control group gender
and practice, also significant relationship founded between interventional

group age, gender, and practices.
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Recommendations

1- Special instructional booklets prepared to increase nurses
knowledge regarding communication skills with unconscious
patient.

2- Establish continuous educational sessions to enhance nurses
knowledge toward communication process, strategies as a tool to
provide optimal care for the patient and lover his/ her family
members.

3- Further studies may be carried out to assess healthcare providers
knowledge and practices related to therapeutic communication

skills in the health setting
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Appendix : 6 B

Part One: Demographical Data:

1- Gender: Male |:| Female ]
2- Age: ] years old

3- Educational level:

Nursing school graduate ]

Graduate Diploma in Nursing L]

Bachelor of Nursing graduate ]

Postgraduate graduate ]

4. Marital status: single.___ ] married L]  separated [ ]
widow ] divorced ]

Part two: Employment information
1. years of experience in nursing [ ]

2. Duration of experience in the critical care unit ]

3- Participated in courses on communication with the unconscious

patient. Yes [ ] No [ ]
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Part Three:

First domain: Anatomy and physiology of nervous system

|
1

The functional work of the nervous system which include receipt
of information, integration, and transmission of nerve impulses to
recipient cells is performed by.
a- neurons b- cell c- fibers
2- Most activities of the nervous system originate from sensory
receptors such as visual, auditory, or tactile receptors and are
transmitted to the central nervous system by:
a- afferent fibers (sensory fibers) b- neurons  c- body of cell.
3- The primary functions include sensory, motor, and cognitive is
performed by:

a- cerebral cortex b- The cerebellum c- cerebrum

4- The largest lobes of the brain which control voluntary function
such as, motor, cognitive (orientation, memory, insight, judgment,
arithmetic, and abstraction extended to expressive language verbal

and written is.
a- Frontal lobes  b- occipital lobe c- temporal lobe

5- The lobe that primarily concerned with sensory functions which
including integration of sensory information; awareness of body

parts; interpretation of touch, pressure, and pain is:

a- Parietal lobes b- frontal lobe c- occipital lobe
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6- Visual memory, verbal memory (such as understanding language),
and interpreting the emotions and reactions of others are coordinate
by the:

a- Temporal lobes b- Parietal lobes c- frontal lobe

7- Located in the back of the brain, just below the occipital lobes
involved with motor skills, which refers to the coordination of
smaller, or finer, movements, especially those involving the hands

and feet is referred to
a- cerebellum b- brainstem  c- occipital lobe
8- The immediate coma caused by destruction of the:

a- central reticular nuclei b- Cortex c¢- Intra Laminar Nuclei

Region

9- Deep Coma my due to small lesions developed in the:
a. Cerebrum b. Midbrain c. Intra Laminar Nuclei Region

Second domain: Basic communication principals.

1- Verbal communication is essential part of:

a. Healing process

b. Disease process

C. Nursing process

2- The nurse should be maintain communication with the
unconscious patient during:

a. During change of shift

b. Only during procedure

c. Whenever possible


https://www.healthline.com/human-body-maps/cerebellum
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3- Master of all senses is:

a. Seeing b. Hearing c. touch

4- The nurse used task touch during caring out their work with the
patients such kind of touch mean:

a. Comforting touch

b. caring touch

c. Reassuring touch

5- One of the following actions will promote recovery of the
unconscious patient:

a. unfamiliar voice

b. familiar situations

c. familiar voice

6- The dynamic process which used to gather data, teach and
persuade, express caring and comfort is:

a- communication  b- assessment c¢- physical examination.

7- When the nurses provide care for patients during direct contact
which made there be close with 0 to 1 1/2 feet from the patient,
this distance referred to :

a- Intimate distance b- Public distance c- Personal distance

8- The nurse may receive information about the patient before the
first face-to-face meeting such as name, address, age, medical
history, and/or social history, which consider as the........

communication phase

a- Pre interaction b- Introductory Phase c- working phase
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9- Interaction between a health care professional and patient
which related to enhance the patient's comfort, safety, trust,
and well-being is known as

a- Therapeutic communication  ¢c- nursing process b- non

therapeutic communication

10- The essential core of the patient care is:

a- Successful communication  b- nursing practice  c- nursing
education .

11- Two- way process in communication may used as an
essential part to reduce the patient anxiety and emotional
stimulation, through sending message understanding and
feedback this referrers to:

a- Verbal communication b- nonverbal communication
C- nursing care

12-  Body language which includes gestures, postures, touch and
physical appearance referred to

a- Nonverbal communication b- verbal communication

c- body position.
Third domain: Therapeutic and non-therapeutic communication:

1. Many factors contribute as barriers of therapeutic
communication such as:

a- Asking questions that can be answered with “yes” or “no”:
b- Ask open-ended questions

C - Asking relevant questions

2. One of the goals of therapeutic communication is:

a - Helping patients to know their thoughts

b - Establishing barriers to communication
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c- Providing treatment to patients

3. Non-therapeutic communication techniques include the
following:

a- Giving personal opinions b- Asking for clarifications

C - Sharing feelings

4. Is it considered as one strategy of a therapeutic communication?

a—silence  b- automatic responses C —arguing

Domain four: Communicating with unconscious patients

|
1

5-

Touch should be used cautiously with patients who are:

a- Aggressive b- unconscious c- patient with pain

communication with unconscious patients causes harm or serious
physiological adverse events for patient.

a- actually yes b- actually no

The communication barriers includes the following :

a- Impaired consciousness

b- Patient with pain

c- psychologically patient

The most common aftermaths of coma and hospitalization in ICU
for patient is:

a-Sensory deprivation b- palpitation c- immobilization

The information received by unconscious patients contributes to

a- It helps reduce stress b - increases tension c - It has no effect
on the patient.

Intensive care unit syndrome, which includes the following

a- fear from others b - memory disorders c - inability to

speak
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7- The nurse must introduce himself to the unconscious patient when
providing care
a- not necessary b- acutely needed c- no need

8- The nurse should communicate with the unconscious patient as
she/ he communicate with other alert patients.
a- N0 necessary
b- acutely needed
C- C-noneed

O- It is not necessary to inform unconscious patients of current
events, such as diagnosis, treatment, medical and nursing
interventions
a- not always
b- it his right to know
c- c-no need he cannot take discussion

10- When the nurse provided nursing care of the patient, such as
withdrawing fluids or changing the patient's position, she/he
should:
a- Explain all procedures before implementation
b- It is not necessary to inform the patient

c- Explain the procedures to the patient's family only

11- The nurse directs the unconscious patient to the time and
place at least once every-------- hours
a-8
b- 24

c- c- she/he don't have to tell him anything
12- Lack of communication or insufficient communication
between the nurse and the unconscious patient leads to:

a - Increased levels of stress and anxiety for the patient
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b - Increased stress and anxiety levels for the nurse

¢ - It has no effect

Five domain: Communication with patients under artificial
ventilation
1- There are several ways to enhance communication with ventilated

patients such as:

a- nursing care

b- Acoustic therapies

c- medical treatments

The most appropriate method of communication which preferred to
use is for a patient on short-term ventilation who is alert and can
move at least one hand

a — gestures

b- writing

C- pronunciation techniques

Which of the following are alternative methods of communication
for ventilator-dependent patients except:

a- Translator and interpreter

b- Communication board

c-Pen and paper.

It is necessary to encourage the family of the unconscious patient
to participate in patient care

a- right

b- wrong

c- Certainly sometimes

Visiting concept for dying patients in the critical care unit should
be



10-
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a- restricted
b- encouraged

C- C- not helpful

As the patient approaches death, it is important to continue care by
the same nurse even after the shift is over.
a- Itis very necessary
b- not necessary
c - There is no need to insist on care during this period
Families must be allowed to be present during Cardiopulmonary
resuscitation and all respiratory procedures
a- Itis very necessary
b- not necessary
C - There is no need to stress care during this period
Unconscious patients have a great need for information and support
a- always at all times
b - It is not necessary to provide them with information to prevent
confusion of ideas
c- At times it is possible to provide them with the necessary
information
Is the unconscious patients hear and understand conversations
around him
a - completely separated from the external environment
b. They receive and understand conversations
¢ - They hear voices and do not distinguish

Nurses should speak in a normal conversational tone while
providing care to unconscious patients.
a- no need

b- it is necessary
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c- in some event only

Six domain: :Educating the patient’s family

1-

The nurse should advise the families of unconscious patients to:

a - Not talking to the patient

b- Talking to the patient about general and social news

d- Speak carefully with the patient

It is important to encourage the patient's family and friends to

remain positive when visiting their unconscious patient because:

a- It is very necessary

b- not necessary he can't feel

c- It has no significance effect

3- Visiting the family of the unconscious patient my stimulated
(auditory, emotional and tactile) senses as:

a - increase the level of awareness of the patient

b - it has negative consequences for the patient

C - it has no effect
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Seventh domain: Nurses Communication Practice with unconscious

patient

No J Item First Second Third

observation | observation J observation

Yes No | Yes | No Yes | No

1- | Calling the patient by name

2- | Greeting the patient

3- | Introducing herself/himself to the patient

4- | Providing privacy

5- | Giving  Therapeutic  touch  while

calling/caring

6- | Orienting the patient about day and

time/place

7- | Explaining the procedure to the patient

8 | Uses appropriate non-technical

language.

9 | Communicating with the patient while

performing procedures

10 | Informing the patient about his/her near

and dear ones

11 § Uses verbal and non-verbal
communication free of abuse with

patients and their families

12 | Communicates with a word of hope

about the progress of the case

13 | Maintains an environment suitable for
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effective communication - a noise-free

environment

14

Communicates respectfully and
professionally with family members

15

Communicates according to stages of

development

16

Communicates according to cultural

background

17

Use short, simple words and sentences
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