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Summary
Background: Experiences of critically ill patients are an important aspect of the
quality of care in the intensive care (ICU).
Objective: The aims of the study were firstly, to evaluate the perceptions of patients
regarding nursing care in the ICU, and secondly, to explore patients’ perceptions and
experiences of ICU stay.
Method: A qualitative approach using a semi-structured focused interview in 11
patients was used (phase 1), followed by a quantitative approach using a self-
reported questionnaire in 100 patients, 62 were returned and 50 could be evaluated
(phase 2).
Results: A number of themes emerged from the interviews (phase 1), although sup-
port dominated as an important key theme. This was experienced as a continuum
from the feeling being supported by the nurse to not being supported. This key
theme was central to each of the three categories emerging from the data pertain-
ing to: (1) providing the seriously ill patient with information and explanation, (2)
placing the patient in a central position and (3) personal approach by the nurse. The
responders to the subsequent questionnaire (phase 2) predominantly experienced
sleeping disorders (48%), mostly related to the presence of noise (54%). Psychologi-
cal problems after ICU stay were reported by 11% of the patients, i.e. fear, inability
to concentrate, complaints of depression and hallucinations.

Conclusions: Although the nurses’ expertise and technical skills are considered
important, caring behaviou
enced as most valuable in b
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Experiences of patients in the ICU

ntroduction

xperiences of critically ill patients are an impor-
ant aspect of the quality of care in the intensive
are unit (ICU) and a consistent theme in research
ndings from 1970 to 2007 (Johnson, 1972; Asbury,
985; Burfitt et al., 1993; Russell, 1999; McCabe,
004; Magnus and Turkington, 2006). The goal
f intensive care is not only to save lives, but
lso to support patients and their relatives dur-
ng critical illness (Pattison, 2005). Intensive care
tay may have implications for the patients’ psy-
hological well-being, both in the ICU, but also
fter ICU discharge (Pattison, 2005). The cur-
ent treatment preference for patients requiring
echanical ventilation is to use minimal seda-

ion levels whenever feasible (Wojnicki-Johansson,
001). Due to this regime with a decreasing pre-
cription of sedatives and the use of a daily wake-up
all when sedated, memories of patients’ expe-
iences in the ICU are increasing. Stein-Parbury
nd McKinley (2000) reviewed 26 studies that used
ither qualitative or quantitative approaches to
xamine patients’ experiences (Stein-Parbury and
cKinley, 2000). Of the reviewed papers many
atients recalled their time in the ICU, some-
imes in vivid details (Bergbom-Engberg et al.,
988a). Patients recalled not only experiences that
ere negative but also ones that were neutral
nd even positive. Positive experiences included

sense of safety and security promoted espe-
ially by nurses (Burfitt et al., 1993; Holland et
l., 1997). Negative experiences included impaired
ognitive functioning and discomforts such as prob-
ems with sleeping, pain and anxiety (Turner et
l., 1990; Holland et al., 1997). In a study of
ussell (1999) some actions of ICU staff were
ot only remembered by ICU patients and their
amilies but also continued to affect patients 6
onths after their ICU discharge (Russell, 1999).

atients’ memories of the ventilation period are
specially related to the difficulty in accepting an
nability to speak. Communication between patient
nd nurse is important. Consequently, impaired
ommunication possibilities are related to feel-
ngs of anger and low mood, which may lead
o a disturbed rehabilitation process (Magnus and
urkington, 2006). Both verbal and non-verbal com-
unications have a major impact on the patient’s

motional stability and perceived care (Rundell,
991; Albarran, 1992; Wojnicki-Johansson, 2001;
cCabe, 2004). Memories of hallucinations are a
ource of discomfort recalled by patients even after
ischarge. These experiences, also known as delu-
ional memories, can be a sign of the so called
CU syndrome/delirium, that is a predictor of mor-
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ality (Ely et al., 2004). Furthermore, delusional
emories may be related to the development of
ost traumatic stress disorder (PTSD) (Jones et al.,
001). Nursing care for patients while in the ICU
an have a positive effect on psychological well-
eing (Pattison, 2005). In a study of Granberg et
l. interviewing 19 patients who had been venti-
ated, the caring relationship was perceived as the
rovision of an important degree of security and
omfort. Nursing actions can therefore be seen as
ital factors in patients overcoming ICU experiences
Granberg et al., 1998). In a study evaluating fac-
ual memories 2 years after ICU discharge, the need
or continued patient information, re-assurance
nd optimised comfort was stressed (Roberts et
l., 2007). However, exploration of the experiences
f critically ill patients in the Netherlands is lim-
ted. Therefore, we decided to conduct a study
xploring patient experiences during ICU stay with
pecific attention to the perceptions of patients
egarding nursing care, support and psychological
roblems.

The aims of our study were twofold: firstly,
o evaluate the perceptions of patients regard-
ng nursing care in the ICU, and secondly, to
xplore patients’ perceptions and experiences and
ossible psychological problems related to ICU
tay.

atients and methods

his study was part of a larger investigation exam-
ning the experiences of ICU patients. Patients
dmitted to the ICU (medical or surgical) of the
elre Hospitals (Lukas site, Apeldoorn, The Nether-

ands) staying >48 h were selected in a 6-month
eriod. The local ethics committee approved the
tudy. The study was conducted in two phases.

qualitative approach using a semi-structured
ocused interview with a list of topics (phase
), followed by a quantitative approach using a
elf-reported questionnaire (phase 2). This com-
ined approach was chosen because we expected
hat this could increase our understanding about
he emotional and psychological phenomena that
nfluence patients’ experiences. Disorientation was
easured by checking the presence or absence

f delirium in the patients. This was assessed
y asking the opinions of the nurses, doctors
nd especially close relatives. Patients suspected
s having delirious states or other incapacities

ere excluded from the study. When patients
sked for help regarding problems, for instance
sychological problems, we provided professional
elp.



J.G.M. Hofhuis et al.

F
m

T
e
c
n
c
v
A
d
m
(
t
1
s
p
t
p
s
p

302

Phase 1: Qualitative approach

In the first part of the study we aimed to evaluate
the perceptions of patients regarding nursing car
e in the ICU. Patients who had been ventilated for
at least one day, and were admitted to the ICU for
the first time were eligible for the study. Patients
who were disoriented during mechanical ventila-
tion; patients with cerebral neurological diseases;
and patients who could not remember their stay in
the ICU were excluded. We used the nursing tasks
listed in the Dutch Nursing Profile as a theoreti-
cal framework, by using a topic-list, based on the
tasks referred to in the profile. The National Coun-
cil of Public Health published the Nursing Profile
in 1988. This Nursing Profile sketches the profile of
the professional practising nurse and is based on
the definition of the American Nurses Association
(1980). By using this profile, a clear description of
the specific components of nursing care emerges.
We chose to use a qualitative approach through
interviews so that information regarding personal
experience could be obtained. Initially, we con-
sidered a phenomenological approach because the
purpose of phenomenology is to describe the per-
ceptions of people, trying to understand the total
subjective and objective perceptions as an individ-
ual. However, we wished like to know more about
a number of aspects concerning the perception of
nursing care. Since too much structure and redi-
recting was necessary to use the phenomenological
approach, we decided to apply Maso’s approach,
in which data-collection, analysis and creating
relations of possible theoretical insights exchang-
ing among each other, seemed well suited (Maso,

1989). Finally, a qualitative approach was chosen
using a semi-structured focused interview with a
list of topics (Table 1). These interviews took place
6—14 days after transfer from the ICU to the ward.

3
n
t
v
1

Table 1 Perception of nursing care: list of topics, used du

(1) What happened when tasks were undertaken concerning
way was this done, and was there anything, that had a sp
information given?

(2) Did the nurses talk to you? If yes, what did they talk abo
(3) Can you describe, what the nursing staff did for you, wh
(4) What did the nursing staff do while performing technica

mechanical ventilator or the ECG monitor?
(5) What did you think of while being attached to all the ma

on this machinery?
(6) What is your perception of the shift changeover of nursin
(7) If there was a nurse at your bedside (like making the bed

about this?
(8) What did you perceive as positive and what did you perc

about this?)
igure 1 Annoying experiences in patients who were
echanically ventilated (%) (multiple answers possible).

his time window was deliberately chosen because
arlier interviewing might have been influenced by
ritical residual illness. A purposive sampling tech-
ique was employed, and inclusion and exclusion
riteria were identified (Morse, 1991). The inter-
iews were recorded on tape and fully transcribed.
ccordingly, the analysis (Maso, 1989) was con-
ucted on two levels. Maso (1989) used the working
ethods of Becker and Geer (1960), and of Hyckner

1985) as sources of inspiration for the elabora-
ion of an analytical procedure (Becker and Geer,
960; Hyckner, 1985). The primary analysis con-
isted of six steps, and the secondary analysis takes
lace in four steps (Fig. 2). Accordingly, the collec-
ion of accumulating data with every subsequent
atient was repeatedly analysed and related to pos-
ible theoretical insights (Maso, 1989) (Fig. 2). This
rocedure of analysis was used alternately after
, 6, 9 and ultimately after 11 interviews. Since

o more new findings emerged from the data and
he saturation point was reached, further inter-
iews would not yield additional information (Maso,
989).

ring the interview

you? (Such as washing, making the bed). In what
ecial significance to you? How did you experience the

ut?
ich gave you the feeling they cared for you?
l duties, such as giving medicine, handling the

chinery? What did you think about being dependent

g staff (the handover and reporting) between nurses.
, and taking care of the feeding) what did you value

eive as negative? (What was good and what was bad
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Figure 2 Schematic description of the an

Reliability of the topics list was investigated
y evaluating personal feelings or prejudices by
ther investigators in line with Maso (1989). Lincoln
nd Guba (1985) suggested that four factors can
e used to assess the rigor of a qualitative
tudy: creditability, transferability, dependability,

nd confirmability (Lincoln and Guba, 1985). The
redibility of the data (validity) was studied by
‘peer debriefing’’, which is the comparison of
nsights obtained by the investigator with the

t
i
t
a

s, following the principles of Maso (1989).

nsights of colleagues not involved in the study.
lso by showing the transcribed interviews to
our patients they indicated that the interpreta-
ion of the information they had provided was
orrect. Transferability of the data was stud-
ed by the use of thick descriptions relating to

he context of the data collected. Dependabil-
ty (reliability) and confirmability were studied
hrough independent inquiry audits by external
uditors.
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Phase 2: Quantitative approach

In the second part of the study we aimed to explore
patients’ perceptions and experiences of their ICU
stay and possible psychological problems related to
this. Following a pilot study in 10 patients, subse-
quently, all patients in a 6-month period who stayed
in the ICU >48 h and survived hospital stay were
included in the study using a quantitative approach
(N = 100). Additionally, in this part of the study we
were interested in the experiences of all patients
admitted at our ICU and not only patients who
were ventilated (phase 1). All patients received a
questionnaire 3 months after hospital discharge for
retrospective evaluation of their experiences that
was returned anonymously. Validity of the items
used in the questionnaire was sought by using the
data collected in the interviews (phase 1), the lit-
erature and the results after consultation with the
ICU nurses. After analysing the data, definite ques-
tions were formulated, which were understandable
for the patients and mentioned by the patients as
an important issue for them in the ICU. Cronbach’s �
coefficient was calculated for evaluating the inter-
nal reliability of the items of the questionnaire. The

patients were asked about preparation for their ICU
admission and support during their stay together
with recollections of their stay and time on respi-
ratory support. The questionnaire was divided in
three domains i.e. preparation and support of the
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Table 2

Panel A: Perception of nursing care: characteristics of the p

Patient Interview time after
transfer ICU (days)

Diagnosis

1 7 Abdominal aortic aneurys
2 8 Exacerbation chronic

demyelinating neuropath
3 7 Abdominal aortic aneurys
4 13 Pancreatitis
5 11 Small bowel perforation
6 8 ileus, renal dysfunctions
7 6 Abdominal aortic aneurys
8 7 COPD
9 6 Ruptured abdominal aort

aneurysm
10 8 ileus, shock
11 7 Pneumonia

Panel B: Experiences of ICU stay: characteristics of the pati

Mean ± S.D. N

Age 6
ICU length of stay 1
Apache II score 1
J.G.M. Hofhuis et al.

atient by the ICU staff, recollection of their stay,
ecollections during mechanical ventilation in addi-
ion to an open-ended question (Table 3). Data were
nalysed using the SPSS version 11.0 programme.
ategorical data were compared using chi-square
est. SPSS was also used for the documentation of
esponses to the open-ended question by using fre-
uency testing.

indings

hase 1: Qualitative approach

total of 11 patients were interviewed: 8 surgical
nd 3 non-surgical patients. Characteristics of those
atients are shown in Table 2, panel A. The primary
nalysis according to Maso (1989) was carried out
rst and yielded the following 10 categories: appre-
iation of the nurse; information and explanation
iven by the nurse; talking with the nurse; being
ttached to machines; technical performances of
he nurse; basic care given by the nurse; transfer
f shifts between the nurses; noise caused by the
urse and machinery; dreams and hallucinations;

ommon organisational perceptions. A number of
hemes seemed to emerge from these categories,
hich narrowed down to one key theme. This key

heme was support and was seen as a continuum
rom feeling supported by the nurse to not being

atients (N = 11)

Age
(years)

Gender ICU length of
stay (days)

Ventilation
(days)

m 67 Male 11 8

y
65 Male 8 4

m 67 Male 13 11
54 Male 21 14
70 Female 6 4
68 Female 6 4

m 60 Female 5 4
61 Female 20 20

ic 73 Male 7 5

68 Male 16 14
66 Male 7 6

ents (N = 100)

= 100

9.1 ± 13.0
5.0 ± 18.5
8.6 ± 7.0
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Table 3 Experiences of ICU stay: self-report questionnaire in three domains

Panel A: Preparation and support of the patient by the ICU staff

N %

Were you prepared for the admission at the ICU?
Yes 20 40
No 30 60
Other 0 0

If yes, how did you perceive this?
Excellent 10 50
Good 6 30
Poor 4 20
Bad 0 0

How did you perceive the first help at the ICU?
Excellent 0 0
Good 28 56
Poor 6 12
Very poor 4 8
No answer 12 24

Did you get enough information about what you could aspect in the ICU?
Yes 20 40
No 15 30
Don’t know 10 20
No answer 5 10

Did you understand the given information?
Yes 25 50
No 11 22
Don’t know 0 0
No answer 14 28

How did you perceive the support during your stay in the ICU?
Excellent 18 36
Good 17 34
Poor 8 16
Bad 0 0
No answer 7 14

How did you perceive the attitude of the nurse? (Multiple answers possible - % total >100)
Calmly 27 54
Hurried 4 8
Interested 28 56
Not interested 1 2
No answer 0 0

How did you perceive the attitude of the doctor? (multiple answers possible - % total >100)
Calmly 33 66
Hurried 2 4
Interested 24 48
Not interested 1 2
No answer 0 0

Panel B: Recollection of their stay
N %

Do you have memories of your stay in the ICU? If yes, describe these memories
Yes 17 34
No 13 26
A little 19 38
No answer 1 2
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Table 3 (Continued )

Panel B: Recollection of their stay
N %

If yes, are these memories
Pleasant 19 53
Unpleasant 10 28
Very unpleasant 7 19

Did you experience pain in the ICU? Did you get enough medication?
Yes 23 46
No 17 34
I don’t know 10 20

Did you get enough medication?
Yes 32 64
No 11 22
Other 7 14

Did you experience noise in the ICU and if yes, how much did it disturb you?
Yes 20 40
No 25 50
Other 5 10

If yes:
Much 13 65
Little 3 15
Very much 4 20

Did you have sleeping problems while in the ICU? If yes, what was the most common cause of this?
Yes 24 48
No 26 52

If yes:
Noise 13 54
Fear 6 5
Pain 5 21
Other 0 0

Much of a burden Small burden No burden No answer

N % N % N % N %

What were annoying experiences for you when admitted in the ICU? (Multiple answers possible - % total >100)
Shortness of Sleep/rest 13 26 7 14 13 26 17 34
Thirst 7 14 6 12 10 20 27 54
Stomach tube 4 8 7 14 8 16 31 62
Oxygen mask or tube 6 12 3 6 7 14 34 68
Tracheal suctioning 6 12 5 10 8 16 31 62
Noise of machines 5 10 6 12 10 20 29 58
Being ventilated by a machine 6 12 4 8 10 20 30 60
Conversations in the ICU 6 12 9 18 15 30 20 40
Physical-therapy 0 0 4 8 14 28 32 64

Panel C: Recollections during mechanical ventilation

N %

When you were mechanically ventilated were you prepared for this?
No, not at all 16 32
Not possible due to time 10 20
Good 3 6
Fair 5 10
Poor 5 10
No answer 11 22
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Table 3 (Continued )

Panel C: Recollections during mechanical ventilation

N %

Did you have psychological problems after hospital discharge?
If yes, was this? (Multiple answers possible - % total >100)
If yes, would you appreciate professional help (family doctor or psychologist)?

Yes 11 22
No 39 78
I don’t know 0 0

If yes:
Fear 8 50
Concentration disturbances 2 12.5
Hallucinations 2 12.5
Depressions 2 12.5
Forgetful 2 12.5

If yes: would you appreciate professional help (family doctor or psychologist)?
Yes 7 64
No 1 9
I don’t know 3 27

Panel D: Open-ended question (Multiple answers possible)

N

Did you have other experiences in the ICU who were important to you?
If yes, would you describe this experiences?

Relatives need more information and preparation 3
Nurses and doctors have to realise that some patients are conscious (anxiety, disturbing) 2
Too short of rest/sleep 6
Hallucinations and dreams were not taken seriously by nurses and doctors 5
Communication with the nurse was very difficult when on the ventilator 8
Hurrying while busy with washing 3
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Complete and honest information concerning illness
Compassion, sympathy, perceived as very important

upported with movement back and forth along the
ontinuum. This key theme was central to each
f the three categories emerging from this data.
n the secondary analysis, 3 of the 10 categories
ere related to existing theoretical insights, i.e.

1) providing the seriously ill patient with informa-
ion and explanation (Grypdonck, 1996), (2) placing
he patient in a central position (Morse, 1996) and
3) personal approach by the nurse (King, 1981).

roviding the seriously ill patient with
nformation and explanation

hen providing patients with information and an
xplanation, patients were more aware of what was

oing to happen so that they could focus on feeling
ore relaxed and better able to handle the stress:

. .‘Certainly, then when you know what you’re
ealing with. Yes, and I find that one can prepare

e
w

.

A

4
4

neself. Yes, I do feel more relaxed because of
hat, and I am able to handle stress much better’
patient 1).

The explanations and the instructions during
entilation were perceived as being reassuring,
esulting in less fear and insecurity:

. .‘Yes, they explained everything well. And if
he ventilation machine next to me stopped for

moment they told me about it. Or when they
ere trying out something else. You knew that they
ould explain what they were doing first. Yes, in
y opinion you’d worry less about things’ (patient

).

Information concerning their illness and the
ourse of the illness should be complete and hon-

sty was perceived as important. Knowing ‘why’
as supportive and reduced fears:

. .‘I did say that I wanted honest information.
nd even they couldn’t know everything that was
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going to happen, naturally, but that the way things
were at that time looked very promising. They told
me that it was no use to think about things that
‘‘could’’ happen. Yes and then I thought: well, they
are right. Yes and then it felt like a weight drop-
ping off my shoulders. Yes, I appreciated that very
much’ (patient 5).

Placing the patient in a central position

Important to patients is the fact that nurses try to
keep seeing them as a human being and as the cen-
tre of their attention in the ICU. Especially putting
them central, meaning that humane care is crucial:

. . . ‘Yes, there was a nurse who held my hand, came
to sit with me on my bed and she stayed until I
felt more relaxed again. Now, I feel that it helped
me very much. I told my wife about that later on,
and even now I still know who the nurse was. I was
thinking then, gosh I wish the nurse who was there
the other night did the same. I think I would have
had a far better night’ (patient 2).

Not only the amount of technical equipment, but
also encouragement providing care and ‘cheering
them up’ was perceived by patients as being life-
saving factors. When talking was not possible, the
aid of nurses in pointing out letters and writing was
perceived as stress relieving:

. . . ‘Yes, and what was very annoying of course was
that you couldn’t talk. You just let things wash over
you sort of. But I have to say that it makes you
feel kind of scared, I mean, trying to talk and not
being able to. . . You can’t say what’s bothering you
or anything, and you can’t ask for anything. Any-
way, then the nurse said: I’ll get a paper and then
you write it down. But I don’t write much even at
home, so I just hoped it would work. . . Well, it was
really difficult, it seemed as though my hand was
too weak or something. . . Then they tried by point-
ing out letters, which was quite hard at first, but
that worked eventually. Yes, the nurses try their
best to help you out. . . You truly appreciate it then,
I think it reduces the stress’ (patient 9).

From these interviews, it was clear that not
only technology and the expertise of nurses were
important to patients, but that human aspects
including compassion, encouragement, attention,

giving comfort, relieving fear and creating secu-
rity were also important. The most vital aspect
of nursing care as experienced by patients was
support. Patients viewed their ICU stay as a
situation that they had to get through and

n
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on-supportive care was found to hinder their
ecovery. If the nurses responded very slowly
hen patients rang the bell, this caused feelings
f helplessness, hurt, powerlessness and depen-
ency:

. .‘Yes and then you have rung the bell and no one
hows up. And sure, there are emergencies, and
understand that completely, but waiting on the
edpan for half an hour isn’t exactly fun either. But
t could have been that they thought: just wait for
while. Yes, I had that feeling. I mean, you could

ee them having coffee together and no one came.
ou know, it made me feel helpless, and powerless.
t’s hard to describe. You feel, what can I say, you
eel hurt and you could easily start to cry. Yes and
hen I thought oh please let someone come, don’t
et a person who is so dependant wait so long. That
s important, right? I mean, I know that on such a
ard they also look after the other things such as

he equipment and so on. And there are very ill
eople there too, but surely they should pay some
ttention to what’s going on? For a patient it’s very
mportant I can tell you. . .’ (patient 8).

When nurses did not take a patient seriously
r even reacted aggressively to hallucinations
r dreams this caused feelings of not being
nderstood, anger, fear, feeling ill at ease, not
nderstanding what was going on and also the feel-
ng of not being treated as a human being:

. . ‘Well, that he didn’t take me seriously I mean,
nd they didn’t tell me what was going on. They
idn’t have much experience with it I guess. I um..
mean, they could have coped with it better than
hat. . . Yes I mean they just reacted aggressively
hen I told them I was seeing things. They said:

‘Well, sir. . . listen up’’ and in such a tone of
oice. . . I mean, it’s just no attitude. I know I saw
hings that weren’t there, but that’s no reason to
eact that way. No, I want to share that. I can’t
eep that to myself. I was angry because of that,
nd not just angry but sad too. Yes, I mean you
ant to be treated as an adult instead of a child,

ight? Yes, I mean I’m not an engine that needs to
e fixed, I mean, I’m a human being. . . And well, I
ust don’t think that’s the right way to deal with
eople’ (patient 10).

Most patients also reported discomfort due to
he noise of loud voices and conversations between

urses. When the personnel made a lot of noise dur-
ng conversations by talking too loudly and wearing
logs, the participants often got the feeling that
hey were not improving. The fear of not clinically
mproving combined with the noise caused the par-
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Experiences of patients in the ICU

icipants to feel tired and unable to handle the
ituation adequately:

. .‘Yes then I thought, please be a bit quieter. I
an hear all of it. Yes it’s hard to explain but if you
an’t sleep, can’t shut yourself down so to speak,
nd being afraid of all that may happen makes you
cared. Yes all that makes you feel that you can’t
andle things anymore, you think: I can’t hang on
nymore’ (patient 11).

ersonal approach by the nurse

reatment was perceived as comforting, giving a
afe feeling. It was judged important how the nurse
ealt with them as a person; this was often not
escribed directly as ‘behaviour’:

. .‘I was very scared and insecure in the begin-
ing. However when the nurse is kind to you and
ives you the feeling they sympathise, it is a very
omforting feeling’ (patient 4).

Certain types of approach resulted in patients
eing reluctant to ask the nurse questions:

. . ‘I remember nurses who always looked angry. I
id not dare to tell them while they were at work
hecking on the pumps and everything that I was
o thirsty. I would rather have had someone who
ooked nice and who did not run off immediately
ut asked me if I needed anything instead’ (patient
).

esults

hase 2: Quantitative approach

uring the study period (6 months) 308 patients
ere admitted. One hundred patients stayed in

he ICU for more than 48 h. Following the inter-
iews, we sent questionnaires to all of those
atients. Characteristics of those patients are
hown in Table 2, panel B (N = 100). Categorical
ata were compared on differences using the chi-
quare test. However, the differences were not
ignificant. Internal reliability was measured com-
uting Cronbach’s � which was reasonable and
aried between 0.73 and 0.78. Sixty-two question-
aires were returned anonymously. Twelve patients

ad no recollection of their stay in the ICU, or had
lready died at home, leaving 50 questionnaires
or evaluation. Most of the patients were acute
dmissions to the ICU (60%). Sixty percent of all
atients and 52% of the patients who were venti-
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ated were not prepared for their admission to the
CU. Half of the patients had only fragmentary rec-
llections of their stay. Pain (46%) and noise (40%)
Table 3) were the most frequent complaints. Of the
atients experiencing sleeping disorders (48%), 54%
f them associated this with the presence of noise
Table 3). Most annoying procedures and events dur-
ng admission were not being able to talk, tracheal
uctioning, thirst, and inadequate explanation of
ctions taken by the ICU staff (Fig. 1). Eleven
atients (22%) had psychological problems after
ospital discharge, which were related to fear, the
nability to concentrate, depression, hallucinations
nd a bad memory (Table 3). Seven patients would
ave appreciated professional help (family doctor
r psychologist) (Table 3).

iscussion

number of themes emerged from the inter-
iews with patients pertaining to their experiences
lthough one key theme, support, dominated. This
as seen as a continuum from the feeling of being

upported by the nurse to not being supportive. This
ey theme was central to each of the three cate-
ories emerging from this data: (1) providing the
eriously ill patient with information and explana-
ion, (2) placing the patient in a central position
nd (3) personal approach by the nurse (phase
). The responders to the questionnaire experi-
nced sleeping disorders (48%), mostly related to
he presence of noise (54%). Psychological prob-
ems after ICU stay were reported by 11% of the
atients, i.e. fear, inability to concentrate, depres-
ion and hallucinations (phase 2). Furthermore,
esults of both studies demonstrated the attitude
f the staff (nursing and doctors) was signifi-
ant. This included the importance of explanation
hen mechanically ventilated and taking psycho-

ogical problems seriously. Patients experienced
hese perceptions in both studies as supportive or
on-supportive.

roviding the seriously ill patient with
nformation and explanation

atients especially perceived that complete infor-
ation and clear explanation was an important

oncept in the interviews as well as in the ques-

ionnaires. In addition, patients perceived clear
xplanations that were given to the family as being
upportive and gave the feeling of being cared for,
hus enhancing feelings of confidentiality and secu-
ity, which confirms previous data (Asbury, 1985;
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Burfitt et al., 1993; Russell, 1999). In contrast,
patients may state that personal needs should be
considered and that they should be asked whether
or not they wish to receive detailed informa-
tion (Grypdonck, 1996). This is in accordance with
our data, since some patients indicated that the
process of being shown the ICU beforehand had
been helpful in being able to prepare better or
to reduce fear and nervousness. Previous studies
concur with this finding, i.e. giving careful infor-
mation and explanation of procedures beforehand
relieved discomfort and distress, disappointment
and insecurity for the patient (Johnson, 1972;
Bergbom-Engberg and Haljamae, 1988b; Turner et
al., 1990; Jablonski, 1994; Hafsteindottir, 1996).
Moreover, talking, giving instructions, explanations
and encouragement prepared the patient for a
specific procedure thus potentially reducing com-
plications (Morse and O’Brien, 1995). Finally, ICU
patients frequently wish to talk about their experi-
ences. This emphasises the necessity of some form
of follow up (Lof et al., 2006).

Placing the patient in a central position

Communication is important to critically ill patients
(Maddox et al., 2001; Alasad and Ahmad, 2005). Our
findings showed that feelings of fear were reduced
during the weaning period of mechanical venti-
lation if nurses took time to communicate with
the patient, thus enhancing the weaning process.
Help with writing and pointing out letters during
the ventilation period was perceived as safe and
supportive. However, when the nurses did not ade-
quately attempt to understand example the patient
may feel that nurses do not care enough. This
makes patients angry and sad, which confirms pre-
vious data (Ashworth, 1980; Bergbom-Engberg and
Haljamae, 1988b; Green, 1996; Hall, 1996; Happ,
2000; Magnus and Turkington, 2006).

In our study, patients reported that the fact
they were being taken seriously when having hal-
lucinations or disturbing dreams gave feelings of
security and comfort. In contrast, when patients
had the feeling not being taken seriously or
were approached with aggressive behaviour by the
attending nurse, they reported feelings of fear,
not being understood, not knowing what was hap-
pening, or inhumanely treated. Also a feeling of
embarrassment due to loss of self-control was
described. This confirms previous data reporting

the importance of communication in relation to
psychological function (Ballard, 1981; Glen, 1991;
Morse and O’Brien, 1995; Roberts et al., 2006). In
situations where nurses asked colleagues to look at
the patient they were attending without inform-
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ng the patient, or when other personnel often
ame in during washing, this induced the feeling
f being ‘‘just a case’’ with a lack of personal
nterest and a feeling of lack of control. This feel-
ng of powerlessness was also reported in other
tudies (Stanton, 1991; Maddox et al., 2001). Inves-
igating patient empowerment in an ICU situation
sing open-ended interviews in 11 ICU patients,
howed that a positive environment that encour-
ged feelings of value and motivation and in which
he patient felt safe, received additional care and
articipated as the patient wished had a positive
nfluence and reduced feelings of powerlessness
Wahlin et al., 2006).

ersonal approach by the nurse

he personal approach and the actions of the nurse
n this study was perceived as being comforting,
elaxing with feelings of compassion. When the
ersonal approach by the nurse was positive, this
as considered a first step in recovery. Sometimes
atients described the personal approach as nega-
ive: ‘‘she looked mad’’, ‘‘she looked angry’’. That
aused patients to be reluctant to ask questions
f the nurse and reduced confidence. ICU patients
re very sensitive to the attitudes and behaviour
f staff, who may either increase patient’s anxiety
nd vulnerability or make them feel more safe and
onfident (Bergbom-Engberg and Haljamae, 1988b;
urfitt et al., 1993; Jablonski, 1994; Laitinen,
996; Holland et al., 1997; McKinley et al., 2002;
cCabe, 2004). Some patients in our study indi-
ated that the caring behaviour of the nurse and
heir continuous support relieved their fears and
orries in a way that they could concentrate on

heir recovery and rehabilitation. Caring behaviour
as also described as sweet, nice, compassion-
te, showing personal interest in the patient as
ell as the family as confirmed in other studies

Swanson, 1990; Burfitt et al., 1993; Adamson et
l., 2004).

allucinations, noise, sleeping problem,
sychological problems

atients had only fragmentary memories after
entilator treatment and discharge, confirming pre-
ious data (Turner et al., 1990; Lof et al., 2006). In
ur study, patients experienced sleeping disorders

elated to the presence of noise and complained of
sychological problems after ICU stay. Most of these
atients complained of fear, other problems were
elated to the ability to concentrate, depression
nd hallucinations. Turner et al. (1990) interviewed



1
I
r
5
t
a
p
d
w
E
S

a
r
r
H
6
u
p
m
c
i
(

r
a
fi
m
p
w
f
T
r
o

L

T
l
o
d
n
P
d
A
i
i
a
w
p
b
c
r
r
i

s
o
i
i
i
d
c
o

C

T
t
t
e
a
t
a
r
s
t
d
q
t
i
m
t

C

T
i

A

J
y
a

t
d
i

c
t
i

i

Experiences of patients in the ICU

00 patients within 48 h following ICU discharge.
n accordance with our data, when asked about
ecollections regarding procedures and events only
0% of the patients had memories of their stay in
he ICU. Although tracheal suctioning was gener-
lly considered unpleasant, careful explanations of
rocedures were considered important to relieve
iscomfort. Sensory overload, anxiety, and pain
ere also reported in other studies (Bergbom-
ngberg et al., 1988a; Stanton, 1991; Barnard and
andelowski, 2001).

Previous studies demonstrate both differences
nd comparable findings. Adamson et al. (2004)
eported three themes that differ from our findings:
ecollection, responses and comfort/discomfort.
owever, in contrast with our study (performed
—14 days after ICU transfer) the interviews were
ndertaken 6 months after hospital discharge. It is
ossible that the difference in time influenced the
emories of the patients (Adamson et al., 2004). In

ontrast, Russell found similar findings to our study,
nterviewing 86 patients 6 months after discharge
Russell, 1999).

Differences between study findings may be
elated to differences in ethnic, socio-economical
nd theological background. However, all in all, our
ndings do not suggest that things have changed
uch during the past two decades concerning
atient experiences of nursing care, as our findings
ere consistent with those of studies performed

rom 1970 to 2007 (Johnson, 1972; Magnus and
urkington, 2006). Therefore, our findings may
eflect a universal nursing phenomenon in relation
f the nursing care provided in the ICU.

imitations

his is a single centre study in the Nether-
ands, which implies that the perceived experiences
f patients elsewhere may be different due to
ifferences in case mix, staffing, but also eth-
ic, socio-economical and theological background.
revious data showed both parallel findings and
ifferences (Russell, 1999; Adamson et al., 2004).
lso, the mean age of patients was 69, reflect-

ng the average ICU population in our setting. It
s possible, that perceptions of younger patients
re somewhat different. Moreover, the interviews
ere taken while the patients were still in the hos-
ital. Their perceptions may have been influenced

y the fact that they had not physically recovered
ompletely. In addition, the interview was taken
etrospectively and not at the time the patient
eceived nursing care in the ICU. A further lim-
tation is the lack of assessment of delirium by
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pecific scores, however we checked the presence
r absence of delirium in the participants, by ask-
ng the opinions of the nurses and doctors involved
n the daily care of the patients, and included
nformation from close relatives. Another potential
rawback is that only 50 of the 100 questionnaires
ould be evaluated. Finally, half of the patients had
nly fragmentary recollections of their stay.

onclusions

aking care of the patient is an important part of
he treatment of critically ill patients. Although
he nurses’ expertise, technical skills and medical
quipment are perceived as important by patients,
s they are part of necessary life saving interven-
ions, caring behaviour, relieving the patient of fear
nd worries, may help them to concentrate on their
ecovery, and is regarded as most valuable. Nurses
hould be aware that patients sometimes perceive
hat increased attention to technical equipment
ecreases the patients’ trust. Careful and ade-
uate information to patients is an important factor
o improve the patient—nurse relationship. The
mportance of these findings for clinical practice
ay be, that being aware of this, we can improve

he quality of care in the ICU.
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ingrepen en onderzoeken: Stand van zaken. Interne Doc-
umentatie Vakgroep Verplegingswetenschap;1996:Utrecht
(Dutch).

Hafsteindottir TB. Patient’s experiences of communication dur-
ing the respirator treatment period. Intensive Crit Care Nurs

1996;12:261—71.

Hall DS. Interactions between nurses and patients on ventilators.
Am J Crit Care 1996;5:293—7.

Happ MB. Interpretation of nonvocal behavior and the meaning
of voicelessness in critical care. Soc Sci Med 2000;5:1247—55.

S

S

J.G.M. Hofhuis et al.

olland C, Cason CL, Prater LR. Patients’ recollections of critical
care. Dimens Crit Care Nurs 1997;16:132—41.

yckner RH. Some guidelines for the phenomenological analysis
of interview data. Human Stud 1985;8:279—83.

ablonski RS. The experience of being mechanically ventilated.
Qual Health Res 1994;4:186—7.

ohnson JE. Effects of structuring patients’ expectations on
their reactions to threatening events. Nurs Res 1972;21:499—
504.

ones C, Griffiths RD, Humphris G, Skirrow PM. Memory, delu-
sions, and the development of acute posttraumatic stress
disorder-related symptoms after intensive care. Crit Care
Med 2001;29:573—80.

ing IM. A theory for nursing: systems, concepts, process. New
York: John Wiley & Sons; 1981.

aitinen H. Patients’ experience of confusion in the intensive
care unit following cardiac surgery. Intensive Crit Care Nurs
1996;12:79—83.

incoln YS, Guba EG. Naturalistic inquiry. Newbury Park: Sage;
1985.

of L, Berggren L, Ahlstrom G. Severely ill ICU patients recall of
factual events and unreal experiences of hospital admission
and ICU stay — 3 and 12 months after discharge. Intensive
Crit Care Nurs 2006;22:154—66.

addox M, Dunn SV, Pretty LE. Psychosocial recovery follow-
ing ICU: experiences and influences upon discharge to the
community. Intensive Crit Care Nurse 2001;17:6—15.

agnus VS, Turkington L. Communication interaction in
ICU—patient and staff experiences and perceptions. Intensive
Crit Care Nurs 2006;22:167—80.

aso I. Kwalitatief onderzoek (Dutch) Qualitative Research
(English). Amsterdam: Boom Meppel; 1989.

cCabe C. Nurse-patient communication: an exploration of
patients’ experiences. J Clin Nurs 2004;13:41—9.

cKinley S, Nagy S, Stein-Parbury J, Bramwell M, Hudson J. Vul-
nerability and security in seriously ill patients in intensive
care. Intensive Crit Care Nurs 2002;18:27—36.

orse JM. Qualitative Nursing Research. In: Morse JM, editor.
Qualitative nursing research a contempory dialogue. London:
Sage publications; 1991.

orse JM. Comforting: enabling, enduring and facilitating suf-
fering. Edinburgh: Champion Press Limited; 1996.

orse JM, O’Brien B. Preserving self: from victim, to patient, to
disabled person. J Adv Nurs 1995;21:886—96.

attison N. Psychological implications of admission to critical
care. Br J Nurs 2005;14:708—14.

oberts BL, Rickard CM, Rajbhandari D, Reynolds P. Patients’
dreams in ICU: recall at two years post discharge and
comparison to delirium status during ICU admission. A mul-
ticentre cohort study. Intensive Crit Care Nurs 2006;22:
264—73.

oberts BL, Rickard CM, Rajbhandari D, Reynolds P. Factual
memories of ICU: recall at two years post-discharge and
comparison with delirium status during ICU admission — a
multicentre cohort study. J Clin Nurs 2007;16:1669—77.

undell S. A study of nurse—patient interaction in a high depen-
dency unit. Intensive Care Nurs 1991;7:171—8.

ussell S. An exploratory study of patients’ perceptions, mem-
ories and experiences of an intensive care unit. J Adv Nurs
1999;29:783—91.

tanton DJ. The psychological impact of intensive therapy: the
role of nurses. Intensive Care Nurs 1991;7:230—5.
tein-Parbury J, McKinley S. Patients’ experiences of being in an
intensive care unit: a select literature review. Am J Crit Care
2000;9:20—7.

wanson KM. Providing care in the NICU: sometimes an act of
love. Adv Nurs Sci 1990;13:60—3.



T

W

Wojnicki-Johansson G. Communication between nurse and
Experiences of patients in the ICU

urner JS, Briggs SJ, Springhorn HE, Potgieter PD. Patients’ rec-

ollection of intensive care unit experience. Crit Care Med
1990;18:966—8.

ahlin I, Ek AC, Idvall E. Patient empowerment in inten-
sive care — an interview study. Intensive Crit Care Nurs
2006;22:370—437.

Available online at www.
313
patient during ventilator treatment: patient reports
and RN evaluations. Intensive Crit Care Nurs 2001;17:
29—39.

sciencedirect.com


	Experiences of critically ill patients in the ICU
	Introduction
	Patients and methods
	Phase 1: Qualitative approach
	Phase 2: Quantitative approach

	Findings
	Phase 1: Qualitative approach

	Providing the seriously ill patient with information and explanation
	Placing the patient in a central position
	Personal approach by the nurse
	Results
	Phase 2: Quantitative approach

	Discussion
	Providing the seriously ill patient with information and explanation
	Placing the patient in a central position
	Personal approach by the nurse
	Hallucinations, noise, sleeping problem, psychological problems

	Limitations
	Conclusions
	Competing interest
	Acknowledgements
	References


