ABSTRACT

This study was designed to outline the issues
in the care of ventilator patients that represent
serious communication problems. The purpose of the
study was to determine the nature of communication
between the patient and the nurse during the mechanical
ventilation process. Duldt's theory of Humanistic
Nursing Communication served as the theoretical framework
for this study.

Using questionnaire rating scales, 15 ventilator
patients and 15 nurses who had cared for those patients
indicated their perceptions of the ventilator care
situation. Particular attention was given to factors
which may represent dehumanizing communication.

The study evidenced support for Duldt's theory of
Humanistic Nursing Communication. The perceptions of
patients and nurses differed significantly concerning .
problematic aspects of the ventilator care situation.
These results have implications for future research
dealing with dehumanizing patterns of communication in

critical care settings.
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CHAPTER I

DEVELOPMENT OF PROBLEM

Introduction

There are several psychological stressors commonly
encountered by many critically ill patients. Foremost,
is the threat to life. The perceived closeness of death,
accompanied by strong emotional reactions can be an extremely
stressful experience for the patient. Pain, physical
discomfort, and changes in self-image and future plans are
also common stressors for the critically ill. The hospitalized
patient experiences additional difficulties such as the
need to adjust to the unfamiliar and often confusing hospital
environment and separation from family and friends (Cohen
and Lazarus, 1979). Patients with chronic respiratory ail-
ments, or victims of severe respiratory difficulties,
are subjected to an additional stressor. These patients
are often placed on mechanical ventilators. One result
of mechanical ventilation is the inability to speak. Due
to trauma and/or medication, some patients are also unable
to write. This resulting inability to communicate with the
staff and with visiting family and friends is widely recog-
nized as a major problem for ventilator patients (Castillo
and Egan, 1974; Hudelson, 1977; Lawless, 1975; Martz, Joiner,

and Shepherd, 1979).



Generally, patients experience a sense of loss of
control when placed in the hospital (Taylor, 1979). The
inability of ventilator patients to communicate may further
adversely affect the patient's sense of control over the
environment, leading to feelings of helplessness and despair.
The inability to communicate effectively may also trigger
negative emotional reactions such as fear, frustration, and
anger. Such extreme emotional reactions can negatively
affect the course of the illness (Riggio, Singer, Hartman
and Sneider, 1982, p. 364).

There is a large body of literature that attests to
the importance of establishing effective lines of communica-
tion between patients and health care workers (Wlody, 1984;
Riggio, et al, 1982; DiMatteo, 1979; Francis, Korsch, and
Morris, 1969; Korsch, Gozzi, and Francis, 1968; Wilson and
Bloom, 1972). 1In ventilator care, establishing good staff-
patient rapport can be made more difficult by the patient's
inability to communicate. In addition, interaction between
patients and families may also be hampered by the patient's
inability to speak.

Communication problems between hospital inpatients
and staff have received considerable attention in the 1lit-
erature; however, little information can be found on commun-
ication difficulties of ventilator patients in intensive
care units. Borsig and Steinaker from West Germany clearly

address the problem as they write:



"One can scarcely imagine the fear and uncertainty

which often arise, not only in the patient who

is not understood, but also in the person caring

for him who cannot understand him ... Even

nurses and doctors who have worked in such a

unit for a long time and have treated and

cared for many patients, continually face the

difficulty of being unable to understand or

interpret correctly what the patient is trying

to say" (Borsig and Steinacker, 1982).

Unfortunately, there appears to be a tendency for
staff to interact in a dehumanizing manner in the health-
care system (Patterson and Zderad, 1976, p. 113). Patients
frequently describe their experiences on the ventilator as
unpleasant. Perhaps the greatest challenge in caring for
the mechanically ventilated patient is to help him feel
whole and unigque, despite attachment to a machine. In a
busy intensive care unit, a nurse can easily fall into the
dehumanizing trap of nursing the machine and not the patient.

The first step in treating the patient as a unigque human
being is to establish a humanistic mode of communication.
The heart of humanistic communication is how an individual
is valued and treated. It is through humanistic communicaticn
that the nurse can develop increésed sensitivity and under-
standing to the problem and develop a better means of

communicating with the ventilator patient.



"To humanize means to build relations and to make
contact between people; to dehumanize is to break down
interrelationships and lose contact between people'" (Duldt,
Giffin and Patton, 1984, p. 3). To be humanistic means to
be aware of the uniqueness of each individual; to be
dehumanizing is to ignore these characteristics (Duldt

and Giffin, 1985, p. 251).

Purpose and Research Question

The purpose of this study was to determine the nature
of communication between the nurse and the patient during
the mechanical ventilation process. The research gquestion
for this study was thus, "Is there a relationship between
the perceived communication efforts of both the nurse and

the patient during the mechanical ventilation process?"

Theoretical Basis

Duldt's humanistic nursing communication theory has
interdependent and reciprocal relationship statements. This
study is designed to test the following relationship state-
ments:

1. "The degree to which one receives humanizing

communication from others, to that degree
one will feel recognized and accepted as
a human being.

a. While applying the nursing process,

the degree to which a nurse is able

-



to use humanizing communication, to
that degree will the client, peer,

or colleague tend to feel recognized
and accepted as a human being" (Duldt
and Giffin, 1985, p. 248).

One of the assumptions of this theory is that "the
goal of the humanistic nurse is to break the communication
cycle of dehumanizing attitudes and interaction patterns,
replacing these with attitudes and patterns that humanize"
(Duldt and Giffin, 1985, p. 251). This theory stresses the
importance of conveying personalized concern for the patient
such that the patient in return will feel unique and valuable.
Emphasis of this theory is placed upon the communication
process itself. The essence of the individual can be more
clearly represented through use of humanistic nursing
communication.

Effective communication is maintained when nurses are
comfortable with their own styles of communicating while
respecting the needs of the patients. Nurses demonstrate their
concern for patients with verbal messages, with nonverbal
messages (such as facial expression or touch), and by their
thoughtful behaviors (such as massages or frequent visits).
Generally, whatever the communication content or style of the
individual nurse, most patients are able to perceive the inter-

personal intent of the message and respond in a meaningful manner.



Duldt's theory contends that the patient's perceived
humanistic communication will tend to become equal to the
nurse's humanistic communication.

Consideration of the patient who does not develop some
rudimentary communication technique during hospitalization
is explained by Duldt as she writes, "Alienation is created
when one person decides it is useless to continue trying to
communicate with another and therefore refuses to interact"
(Duldt, 1981, p. 641). Paraphrasing Patton and Giffin,
Duldt continues,

"'Please validate me' 1is covertly conveyed as

soon as any communication is initiated. The

recipient can: a) agree and covertly convey

validity and worth to the person and his idea;

b) disagree with the idea, but yet covertly convey

validity and worth to the person; or c) deny

existence of the communicative act, thus

covertly denying validity and worth to

both the individual and his idea" (Patton

and Giffin, 1980, p. 144).

When the nurse denies existence of the communicative action
or when communication attempts fail, patients may use anger
to communicate with the staff. The angry, hostile patient
often precipitates withdrawal of nursing and medical personnel

from the patient's environment, increasing the communication



void and enhancing patient and nurse frustration. It is

through use of humanistic nursing communication that this

chain is broken (Duldt, 1982, p. 170).

Assumptions
@

Ventilator patients and nurses caring for those

patients have communication difficulties.

Patients perceive mechanical ventilation as a

stressful event.

Information given by éubjects reflected their

true feelings.

Limitations

Data collected for this study was obtained from

one

The

The

and

large teaching hospital.
time span for data collection was limited.
sample size was limited to fifteen patients

fifteen nurses.



CHAPTER II

LITERATURE REVIEW

Communication, particularly verbal expression, is
seriously impaired for patients who require mechanical ven-
tilation. Patients are limited in their capacity to meaning-
fully interact with their environment because they are unable
to ask gquestions, make requests, or verbalize feelings.

Often patients who are unable to verbally express themselves
are viewed as unresponsive to their surroundings; as a
result, the patient is not involved in his or her own plan
of care (Belitz, 1983, o. 42).

The communication impairments can cause patients to
feel powerless to maintain control over themselves or to
influence their world. Patients can withdraw from the
significant people in their environment because of their
frustration, sense of powerlessness, and sense of unimportance.
Many patients feel inadequate and alone; however, they must
remain dependent on others to satisfy their basic needs
(Belitz, 1983, p. 43).

According to Levine (1981), communication in a
hospital environment primarily deals with accomplishing
tasks and adjusting social-emotional issues. It is an art
whose skillful practice is essential to maintaining a

wholesome therapeutic environment (p. 218).



There is a large body of literature that attests to
the importance of establishing effective lines of communica-
tion between patients and health care workers (DeMatteo,
1979; Francis, Korsch and Bloom, 1972; Korsch, Gozzi and
Francis, 1968; Riggio, et al, 1982; Wilson and Bloom, 1972;
Wlody, 1984). In ventilator care, establishing good staff-
patient rapport can be made more difficult by the patient's
inability to communicate.

Riggio, et al, 1982, investigated several psychological
issues in the situation of the patient on continuous
mechanical ventilation. A multi-faceted approach was
utilized by direct observation of patients on ventilators,
interviews with ventilator patients, their families, and the
respiratory care staff, and self-ratings of all three
groups (patients, relatives, and hospital staff) on various
aspects of the ventilator-care situation. The most critical
issues cited from this study were problems in communication,
patient's disorientation and loss of memory, emotionality,
pain and discomfort, and hospital services (e.g., treatment
of patients by staff) (p. 365).

Lawless (1975) surveyed patients and nurses in an
intensive care unit (ICU) using two non-standardized question-
naires. She found patients' needs in the ICU as relating
to communication, pain medication, air, suctioning, and
temperature control (p. 2151). She identified three

methods of communication: 1) pad and pen, or Magic
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Slate board; 2) hand signals or sign language; and 3)
visual aids such as pointing to letters on an alphabet.
She identified forming words as if whispering as the most
common way to communicate, and the most easily understood
by others (p. 2152).

Bothamly (1975) and Gardiner (1978) studied the need
for communication with the ventilator patient. Gardiner
(1978) emphasized that the fear in these patients is very
real and that no two patients will react in the same way due
to culture, previous experience, race, and philosoohy of
life. She also noted that highly anxious and critically
ill patients require repetition of explanations (p. 8).
Baxter (1975) stressed that nurses dealing with ventilator
patients need to learn to carry out one-sided conversations
(p. 22). Gardiner (1978) advocated the presence of families
as a comfort which reassures the patient who may feel socially
isolated in a strange environment and unable to talk (p. 105).

Numerous articles have been written to describe the
technical aspects in the care of patients with ventilators
(Albanese and Riley, 1980; Kirilloff and Maszkiewicz, 1979;
Moir, 1978; Sandham and Reid, 1977; Sitzman, 1972; Trout
and Shapiro, 1974; and Tyler, 1973). However, only two
research articles relate to the concerns or interpersonal
needs of the ventilator patient.

Riddle (1979) ascertained the needs of the temporarily

aphonic client and methods by which these needs are
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communicated. She submitted a questionnaire to nurses in
the ICU. Needs were described as easily communicated,
difficult to communicate, or extremely difficult to commun-
icate. She accepted the hypothesis that "Nurses will report
more difficulty in understanding the methods used by

clients to communicate their psychosocial needs than those
methods used by clients to communicate their physical needs"”
(p. 36). ©She found the following methods used by patients
to communicate their needs: gestures, pointing, writing,
mouthing words, changing behaviors, facial expressions,
forming letters or words in the palm of a hand, restless-
ness, respiratory difficulty, and attempting to perform
beyond ability (p. 36). She stressed the need to maximize
the use of nonverbal communication with the temporarily
aphonic patient. She noted that nurses also need to document
the needs of the intubated patient and how they may be met
(p. 37).

Biggerstaff (1978) interviewed patients using a gquestion-

‘naire guide consisting of 12 statements. Subjects responded
to each item according to degree of concern. Biggerstaff
(1978) analyzed responses to the 12 concerns using a Likert-
type scale. Her findings identified the most important
concerns as the inability to communicate and discomfort from
the tube (p. 28). The least important concerns related to

ability to breathe and to body image (p. 28).
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Belitz, 1983, documented that communication problems
can cause ventilator patients to feel powerless to maintain
control over themselves or to influence their world. Patients
can withdraw from the significant people in their environ-
ment because of their frustration, sense of powerlessness,
and sense of unimportance. Many patients feel inadequate
and alone; however, they must remain dependent on others to
satisfy their basic needs (p. 43). Belitz recommends that
nurses treat each vatient as "an individual with a multi-
dimensional personality who has the ability to think and
feel and the need to meaningfully interact with the environ-
ment" (p. 44).

Contemporary research has brought about a new mode of
communicating with ventilator patients. The computer 1is
widely described in the rehabilitation and speech therapy
literature (Downing and Tully, 1979; Morasso, Penso, Suetta
and Tagliasco, 1979; and Pierson, 1982). Because of their
size or specificity to a certain population many computers
are practical for the ventilator patient. A wide range
of thoughts and feelings can be communicated on the computer.
However, several variables help determine the patient's
ability to communicate through use of the computer: physical
strength, mental alertness, motivation and staff involvement
(Cronin and Carrizosa, 1984).

The previous literature review has indicated that the

inability to effectively communicate is a strong source of
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stress for both patients re@uiring mechanical ventilation

and the nursing staff caring for these patients. The
literature has shown that ineffective communication may
produce negative emotional reactions such as fear, frustration
and anger. Such extreme emotional reactions have been
documented to adversely affect the course of the illness.
Perhaps the greatest challenge for nursing staff caring

for the ventilator patient is the establishment of an

effective and humanistic mode of communication.



CHAPTER IIT

METHODOLOGY

Introduction

Duldt's humanistic nursing communication theory and
studies of communicating with ventilator patients were
- discussed and examined in previous chapters. The influence
of several factors was seen to determine the communication
efforts of both the patient and the nurse. The literature
review yielded insight into the problem of ineffective

communication.

Setting

The study dealt with subjects obtained from five
critical care units at a large teaching hospital in eastern
North Carolina. The units included a ten-bed coronary
care unit, a ten-bed medical care unit, a ten-bed neurosurgical
care unit, a ten-bed surgical care unit and a five-bed
unit for cardiac surgery patients. Registered nurses
staffed all the units in a 1:2 or 1l:3 nurse-patient ratio.
These different units provided a large accessible population

of patients requiring mechanical ventilation.

Subjects

Fifteen patients and the fifteen nurses caring for
those patients were selected from the critical care units.

Each patient met the following criteria:
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1. Adults, ages 18-75.
2. 2-7 days after mechanical ventilation
had been discontinued.

3. Conscious and rational, able to understand

and respond to the questionnaire.

4. Not in acute distress at the time of the

interview.

Those patients unable to hear, or speak, or who had
a previous diagnosis of mental retardation, brain damage,
head injury, or cerebral edema were excluded.

Each of the nurses used in the study met the following
criteria:

1. Practicing in a critical care setting for

more than three months or less than four years.
2. Had recently cared for the patient chosen

for this study during the time the patient

was receiving mechanical ventilation.

The demographic factors of sex, education, marital
status, race and religion were not considered in the
selection of participants for inclusion in this study.

All participants were screened by the investigator,
with consultation from the hospital staff, for identification
of clients who met the criteria for inclusion in the study.
Data contained in the medical records, particularly psycho-
logical/neurological evaluations for orientation and

alertness, were also used for this determination.



16

Procedures

The general hospital's suggested protocol for submitting
research projects to the institutional review board was
followed. Meetings were arranged with the Vice-President
of Nursing Services, Critical Care Administrator and Head
Nurses to explain the study and request authorization to use
the various units within their agency for research. A
formal proposal of the study was submitted to the Institutional
Review Committee and the investigator personally explained
the proposal to the committee. The committee voted approval
on March 3, 1986 (Appendix A). Meetings were then arranged
with the Nursing Administrators and the study details were
explained. The Head Nurses informed the nursing staff
that approval had been granted for this study.

A formal proposal, consent forms, a copy of the
questionnaires and a brief abstract of the study were
submitted to the Policy and Review Committee on Human Research
at East Carolina University. This committee granted per-

mission for the study on February 12, 1986 (Appendix B).

Human Rights

The researcher approached each eligible subject to
verbally explain the study and to reguest participation
(Appendix C). A consent to participate was requested prior

to each interview. The consent assured each subject's
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right to anonymity, confidentiality and adequate explanation
(Appendices D and E) .

The questionnaires were numerically coded for tabulation.
Each participating critical care unit received a summarized
report of this study in June of 1986.

All participants were advised that there were no right
Oor wrong answers in answering the questionnaires. The
questionnaires were administered and responses recorded by
the investigator for all subjects in order to keep conditions
the same for all subjects. The subjects were interviewed
in a quiet room, without anyone present except the inves-
tigator in order to assure confidentiality.

Upon completion of the interviews the researcher
expressed verbal appreciation to each participant. A note
of appreciation was sent to Nursing Administrators, Head
Nurses, and each individual critical care unit for their

cooperation and assistance with the study.

Instruments

Each instrument packet used to collect data for the
study contained two gquestionnaires, one for the patient
(Appendix F) and one for the nurse who had cared for that
patient (Appendix G). Demographic data such as age and
illness was recorded on the patient questionnaire. The
age of the nurse and the length of time the nurse had been

practicing in critical care was included on the nurse
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questionnaire. The tools consisted of fifteen statements
aimed at identifying major concerns of the patient and the
nurse during the mechanical ventilation process.

The questionnaires were administered to a random sample
of patients and nurses who met the criteria for inclusion.
This pilot study served to identify problems with the
questionnaires which were addressed before the actual data

collection began.



CHAPTER IV

FINDINGS

The Sample

Thirty subjects provided data for this study. The
sample consisted of fifteen patients and fifteen nurses
who had cared for those patients. The patient age range
was 33-74 years with a median age of 54. The nurse age
range was 20-43 with a median age of 23.6 (See Table 1).

Length of time on the ventilator ranged from 1-14
days with a median of 2.75. Six (40%) subjects were on the
ventilator for less than two days. Two (13%) subjects
required mechanical ventilation for 10-14 days.

Four (27%) subjects required mechanical ventilation
following thoracic surgery, four (27%) others due to
chronic obstructive pulmonary disease (COPD) and three
(20%) subjects required ventilation after abdominal surgery.
One subject had developed éepsis prior to discharge and was
placed on mechanical ventilation. The remainder of the
subjects (20%) were receiving ventilation due to respiratory
arrest/failure.

The range for length of time as a registered nurse
(RN) in critical care was 3 months-4 years with a median
of 1.7. Six (40%) subjects had practiced in a critical care

setting for 1-2 years.



TABLE 1

Data of the Total Subject Group

20

Patients Nurses
> o > o
0 o] 0 ©
o P a ¥
o g =) 0 g =
3 O « 3 0 ks
A A
a & 2 S
Age: Age:
33-39 years 1 7 20-23 years 3 20
40-46 years 2 13 24-27 years 5 33
47-53 years 3 20 28-31 years 3 20
54-60 years 3 20 32-35 years 2 13
61-67 years 4 26 36-39 years 1 7
68-74 years 2 13 40-43 years 1 7
54 years 23.6 years
Length of Time on Length of Time as an RN
Ventilator: in Critical Care:
1-2 days 6 40 3-6 months 1 7
3-4 days 2 13 7-12 months 4 26
5-7 days 3 20 1-2 years 6 40
7-10 days 2. 13 2-3 years 3 20
10-14 days 2 13 3-4 years 1L ¥ ’
2.75 days 1.7 years

Reasons for Mechanical

Ventilation:

Thoracic
Surgery
Abdominal
Surgery
Respiratory
Arrest
Respiratory
Failure
Chronic
Obstructive
Pulmonary
Disease
Sepsis

o

27

20

- 13

~N N

Length of Time as
Practicing RN:

3-6 months 1 7
7-11 months 1 7
12-23 months 3 20
2-3 years 4 26
4-5 years 1 7
6-9 years 2 13
10-13 years 2 13
13-16 years 1 7

23.8 months
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The range for length of time as a practicing RN
was 3 months-16 years with a median of 23.8 months or
approximately two years. Four (26%) subjects had
practiced as an RN for 2-3 years. One subject had been

a practicing RN for fourteen years.

Presentation of Data

A Likert-type scale was used to examine data to rate
the perceptions of the patients and the nurses. The inves-
tigator assigned a numerical value to each of the seven
possible ratings: -3 = "strongly disagree," +3 =
"strongly agree" and 0 was assigned a neutral value (See
Appendices F and G). Assigned values were then subtracted
(nurse score - patient score) for each of the fifteen items
included on the questionnaires. Table 2 shows the median
score for both the patient and the nurse on each of the
fifteen items. Nonparametric sign testing was used to
analyze the data from the matched pair (nurse-patient)
design. Significance was demonstrated at p4 .05 (Schefler,

Table 2 evidences that item 7, ignoring the patient
while looking after the equipment, shows the most signifi-
cance (.003). Item 9, remembering minor details in care
without prompting, shows significance at .006. Item 2,
sufficient time to respond to questions, shows a minimum
significance of .057. Item 4, sensitivity of feelings,

needs and fears shows a minimum significance of .057.

1984) .



TABLE 2

Questionnaire Scoring and Significance

Level of Nurse - Patient Pairs

10.

11,

12.

13

14.

15.

22

Issues/Questions Median Scores Sign Test
Nurse Patient

Offered an appropriate
means of communication 1.25 1.69 1.00
Sufficient time to
respond to questions 2.00 1.00 0.057
Burden to the staff 1.72 0.75 0.059
Sensitivity of feelings,
needs and fears 1.43 0.80 0.057
Encouragement of self-
care activities 1.60 1.13 0.065
Treated as a special
and unique being 1.58 100 0.270
Ignoring patient while
looking after equipment -2.38 —-1.33 0.003
Comfortable while revealing
awkward and embarrassing
needs 1.40 0.80 0.15
Remembered minor details
of care without prompting =1.0 1.67 0.006
Surprise concerning
choices in care 1.38 1.69 0.77
Acceptance of anxieties
and fears 2.38 1.66 0.09
Choice regarding own care 1.72 1.66 0.77
Effective communication 1.33 1.57 1.00
Feelings of helplessness 1.75 1.20 0.42
Problems with memory and
awareness -1.0 0.80 0.09

£

* ps .05 + p<.06
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Item 3, perception as a burden to the staff, shows sig-
nificance at .059. The least significant items of the
questionnaire were 1, offered an appropriate means of
communications, and 13, effective lines of communications.

Both of these items were found to be of no significance

at 1.0.



CHAPTER V

SUMMARY

Discussion

This study was designed to test the following rela-
tionship statem@nts from Duldt's humanistic nursing
communication theory:

1. "The degree to which one receives humanizing

communication from others, to that degree

one will feel recognized and accepted as a

human being.

a. While applying the nursing process, the
degree to which a nurse is able to use
humanizing communication to that degree
will the client, peer or colleague tend
to feel recognized and accepted as a
human being" (Duldt and Giffin, 1985,
p. 248).

The research question for this study was, "Is there a
relationship between the perceived communication efforts of
both the nurse and the patient during the mechanical ventila-
tion process?" According to the study data, there were
significant statistical relationships between the perceptions
of the patients and the nurses.

Result; indicate support for Duldt's humanistic

communication theory. The most significant relationship
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was Item 7, ignoring the patient while looking after the
equipment. Five items showed large relationships between

the two designated groups. According to Table 2, all fifteen
of the items had specific relationships as evidenced by

the differences in the median scores.

There were significant differences in how patients and
nurses responded to the 15-item questionnaires. The patients
tended to make more extreme responses, marking toward one
end of the scale or the other; the nurses made more use
of the entire length of the scale. Consequently, responses
were analyzed using a nonparametrical statistical technique,
sign testing (Schefler, 1984).

The significant discrepancy in patients' perceptions
of the ventilator-care situation and the nurses' perceptions
of the same situation is puzzling. Perhaps the nurses,
when rating aspects of care, are more prone to remember the
worst cases--culminating in ratings that indicated that many
issues presented serious problems for patients. On the other
hand, patients may undergo a process of denial, so they do
not remember many of the negative aspects of their care.

Initial interviews and previous research led this
investigator to believe that problems in communicating would
have important significance in the care of the patient
requiring mechanical ventilation. The responses of the

ventilator patients and the nurses caring for these patients
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did not indicate the previous assumption. Moreover, this
did not appear to be simply a response bias, i.e., certain
patients were not inclined to see every issue as being
problematic or non-problematic. Patients who did not report
having communication difficulties often reported pr®tblems

in areas such as emotionality, feelings of anxiety, fear

and discomfort.

Nurses perceived patients as having significantly
more problems with feelings of helplessness and discomfort
while revealing awkward and embarrassing needs than did the
patients. In addition, the nurses perceived patients as
experiencing fewer problems with memory and awareness than
the patients themselves reported. There were no significant
differences in the perceptions of the nurses and patients
concerning communication, self-care activities and choices
regarding care.

This study was designed primarily to outline the issues
in the care of ventilator patients that represent potentially
serious communication barriers. A significant proportion of
nurses reported that they allowed the patient sufficient time
to respond to their questions concerning comfort, positioning
and suctioning. The patients reported that they were not
allowed sufficient time to respond to those questions.
However, contrary to expectations, the majority.of patients
reported little concern with being offered a means of

communication, such as a pen and pad.
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Criticism of hospital care was mentioned in initial
interviews with patients and by some staff. This finding
was not confirmed by this study. Perhaps these findings
were based, in part, on the ages of the ventilator patients
and the seriousness of their illness. In addition, since
previous ventilator patients had survived the intensive
care situation, they may have been hesitant to criticize
the quality of nursing care. Nurses were significantly
more critical of the guality of care given than were the
patients. Unfamiliarity with the intensive care environment
may also have contributed to the patients' positive ratings
of care (i.e., they had nothing with which to compare it).

Perhaps the most striking finding was the differing
perceptions of the patient and nurse regarding ignoring
the patient while looking after the equipment (Item 7 - Table 2).
This is an extremely dehumanizing pattern which Duldt addresses
as she writes, "The nurse views the patient as a problem
or a disease entity which requires her attention. She is a
closed role-playing individual (Duldt, 1984, p. 263). Nurses
who work in critical care may feel surrounded by death and
illness and succumb to depression and the helpless/hopeless
attitude (Newlin, 1978). It is important for critical care
nurses to be able to withdraw from a stressful situation.
When withdrawal is unavailable or delayed, nurses sometimes

respond by presenting a composed and unemotional facade
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to their patients. The patient, in turn, interprets this
as an uncaring attitude. Weisman, 1981, noted that any
nurse who has sustained a relationship with a patient
implicitly promises to fulfill or contribute something to
good management and care. If a patient expects something
of a nurse, then she expects something in exchange.

Item 9 of the questionnaire, remembering minor details
of care without prompting, evidenced a significant difference
in scoring. The nurses felt that they attended to details
of care without the patient having to remind them. The
patients perceived the opposite. Perhaps this discrepancy
is related to the communication act itself. Newlin (1978)
noted that patients are sometimes reluctant to seek assistance
from physicians, but will feel more comfortable asking the
nurse for assistance. Critical care nurses must be experienced
at handling unique machines, coordinating the care of their
patients and must interact with other health professionals
to develop plans of care for their patients. Nurses working
with the terminally ill in the intensive care unit are
especially vulnerable to dehumanizing patterns. It is clear
to see how the patients' needs might be briefly forgotten
by the nurse in a busy intensive care unit.

Item 2, sufficient time to respond to questions concerning
comfort, positioning and suctioning, showed minimum signifi-

cance of p £.06. The patients felt that they were not
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given ample time to communicate their needs. The nurses
felt that they allowed adequate time for the patient to
respond to their questions. This can be explained, in part,
by the nurse's reactions to the stressful environment of
critical care. She must make quick decisions about her
interventions and thus might expect the same rapid response
from her patients.

Demonstration of sensitivity to the needs, feelings
and fears of the ventilator patient was another item which
showed a minimum significance level. The nurses tended to
mark more extreme responses agreeing that they were, indeed,
sensitive to the patient. However, the patients marked
more neutral responses to this guestion indicating that
they were not in agreement with the nurses. Once again,
the issue of dehumanizing patterns arises. Also, patient
expectations are not always in congruence with nurse expec-
tations.

Item 3, the perception of the patient as a burden,
scored minimum significance. The nurses showed agreement
that caring for the ventilator patient is burdensome. The
patients disagreed that they were perceived as a burden
to the nurse. This finding indicates that the critical
care nurses were congizant of the demanding role of the
patient receiving mechanical ventilation. Even though

the nurses consider the ventilator patient to be a burden,



30

the patienté' response indicates that this pefception was
not transferred back to the patient.

Item 1, offered an appropriate means of communication
and item 13, effective communication, showed very little
difference with relation to the nurse and patient scoring.
This finding illustrates that both patients and nurses
perceived the offering of a means to communicate and the
overall communication act itself to be satisfactory.

The issues of choice regarding own care, item 12, and
encouragement of self-care activities, item 5, evidence little
difference in scoring. This finding demonstrates humanistic
communication. The dehumanizing aspect of this interaction
could have been that the nurses ordered, issued and expected
compliance from the patients. Instead, both patients and
nurses agreed that an atmosphere of dialogue was created
and appropriate choices were offered to the patients.

Item 10, surprise concerning choices in care, showed
that patients and their nurses were surprised to find
that, despite attachment to machine, choices regarding care
could be made by the patient. Critical care nurses may
concentrate so intently on their tasks and procedures of
caring for the patient's body that one may experience some
degree of surprise when the patient speaks, turns over,

or initiates an independent action (Duldt, 1984, p. 264).
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Problems with memory and awareness, item 15, demonstrates
that there were slight differences in perceptions. The
patient median score was higher than the nurse median score.
In essence, patients stated that they had more problems
with memory and awareness than the nurses actually perceived.
Perhaps the nurses, when rating aspects of memory and aware-
ness, are more prone to believe their patients are alert.

On the other hand, patients may undergo a process of denial,
so they do not remember all aspects of their hospitalization.
The interviews for this study indicated that patients

tended not to remember details of their experiences while

on mechanical ventilation.

Item 14, feelings of helplessness, and item 11,
acceptance of fears and anxieties, evidenced that the
nurses perceived a slightly higher degree of helplessness
in their patients but accepted the fears and anxieties
associated with mechanical ventilation. Often times patients
are socialized into a submissive manipulative role with
limited acceptance of feelings and needs in a closed
communicative system (Duldt, 1984, p. 264). This investi-
gator did not find this to be true.

Item 6, treated as a special and unique being,
demonstrates that the nurses perceived their interactions
with the patients as caring. Treating a person as an

individual involves the deliberate use of humanizing
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communication attitudes and patterns of communication. "In
humanistic nursing, the nurse gives of personal and professional
strengths and resources to help the client struggle and

strive to survive illness (or to die, to let go), to

heal, and hopefully, to achieve wellness of body and spirit.

And this caring is reciprocal" (Duldt, 1984, p. 268).

The patients agreed that, indeed, their nurses did treat

them as special and unique beings.

Implications for Nursing

The data obtained from the questionnaires exhibit the
following implications:

1. Further research should incorporate health specific
attitudes, beliefs and practices into tools which are
developed to measure humanistic communication between patients
and nurses.

2. The nurse might study further the relationship
and perceptions between patients, nurses, physicians and
other health care professionals during the mechanical
ventilation process.

3. Discussion and teaching about the communication
barriers imposed by the mechanical ventilator should be
presented to the patient prior to placementwon the ventilator.

These implications are pertinent based upon the review

of the literature and the study results. Therefore, in

order for the nurse to conduct meaningful research that will
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advance the theory and practice of humanistic communication,

these implications should be explored.

Limitations of the Study

In this study a sample of convenience consisting of
ventilator patients and their nurses was used. Therefore,
the results of this study apply only to the subjects in the
study. If more broad generalizations about the differing
perceptions between patients and nurses are to be considered,
it would be necessary to replicate this study using a larger
sample in other nursing settings.

In addition, the instruments used to collect data had
not been previously used in the clinical setting and the
population norms are unknown. The instruments need further
development for validity and reliability.

The nature of the patients' illnesses placed several
restrictions on the method used to collect data. The
interpretation of the data must be done very cautiously.

An inability to privately read and record their own
responses anonymously may have resulted in the patients
and nurses answering in a socially desired manner rather
than of their true opinion. Further, variability in the
patient's physical condition, such as amount of fatigue,
may have resulted in response variations unrelated to the

patient's actual opinion.
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Lastly, it must be noted that related conditions which
might impact the patient's response were not controlled.
Among these factors would be the number and severity of
existing chronic conditions, prior experiences with
hospitalizations and level of functioning following the

removal of mechanical ventilation.

Recommendations

The guestionnaires require examination and revision
prior to use in subsequent studies. The questionnaires
include items of general attitude and belief which mav or
may not transfer to the health specific situation.

Also, the items related to humanistic communication
are not given special emphasis in any way, allowing the
important effect of valuation to be lost in the final total
scoring. These issues should be addressed before further
use of the tools is considered. Once that has been
accomplished, a further study might examine the correlation
of perceptions between patients, nurses, physicians
and respiratory therapists during the mechanical ventilation
process.

Although the instruments used for data collection
in this study need refinement, further research of humanistic
communication using the same concepts should be done using

larger samples in other settings. Further studies micht



35

explore humanistic communication among a patient group other
than ventilator patients. These differences in perceptions
of patients and nurses must be considered in future

research dealing with critical care patients.
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paragraph 3 of 45 CFR 46.101 (b).
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Vice Chairman
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EXPLANATION OF STUDY TO POTENTIAL SUBJECTS

My name 1s Ann Perkins and I am a gracduate student at
East Carolina University. I am doing a research study as a
requirement for my Master's Degree. This research has been
approvea by both my thesis comnmittee and the Human Subjects
Review Committee for East Carolina University. I am studying
some of the factors and issues in the care of ventilator
patients. The data that I am collecting will be used only for
this study. Participation in this study is entirely voluntary
and participants have the right to refuse to answer any or
all questions with no effect on the care that they will receive
while at Pitt County Memorial Hospital. If you agree to
participate, you will be asked a series of questions. I will
assist you in recording your choice. About thirty minutes
will be needed to collect this information. I will schedule
a time with your approval when you are not involved with
therapies. These data will not be used in such a way that you
could be identified as a participant.

I hope you will decide to participate in my study. Thank
you very much for listening. Do you have any questions? If
you have no further questions, are you interested in being

part of this study?
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INFORMED CONSENT
(Patient)

I agree to participate in the study being conducted
by Ann Perkins, a Graduate Student in Nursing at East
Carolina University. I understand that my voluntary
participation will involve responding to questions regarding
my experiences while on the mechanical ventilator. This
will take about thirty minutes. I understand that
this study is in partial fulfillment of the thesis require-
ment toward completion of the Master of Science Degree
in Nursing.

It is herein agreed that responses will not be shared
with anyone. As a participant I will remain anonymous
and my name will not appear on the answer form; the answer
forms will be numerically coded and in no way will my
answers to the questions be linked with my name. While
requested to complete the gquestionnaire in its entirety
for the purposes of validity of this study, I have the
right to refuse to answer any or all of the questions.
I understand that I may withdraw from this study at any
time and that my refusal to participate will have no effect
on the care that I receive from Pitt County Memorial Hospital.

I reserve the right to ask questions about the study,
and if, at any time, I feel that my gquestions have not
been adequately answered by the researcher, I may withdraw
from the study. I understand that there will be no compen-
sation for my voluntary participation in this study. I
may request an explanation of my results in this study
from the researcher after all the questionnaires have

been completed. I have retained a copy of this consent
form.
Date Signature of Patient

Date Investigator
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APPENDIX E

INFORMED CONSENT
(Staff Nurse)

I agree to participate in the study being conducted by
Ann Perkins, a Graduate Student in Nursing at East Carolina
University. I understand that my voluntary participation
will involve responding to questions regarding my experiences
while caring for patients requiring mechanical ventilation.
This will take about thirty minutes. I understand that
this study is in partial fulfillment of the thesis require-
ment toward completion of the Master of Science Degree
in Nursing.

It is herein agreed that responses will not be shared
with anyone. As a participant I am to remain anonymous
and my name will not appear on the answer form; the answer
forms will be numerically coded and in no way will the
answers to the gquestions be linked with my name. While
requested to complete the guestionnaire in its entirety
for the purpose of validity of this study, I have the right
to refuse to answer any or all of the questions. I
understand that my refusal to participate will have no
effect on my employment at Pitt County Memorial Hospital.

I reserve the right to ask questions about the study,
and if, at any time, I feel that my gquestions have not
been adequately answered by the researcher, I may withdraw
from the study. I understand that there will be no com-
pensation for my voluntary participation in this study.

I may request an explanation of the results in this study
from the researcher after all the questionnaires have been
completed. I have retained a copy of this consent form.

Date Signature of Staff Nurse

Date Investigator
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APPENDIX F

PATIENT QUESTIONNAIRE

Patient #

Age

Length of time on the ventilator

Reason or illness that warranted use of mechanical
ventilation

These questions apply to your experiences while on the
mechanical ventilator. Please complete the guestionnaire
in its entirety. For each numbered item below, please
circle your response.

-3 -2 =1 0 +1 +2 +3
Strongly Slightly Slightly Strongly
Disagree Disagree Disagree Neutral Agree Agree Agree
1. I was regularly offered an appropriate means of

communication (i.e. pen and paper or communication
board).
=3 =2 -1 0 +1 +2 +3
2. I was given sufficient time to respond to the nurse's

questions concerning comfort, positioning and suctioning.

-3 -2 =1 0 +1 +2 +3
3. I felt that I was perceived as a burden to the staff.
) -3 -2 -1 0 +1 +2 +3
4. The nurse demonstrated sensitivity of my feelings,

needs and fears.

-3 -2 =] 0 +1 +2 +3

5. The nurse encouraged me to do things for myself.
-3 -2 -1 0 +1 +2 +3

6. I was treated as a unique and special human being.

-3 -2 -1 0 +1 +2 +3
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11.

12.

13l

14.

15.
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I felt ignored while the nurse was in my room looking
after the equipment.

-3 -2 -1 0 +1 +2 +3

I felt comfortable revealing awkward and embarrassing
needs to my nurses.

-3 -2 -1 0 +1 +2 +3

The nurse remembered minor details in my care without
prompting from me.

-3 -2 -1 0 +1 +2 +3

The nurse appeared surprised to see that I could still
make some decisions for myself.

=3 -2 -1 0 +1 +2 +3
The nurse was accepting of my anxieties and fear.
-3 ~2 -1 0 +1 +2 +3
I was given choices concerning my care.

-3 -2 -1 0 +1 +2 +3

It was usually difficult for me to effectively communicate

with the nurse.
-3 -2 -1 0 +1 +2 +3
I felt helpless to my environment.
-3 =2 il 0 +1 +2 +3
I had a significant problem with awareness and memory.

-3 -2 -1 0 +1 +2 +3
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APPENDIX G

NURSE QUESTIONNAIRE

Nurse #

Age

Length of time as an RN in critical care

Length of time as a practicing RN

These questions apply to your experiences of caring for
vpatients while on the mechanical ventilator. Please complete
the questionnaire in its entirety. For each numbered item
below, please circle your response.

=3 -2 -1 0 +1 +2 +3
Strongly Slightly Slightly Strongly
Disagree Disagree Disagree Neutral Agree Agree Agree
1. I offered this patient a means of communicating (i.e.

pen and paper or communication board).

=3 -2 =1 0 +1 +2 +3
2. I allowed sufficient time for this patient to respond
to questions concerning comfort, positioning and
suctioning.
=3 =2 -1 0 +1 +2 +3
3. I sometimes feel that it is burdensome to care for the

patient on the mechanical ventilator.

.

-3 -2 -1 0 +1 +2 +3

4. I was sensitive to the needs, feelings and fears of this
ventilator patient.

-3 -2 -1 0 +1 +2 +3
5. I encouraged self-care activities.
=3 -2 =1 0 +1 +2 +3
6. I treated this ventilator patient as a unigue and special

human being.

-3 -2 -1 0 +1 +2 +3
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11.

12.

13.

14.

15.
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I sometimes ignored my patient when I was in the room
looking after the egquipment.

-3 -2 -1 0 +1 +2 +3

I encouraged the patient to feel comfortable while
revealing awkward and embarrassing needs.

-3 -2 -1 0 +1 +2 +3

I sometimes forgot minor details in care and had to
be prompted by the patient to remember.

-3 -2 -1 0 +1 +2 +3

I was surprised when this patient was able to make
decisions about his/her care.

-3 -2 -1 0 +1 +2 +3

I tried to accept the fears and anxieties associated
with the mechanical ventilator.

=3 -2 -1 0 +1 +2 +3

I gave the patient choices with regard to care activities.

-3 -2 -1 0 +1 +2 +3

It was difficult for me to effectively communicate with
this ventilator patient.

-3 -2 -1 0 +1 +2 +3
Being on the ventilator made this patient feel helpnless.
-3 =2 -1 0 +1 +2 +3

This patient was alert throughout the entire mechanical
ventilation process.

-3 -2 -1 0 +1 +2 +3
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DESCRIPTION OF THESIS

TITLE: Communicating With The Patient Requiring Mechanical

Ventilation

PRINCIPAL INVESTIGATOR: Anna Marie Perkins, Graduate Student,

School of Nursing, East Carolina University, Greenville,
North Carolina 27834

PURPOSE: To answer the following research question: Is there
a relationship between the verceived communication efforts
of both the nurse and the vatient during the mechanical
ventilation process?

DESIGN: Using questionnaire ratinag scales, 15 ventilator
patients and 15 RN's who cared for the patients will
indicate their verceptions of the ventilator care situation
with particular attention given to factors that may

reoresent communication barriers.

SCOPE AND LIMITATIONS: This studv is designed primarily to
outline the issues in the care of ventilator patients
that represent serious communication oroblems. The study
is limited to patients who remained "alert" during the

mechanical ventilation process.

SIGNIFICANCE: The inability of ventilator patients to commun-
icate may adversely affect the patient's sense of control
over the environment, leading to feelings of helnlessness

and despair. The inability to communicate effectively
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may also trigger negative emotional reactions such as
fear, frustration and anger. Such extreme emotional
reactions have been observed to negativelv affect the
course of the illness. If dehumanizing communication can
be identified, then efforts can be made to avoid these,
thus improving the patient's votential for healing and
recovery.

THEORETICAL BASIS: Duldt's theory of® Humanistic Nursing

Communication will be used to guide this study. This
study is designed to test the followina relationshin
statements:

1. "The degree to which one receives humanizing
communication from others, to that degree one
will tend to feel recognized and accepted as
a human being."

2. "While avpplying the nursing process, the deagree
to which a nurse is able to use humanizing
communication, to that degree will the client,
peer, or colleague tend to feel recognized and

"

accepted as a human beino.

FINDINGS: This study is currently in orocess.
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Ann Perkins RN BSN
Graduate Student
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Telephone (919) 757-606 1

For the next two weeks I will be conducting research

in all five critical care units.

The purpose of this

research is to describe the relationship between the
communication efforts of both the patient and the nurse

during the mechanical ventilation process.
a brief description of the study.

patient inclusion in the study are:

1. ventilator patient, male or female, ages
18 to 75;
2. 2-7 days after mechanical ventilation has

been discontinued;

3. conscious and rational,

to the questionnaire.

able to respond

Attached 1is
The criteria for

The criteria for RN inclusion in the study are:

-

1. primary caregiver of the patient selected for
study;
2. greater than three months or less than four

years as a practicing RN in critical care.

I will make rounds through the units every Monday and
Thursday to locate possible candidates for the study. If
you find a patient which qualifies for the study, I can be

reached at home (355-2292) or at work (757-4813).

I look forward to your participation in this study.
If you have suggestions or concerns please feel free to
I welcome any nursing input that you might

contact me.

have to offer.

the end of the study. Thanks again!

P TR (S L L 1 U ORI .7 GOSN G U 1L 1 s SR (L L U N N S - S

Feedback will be provided to each unit at



