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Abstract 

 

During the past few decades the numbers of ICUs and beds has increased 

significantly, but so too has the demand for intensive care. Currently large, with 

increasing, numbers of critically ill patients require increase family’s needs and 

consideration are an essential component of intensive care unit. The needs of 

intensive care patients family members are often neglected. Many nurses do not 

realize that meeting the family needs in the intensive care sittings actually may 

improve outcome for their patients and enable the family members to cope and 

deal with the patient hospitalization period effectively. With this in mind, the 

present study aimed to address the needs of family members of intensive care 

unit patients  

This descriptive hospital-based study was conducted in Omdurman 

Military Hospital, It aimed at assessing knowledge and performance of nurses 

regarding family support of critical ill patient in Intensive Care Unit (ICU).  

The study covered 50 nurses. They constitute the available sample during the 

study period 2017-2018 Data were collected by a questionnaire designed for the 

study. Data were analyzing using the Statistical Packages for Social Sciences 

(SPSS). 

The study showed that the nurses had good knowledge about family 

satisfaction and unrestricted visitation (52%), (40.3%)  

The study showed that the half of study population (50%) had poor 

knowledge about nursing role about family support. 

The study showed that the nurses had poor knowledge about how to 

communication of family (58%). 

The study concluded the nurse’s staff of critical care unit that is good 

about attitude and poor about knowledge. The study recommended that there is 

providing training programs for the nurses staff how to assess family needs and 

communication of family. 
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 مستخلص البحث

 

خلال انعقٕد انقهٍهت انًاظٍت، اسدادث أعذاد ٔحذاث انعُاٌت انًزكشة ٔالأسزة بشكم كبٍز، ٔنكٍ 

انًزظى انًصابٍٍ بأيزاض خطٍزة حشداد  انًزكشة، ٔيع اسدٌاد عذد أٌعا ساد انطهب عهى انعُاٌت

ٌخى اًْال احخٍاجاث افزاد  ِ انعُاٌّ انًكثفّ.غانبا يااحخٍاجاث الاسزِ ٔانخً ًْ عُصز اساسً فً ٔحذ

.ٔلا ٌذرك انعذٌذ يٍ انًًزظٍٍ ٔانًًزظاث اٌ حهبٍت احخٍاجاث الاسزِ فً اسزِ يزٌعً انعُاٌّ انًكثفّ

جهساث انعُاٌّ انًكثفّ قذ ٌؤدي بانفعم انً ححسٍٍ َخائج يزظاْى ٔحًكٍٍ افزاد الاسزِ يٍ انخعايم يع 

 .فخزة دخٕل انًزٌط انً انًسخشفً بشكم فعال

حٓذف انذراسّ انحانٍّ انً حهبٍت احخٍاجاث افزاد الاسزِ يٍ يزظً ٔحذة انعُاٌّ انًزكشِ. ٔقذ 

 أجزٌج ْذِ انذراست انٕصفٍت انًسخُذة فً يسخشفى أو درياٌ انعسكزي، ًْٔ حٓذف إنى حقٍٍى يعزفت

 يًزض 05ٔشًهج انذراسّ  .بشأٌ احخٍاجاث اسز انًزظً ٔانخعايم يعٓى انًًزظٍٍ ٔ انًًزظاث

حى جًع انبٍاَاث يٍ خلال  7502-.7502-ت انًخاحت خلال فخزة انذراستٔيًزظت ، ًْٔ حشكم انعٍُ

 اسخبٍاٌ صًى ٔفق يزجعٍت نهذراست. حى ححهٍم انبٍاَاث باسخخذاو انحشو الإحصائٍت نهعهٕو الاجخًاعٍت.

اظٓزث انذراسّ اٌ انًًزظٍٍ ٔانًًزظاث نذٌٓى يعزفّ جٍذِ حٕل ارظاء اسزة يزٌط 

 بانخزحٍب. %(3504(،)07) ٔعذو حقٍٍذ سٌاراحٓى عُاٌّ انًكثفّان

حٕل دٔر انخًزٌط فً نذٌٓى يعزفّ ظعٍفّ  %(05)اظٓزث انذراسّ اٌ َصف سكاٌ انذراسّ

 دعى الاسزِ.

اظٓزث انذراسّ اٌ انًًزظٍٍ ٔانًًزظاث نذٌٓى يعزفّ ظعٍفّ حٕل كٍفٍت انخٕاصم يع 

 %( 02الاسزِ )

يٍ ٔحذة انزعاٌت انحزجت نذٌٓى يعهٕياث  انًًزظٍٍ ٔانًًزظاثٔخهصج انذراست إنى أٌ  

حٕفٍز بزايج  . ٔأٔصج انذراست انىبًٍُا نذٌٓى سهٕك جٍذ دعى الاسزِ ٔحهبٍت احخٍاجاحٓاظعٍفّ عٍ 

 ٔانًًزظاث عٍ حقٍٍى احخٍاجاث اسزة انًزظً ٔانخٕاصم يعٓى.حذرٌبٍت نهًًزظٍٍ 
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Chapter One 

Introduction 

 

1.1 Introduction  

Families of critically ill patients experience emotional challenges that are 

manifested differently by each family system, often producing disruptions in the 

family systems work and recreational, social and emotional life routines. Family 

respond to and perceive the hospitalization of a critically ill family member as a 

crises and exhibit crisis – like behaviors that include initial confusion, shock 

ember may experience other feelings ranging from anxiety and anger to sadness 

resignation. Initially, many families, feeling extremely vulnerable and 

powerless, and anxious to obtain information on the family members condition 

while also exhibiting hovering behavior around the patient and the nursing care 

area. During the initial phase of any crisis, the family system seeks to regain its 

homeostatic balance and return to previous levels of functioning. It is during 

this phase of the crisis that the family system may be more amenable to support, 

recommendations, and directions from critical care nurse.  

How family cope with the critical care hospitalization of a loved one 

depends on the family unique balance of strengths and limitations, including 

patterns of communication, problem-solving skills, degree of cohesion within 

the family, interfacing with the external word, and conflict resolution abilities. 

Families with a good balance of these skills are able to confront a member s 

medical crisis in a less stressful manner, whereas other families require more 

assistance from critical nursing care staff and others in their environment to 

handle the stress. The literature identifies important needs of family members 

during this time, which include obtaining information, honesty, caring, assess to 

the patient and support. 
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Intensive care unit CU) nurses role is complex. Monitoring, adjusting 

interventions and medications, and collecting subsequent information are some 

of the procedures needed to be handled. ICU nurse works in an area of high 

technology and critical changes vital functions.  

So she/he must develop separate skills. Not only do the professionals in 

these units face situations of serious illness, but they also come into contact with 

the uncertainty and anxiety of family members.  

Nurses need to be aware of family members needs and expectations so 

that effective support strategies can be implemented and family satisfaction can 

be maximized. 

Little is known about how families perceive the role of the critical care 

nurse as it relates to family members. Given the complex role of the ICU nurse 

investigating how relative perceive there role is urgent. The admission of a 

critically ill patient into an intensive care unit is a stress full even for both 

patients and families. Because of fact that critical illness often occurs without 

warning, families may feel vulnerable and helpless with no clear of knowledge 

of what to expect from nurses, additionally, the critical care sitting has been 

regarded as a major stressor because of the complex nurse of patient health 

problems that require an extensive use of highly technical environment. as a 

result of this patients families often experience stress, shock, disbelief, anxiety 

and depression in a critical care sitting. 

The role of nurses in the critical care setting is very important in the 

provision of support and information to these families in order to cope 

effectively with the stress associated with critical illness. So, nurses need to be 

aware of family members needs and expectation in order to implement 

strategies to maximize family satisfaction. Family satisfaction can be achieved 

by supportive interventions that focus on decreasing feeling of isolation, 

strengthen coping efforts, and enhance adjustment to illness. 
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For this reason, nurse should act as mediators and interpret information 

that help patient family understand what physicians say and relevance of that 

information for patient prognosis and decision about treatment. Additionally, 

nurses need to provide effective and immediate psychological support and 

education to the family because the latter has little control over the patients 

condition during the first few days of hospitalization. 
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1.2 General Objective 

To study assessment intensive nurses knowledge and attitude for family 

support toward critically ill patient. 

1.3 Specific objective  

1. To assess nurses knowledge regard perception of ICU nurse regarding the 

psychological need to family. 

2. To Final association between selective demographic data and knowledge.  
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1.4 Justification 

Family support of critical patient in ICU essential responsibility of ICU 

nurse resulting in increase stress of staff and family. 

The study was conduct to assess knowledge, awareness, attitude 

regarding family support, the purpose of the present study was improve the 

level of knowledge, nurses in military Omdurman hospital need to recheck 

information and knowledge about family support and how to communication 

with family in ICU. 

In military Omdurman hospital not clear guidance and evidence base 

practical regard family support 
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Chapter Two 

Literature Review 



6 

Chapter Two 

Literature Review 

 

2.1 Background: 

Perception of family need of critically ill patients have been addressed in 

several research studies. Conducted a study in order to explore nurse 

perceptions of the needs of family members of critically ill patients. Results 

suggested that the most important needs of family members can be met with 

assurance, proximity, information, support, and comfort.
(1)

 

Any illness severe enough to necessitate admission to a critical care unit 

is life threatening and can precipitate severe anxiety within a family system. 

because of the sudden onset of critical illness, anxiety experienced within the 

family system cannot be prevented. fear of death, uncertain outcome, emotional 

turmoil, financial concerns, role changes, disruption of routines, and unfamiliar 

hospital environments are a few sources of anxiety for family members.
(3) 

 

Specialized assessment and intervention for family are needed because 

anxiety may interfere with the family ability to receive and comprehend 

information, maintain pattern of adequate family functioning, use effecting 

coping skills, and provide positive support for each other and patient. The 

family remains the most important social context to consider when determining 

intervention to positively influence patient outcomes.
(2)

 

2.2 Family Coping 

Having a loved one in an ICU is stressful for family members. the 

literature identifies a variety of stress factors, as well as factors that do not 

correlate with family stress or anxiety.  

The use of mechanical ventilation was not found to be predictive of stress 

or anxiety for family members; objective acuity scores remained constant 
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whether or not the patient was on a ventilator.
(3)

 Stress levels do not seem to 

lessen with longer ICU stays. 

Families of ICU patients have a variety of needs: stress level rise when 

these are not met. High on the list is the need to maintain hope; to have 

questions answered honestly, in terms families can understand; to be notified 

promptly of any changes in the patient status; and to be allowed to visit the 

patient any time. Families also require assurance that there loved one is 

receiving quality care. The definition of hope may extend past the absence of 

death and include hope for a pain-free and dignified death or hope for more time 

or quality time together.
(5)

 

 Environmental amenities were found to be low on the list of family 

needs.  

The transfer from the ICU to the floor induces stress on the patient and 

family. Written information provided to families may ease the transition out of 

the ICU. 

Families find it frustrating and confusing to deal with a host of health 

care providers in the ICU. Family satisfaction increase if more than tow ICU 

physicians care for the patient or if the patient has a different nurse from one 

day to the next. Nurses need more training in assessing stress levels and 

anticipating family needs.
(2) 

 

Factor associated with the highest stress for parents of neonatal and 

pediatric patients include disruption of normal interactions with the child, 

changes in the child behavior or emotions, parents inability to comfort the child, 

having a child undergo painful procedures, and changes in the child s 

appearance. Parents experience stress long after there children are discharged. 

Tow pediatric studies found that parents stress related symptoms persist as a 

long as 6 months post discharge. A neonatal study showed that mother of high 

risk, very low birth weight infants experienced psychological distress even 

when the child reached 2 years of age. 
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It is now known that families of critically ill patients of all ages may 

develop anxiety, depression, and posttraumatic stress syndrome. One 

intervention study has shown that prospective diaries with review and follow up 

may improve communication and goal sitting and provide comfort. In a study of 

parents of children in the PICU, no relationship was found between incidence of 

posttraumatic stress disorder in the parent and severity of illness.
(10)

 

2.3 Staff Stress Related To Family Interactions:  

The literature reviewed for these guidelines included articles representing 

the perspectives of physicians, nurses, support staff, and families. Survey 

results, qualitative grounded theory, and opinion pieces described how 

particular institutions handled staff stress.
(8)

 

Poor communication is a major source of stress for staff. one study 

showed that nursing stress increases when nurses do not have enough 

information about a case to answer questions from the family and also when 

communication is poor between the physician and family.
(7)

 

In a patient centered environment, multi professional care is norm. With 

many people involved in and concerned about the patient care, it is important to 

establish clear lines of communication, both among various members of the 

health care team and between the team and the family.  

Educating families on how the ICU works with respect to visiting hours, 

when rounds occur, and when and how the physician can be reached can also 

reduce friction. it is useful to identify a family spokesperson and family member 

who will be making decisions on the patients behalf as soon as a patient is 

admitted to the ICU. 

Routine communication from the ICU physician, both with family 

representative and with the health care team, is indicated to clarify treatment 

goals and duties of various team members. Family representatives should be 

introduced to the care team, and the roles played by each team member should 

be clearly explained.
(7)
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The health care team includes the ICU physician, consulting physicians, 

nurses social worker, chaplain, and appropriate additional ancillary staff. For 

example, a respiratory therapist should be included in discussions with the 

family regarding ventilated patients. Involvement of clergy can help the staff 

understand different cultures and belief systems and thus prevent or relieve 

stress. A broadly inclusive multi professional team allows health care providers 

to take an organized approach to achieving common goals, which may also 

prevent or eliminate stress.
(8)

 

Well planned routine care conferences are important to provide objective 

information, to share opinions, and to reach consensus on common goals. These 

conference may be held for the purpose of providing status report or for making 

a treatment decision. All team members should be invited to discuss the case 

from their perspective, which educates each member of the team. Collaborative 

care planning may resolve or defuse conflicts between the family and the team 

or within the team, thereby reducing staff stress. 

In addition to care conference, ICU staff members need the opportunity to 

decompress and confront feeling about patients and their outcomes. 

An unexpected adverse event or medical error may trigger the need for a staff 

debriefing, And the resuscitation teem may require routine debriefings.  

A survey of pediatric nurses found that stress increases when the decision to 

continue treatment is against the nurses own values or when values or when a 

nurse feels powerless to effect a change. Nurses in such a position need an 

opportunity to work through these conflicts.
(3)

 

One study demonstrated that stress increases when staff expectations for a 

good death are not met. Factor associated with perceptions of a good death 

include good rapport and support among team members, good communication 

timely anticipation of symptoms and adequate time to prepare for the patient’s 

death, and good relationships with the patient and family. Training in grief 

counseling may be useful for nurses. Even when death is perceived as a good 
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death, the death of a patient may be extremely unsettling. The routine use of 

support groups has not been seen as effective in reducing staff stress. However, 

timely debriefing after a critical incident may be helpful, and the services of 

trained personnel such as psychologist, medical social workers, palliative care 

clinicians, or hospice grief counselors may be very beneficial.
(4)

 

2.4 Cultural support of the family:  

Culture is pattern of leaned beliefs shared values and behavior: it includes 

language styles of communication practices customs and views on roles and 

relationships the concept goes beyond race ethnic back ground and country of 

origin.  

Among the factors that may affect disparities are lack of trust in the 

healthcare system and patient spiritual and cultural beliefs.  

An effective relationship between families has five key patient and 

components: 

Personal self-awareness knowledge of the patients and tartly cultural 

beliefs cultural assessment dynamic of difference and effective communication. 

Interpreter choice is important when dealing who speak a family language 

children and family members should not be placed in the difficult and 

sometimes embarrassing situation of interpreting as this may compromise the 

patients confidentiality.
(6)

 

The complex nursing issues that arise in the ICU environment require a 

trained interpreter to communicate effectively. 

Ethical principles applied to end of life care, such as autonomy, non-

maleficence, beneficence, and the truth telling, should accommodate varying 

cultural perspectives. 

This professional society has emphasized family centered, culturally 

sensitive and relevant ICU care. Difficulty arises when the values of the nurses 

are in conflict with those of the family.
(10)
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2.5 Spiritual and Religious Support: 

Opinion pieces, historical reviews, and instrument design and validation 

studies were reviewed but excluded as references. 

Four broad categories of articles informed these guidelines: healthcare 

provider surveys, patient surveys, outcome studies, and meta analyses of the 

impact of spirituality and religion on health.
(6)

 

These authors concur that all members of the interdisciplinary team need 

to recognize the impact of spirituality on the patient \family ICU experience, 

especially with regard to matter of faith at the end of life. Failure to have 

appropriately trained personnel explore these issues may create barriers to a 

meaningful discussion of resuscitation status or the possibility of hospice care. 

The chaplaincy service carries the lead position in providing spiritual 

assessment and care, but all team members have a role in incorporating 

spirituality appropriate care to those patients and families who have disclosed 

preferences.
(5)

 

2.6 Family Visitation: 

With health care consumers more knowledgeable about their health, 

available care, and their health care rights, demand for access to hospitalized 

loved one is increasing. As the health care industry strive for a more “ family 

friendly “ environment of care, great efforts have been made to evaluate the 

need of patients and families as well as attitude and behaviors of nurses and 

other members of the health care team.
(9)

 

Flexible open visitation policies and regular reports on patient status 

answer some of the significant needs of families with loved ones in the critical 

care unit. 

2.7 Nurses attitudes toward visitation:  

 Some nurses allow more liberal family visitation privileges than the 

unit policy dictates, whereas others reduce family visiting time based on patient 
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anxiety. Still others base family visiting on the nurse schedule, restricting visit 

when the unit is busy.
(5)

 Many nurses expressed a belief that patients need 

visitors; other felt the room was simply too small to allow for visitation and 

patient care at the same time.  

Nurses attitudes notwithstanding, preponderance of the literature supports 

greater flexibility in ICU visitation policies. Descriptive study of the 

physiologic effects of visiting on mental status, intracranial pressure, heart rate, 

and ectopy demonstrated no physiologic rationale for restricting visiting. In fact 

in seven of 24 patients with neurologic injuries, family visit produced a 

significant positive effect, measured by decrease in intracranial pressure. One 

ethnographic study has demonstrated that family visiting may help the nurse to 

‘get to know’ the patient and that family may be helpful in contributing to the 

care of the patient.
(7)

 

2.8 Family Environment of Care: 

 Visitation policies become more flexible in the patient centered in 

ICU, the environment of care has a growing impact on families.
(3)

 

Transmission of infection to patient generally occurs through two routes: 

airborne and direct contact. The design of the physical environment affects both 

transmission routes.
(7)

 

The health insurance portability and accountability act created new 

incentives for redesigning patient care area to enhance privacy. With increased 

family access to the critical care environment through open visiting, privacy 

become a family issue as well. Several articles examine the health insurance 

portability and accountability acts impact on the structure of new facilities.
(2) 

 

As more is learned about the effects of the environment of care on 

patients and families, efforts will increase to include families in the design 

process for new hospital facilities. new facilities not only will be more 

comforting to patients and families but also will be more energy efficient and 
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more ergonomic and will provide for greater patient\family control of the 

environment.
(8) 

 

2.9 Family Presence on Rounds: 

One opinion publication reported both pro and con opinions on parental 

presence on rounds in a NICU. Pros included improving respectful information 

to parents, family sharing of patient condition \like \dislikes with the health care 

team, efficiency of time spent with parents, and decreased parental anxiety. 

Cons included perception of not having enough time to answer parental 

question during rounds, one argued against inclusion of patients on medical and 

nursing round, one argued against inclusion of patients and on discussed both 

the pro and cons of patient inclusion.
(6)

 

Recognizing that the topic of family presence in rounds is the least 

studied of any section within this document, these authors concur that family 

participation in rounds is beneficial. In our collective experience the burden 

imposed by the challenges related to privacy and teaching of the resident teams 

is outweighed by the greater benefit of improving bidirectional communication 

families and health care team.
(10)

 

2.10 Family Presence at Resuscitation: 

In family presence at resuscitation (FPR) a limited number of family 

members, usually one, are present in the resuscitation procedures.  

Family today are exercising their right to be present during resuscitation 

the same way they once did to have fathers present in the delivery room.  

Seventy –five percent or more of families surveyed wanted the option of 

being present in the resuscitation room 
(6)

. A similar percentage of patients, 

asked if they wanted their family present, answered yes. Of families who 

experienced FPR, >75% felt that the experience was positive and helped in their 

grieving process and said they would repeat the experience >60% felt that their 

dying relative. 
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Survey data indicate that health care professionals vary in their opinions of 

FPR; nurses tend to support it and physicians to oppose it. Mc Clenathan et 

al.found that approximately 60% of nurse support FPR, compare with 30% of 

physicians.
(5)

 

Other pertinent findings in these surveys were that experienced nurse 

were more likely to support FPR than inexperience staff and special trained staff 

member too offer the family the option of entering the resuscitation room with 

permission of the staff. This liaison should explain beforehand what the family 

may see, stay with the family in the resuscitation room, escort the family out of 

the room when requested by the family or when an invasive procedure is 

needed, and support the family after the resuscitation is over, whatever the 

outcome. A study of ICU and emergency department nurses reported that few 

hospitals have policies in place for FPR, but most hospitals have allowed 

families to be present and have had families request to be present.
(4)
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CHAPTER Three 

Methodology 

 

3.1The Study Design:  

 This descriptive study was carried out Omdurman Military Hospital in 

Khartoum.  

3.2 The Study Area:  

 

The study was conducted in Omdurman Military Hospital, capital of 

Sudan. Omdurman (standard Arabic Umm Durmānٌأو دريا ) is the largest city in 

Sudan and Khartoum State, lying on the western banks of the River Nile, 

opposite the capital, Khartoum. Omdurman has a population of 2,395,159 

(2008) and is the national center of commerce with Khartoum and Khartoum 

North. Furthermore, being a highly dense city, small private clinics that are 

scattered throughout the city are a common sight, especially close to Hay 

Alshohada. Some notable hospitals include: 

1. Omdurman Teaching Hospital, the biggest public hospital with an 

emergency center. 

2. Omdurman Military Hospital (AlsilahAltiby) 

http://en.wikipedia.org/wiki/Arabic
http://en.wikipedia.org/wiki/Sudan
http://en.wikipedia.org/wiki/Khartoum_%28state%29
http://en.wikipedia.org/wiki/Khartoum
http://en.wikipedia.org/wiki/Khartoum_North
http://en.wikipedia.org/wiki/Khartoum_North
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3. Omdurman Maternity Hospital (Aldayat Hospital), a public hospital 

specializing in labor,  

4. Blue Nile Hospital, a private hospital 

5. Asia Hospital, a private hospital 

6. [[Atigany Almahy Hospital]], a public historical hospital specializing in 

psychological and mental health 

3.3 Department of Omdurman Military Hospital: 

 Omdurman Military Hospital contains (trauma room. hot area, cold area. 

outpatient clinic, dressing room, triage, medicine word, surgical words, VIP 

wards, intensive care unit, theater, laboratory, blood bank, pharmacy, x-ray, 

CT–scan, 3ambulance, engineering, diet therapy, kitchen and management 

department. 

3.4 Study Population: 

The sample of this study included All currently working nursing staff at 

Omdurman Military Hospital including (50) nurses.  

3.5 Sample Size: 

Sample size consisted of (50) nurses. 

3.6 Data Collection tools: 

Data was collected using a well-structured questionnaire contains two 

forms demographic data and knowledge assessment for interviewing the 

respondents. The questionnaire contained information that covered the variables 

under study. 

3.7 Data Processing and Analysis: 

The data were checked, verified and analyzed using the Statistical 

Packages for Social Sciences (SPSS). 

3.8 Scoring system:  

Majority of the questionnaire question contain 5 answer if the nurse 

answered more than 3 = good 3 = fair less than 3 = poor 
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3.9 Data Analysis: 

For the purposes of this study, the data were coded, processed and 

transferred to computer coding. The descriptive analytical method was adopted 

which includes percentage, means, frequency distribution, tables and figures. 

SPSS was applied to determine the relationship between the independent 

variables and dependent variables 

3.01 Ethical Considerations: 

The researcher took permission from the hospital of the study with an 

official letter from the Faculty of Nursing Sciences to the director of the 

hospital with the agreement of the target population, every individual observed 

once. Verbal consent from the interviewed persons was also taken after 

explaining the study and its objectives to them. Confidentiality was given 

consideration and the information is used for the research purpose only. 
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Chapter Four 

Result 

4.1 Result 

 

 

 

Figure No (4.1) distribution of study group according to their gender (n=50) 

 

 

Showed that most of study population is female (74%), male is (26%). 

 

 

 

 

 

 

 

 

 

26% 

74% 

Gender 

Male Female
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Figure No (4.2) distribution of study group according to their level of education 

(n=50) 

 

Showed that most study population is bachelors (86%). master (12%),diploma 

(2%). 

 

 

 

 

 

 

 

 

 

 

 

2% 

86% 

12% 

Level of education 

Diploma BSc MSc



20 

 

 

 

Figure No (4.3) distribution of study group according to their years of 

graduation (n=50) 

 

Showed that 36% of nurses ranged between 1- 3, 28%ranged between 0 -1, 28% 

ranged between 4 – 6, 8% more than 6 years.  

 

 

 

 

 

 

 

 

 

 

 

 

28% 

36% 

28% 

8% 

Years of graduation  

0 < 1 1< 3 4< 6 above 6
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Figure No (4.4) distribution of study group according to their level of 

experience (n=50) 

 

Showed that 50% of nurses ranged between 0 -1, 26% between 1 - 3 years, 22 

% ranged between 4 – 6 years, 2% above 6 years.  

  

50% 

26% 

22% 

2% 

Years of experience in ICUS  

0 < 1 1< 3 4< 6 above 6
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Figure No (4.5) distribution of study group according to their training course 

about family (n=50) 

 

Showed that 72% of nurses not course, 16% once course, 6 % twice course or 

more than.  
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Training course about family  
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Table no (4.1) distribution according of study group to their knowledge about 

intervention of family member (n=50) 

 

Study group knowledge regarding intervention of family member 

ITEMS Frequency Percent 

Good knowledge 11 22.0 

Sufficient knowledge 10 20.0 

Poor knowledge 29 58.0 

Total 50 100% 

 

Showed that 22% good knowledge, 20% had Sufficient knowledge. 58% had 

poor knowledge. 
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Table no (4.2) distribution according of study group to their knowledge about 

intervention of family need (n=50) 

 

Study group knowledge regarding families need 

ITEMS Frequency Percent 

Good knowledge 21 42.0 

sufficient knowledge 7 14.0 

Poor knowledge 22 44.0 

Total 50 100% 

 

Showed that 22% good knowledge, 20% had sufficient knowledge. 58% had 

poor knowledge. 
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Table no (4.3) distribution according of study group to their knowledge about 

beneficial for family member (n=50) 

 

Study group knowledge regarding interventions beneficial for family 

member 

 

 

Showed that 16% good knowledge, 26% had Sufficient knowledge. 42% had 

poor knowledge. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

ITEMS Frequency Percent 

Good knowledge 16 32.0 

sufficient knowledge 13 26.0 

Poor knowledge 21 42.0 

Total 50 100% 
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Table no (4.4) distribution according of study group to their knowledge about 

family of critical ill need (n=50) 

 

Family of the critically ill need to psychological support because may be 

high risk for posttraumatic stress disorder related to 

ITEMS Frequency Percent 

Good knowledge 19 38.0 

sufficient knowledge 9 18.0 

Poor knowledge 22 44.0 

Total 50 100% 

 

Showed that 38% good knowledge, 18% had Sufficient knowledge. 44% had 

poor knowledge. 
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Table no (4.5) distribution according of study group to their knowledge about 

important of family meeting (n=50) 

 

Study group knowledge regarding important of family meeting 

ITEMS Frequency Percent 

Good knowledge 16 32.0 

sufficient knowledge 12 24.0 

Poor knowledge 22 44.0 

Total 50 100% 

 

Showed that 32% good knowledge, 24% had Sufficient knowledge. 44% had 

poor knowledge. 
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Table no (4.6) distribution according of study group to their knowledge about 

family satisfaction (n=50) 

 

Family satisfaction of critically in pt has gained incased interest as 

important indicator to evaluate the quality of care in ICU, study group 

knowledge regarding nurse responsibility about pt for satisfaction 

Items Frequency Percent 

Good knowledge 26 52.0 

sufficient knowledge 3 6.0 

Poor knowledge 21 42.0 

Total 50 100% 

 

Showed that 52% good knowledge, 6% had Sufficient knowledge. 42% had 

poor knowledge. 
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Table no (4.7) distribution according of study group to their knowledge about 

unrestricted visitation of family (n=50) 

 

Unrestricted visitation enhance pt and family satisfaction this especially 

true in ICU. Study group knowledge regarding cause to restrict visitation 

Items Frequency Percent 

Good knowledge 20 40.3 

sufficient knowledge 10 20.0 

Poor knowledge 20 39.7 

Total 50 100% 

 

Showed that 40% good knowledge, 20% had Sufficient knowledge. 40% had 

poor knowledge. 
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Table no (4.8) distribution according of study group to their knowledge about 

visitation policy of family (n=50) 

 

Flexible visitation polices and regular reports on pt. status for needs of 

family with loved ones in ICU study group attitude regarding about 

visitation 

Items Frequency Percent 

Good knowledge 11 22.0 

sufficient knowledge 17 34.0 

Poor knowledge 22 44.0 

Total 50 100% 

 

 

 

Showed that 22% good knowledge, 34% had Sufficient knowledge. 44% had 

poor knowledge. 
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Table no (4.9) distribution according of study group to their knowledge about 

role of nurse (n=50) 

 

Role of nurse about family support in critically ill patient 

Items Frequency Percent 

Good knowledge 19 38.0 

sufficient knowledge 6 12.0 

Poor knowledge 25 50.0 

Total 50 100% 

 

Showed that 38% good knowledge, 12% had sufficient knowledge. 50% had 

poor knowledge. 
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Table no (4.10) distribution according of study group to their knowledge about 

communication with family (n=50) 

 

Study group knowledge regarding barrier affect communication between 

nurse and patient family 

Items Frequency Percent 

Good knowledge 14 28.0 

sufficient knowledge 7 14.0 

Poor knowledge 29 58.0 

Total 50 100% 

 

 

Showed that 28% good knowledge, 14% had sufficient knowledge. 58% had 

poor knowledge. 
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Table no (4.11) distribution according of study group to their knowledge about 

general family behavior need (n=50) 

 

In general family behavior and culture is deference from person to person. 

Study group knowledge regarding to dealing about this 

Items Frequency Percent 

Good knowledge 15 30.0 

sufficient knowledge 13 26.0 

Poor knowledge 22 44.0 

Total 50 100% 

 

Showed that 30% good knowledge, 26% had Sufficient knowledge. 44% had 

poor knowledge. 
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Table no (4.12) distribution according of study group to their knowledge about 

family member misunderstand hospital policy (n=50) 

 

The family members are misunderstand hospital policy.study group 

knowledge regarding help them 

ITEMS Frequency Percent 

Good knowledge 24 48.0 

sufficient knowledge 5 10.0 

Poor knowledge 21 42.0 

Total 50 100% 

 

Showed that 48% good knowledge, 10% had sufficient knowledge. 42% had 

poor knowledge. 
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Table no (4.13) Level of education * study group knowledge regarding 

interventions beneficial for family member Cross tabulation 

 

  
Value 

Asymp. Std. 

Error(a) 

Approx. 

T(b) 
p.value 

Interval by Interval Pearson's R -.227 .122 -1.617 .113(c) 

Ordinal by Ordinal 
Spearman 

Correlation 
-.228 .122 -1.620 .112(c) 

N of Valid Cases 50 
   

 

 

 

 

Table no (4.14) Level of education * study group knowledge regarding 

important of family meeting Cross tabulation 

 

  
Value 

Asymp. Std. 

Error(a) 
Approx. T(b) p.value 

Interval by Interval Pearson's R -.167 .140 -1.174 .246(c) 

Ordinal by Ordinal 
Spearman 

Correlation 
-.162 .141 -1.136 .262(c) 

N of Valid Cases 50 
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Table no (4.15) Level of education * Communication consisted of spiritual 

care, emotional support, participation, notification, consolation, study 

group knowledge regarding barrier affect communication between nurse 

and patient family Cross tabulation 

 

  
Value 

Asymp. Std. 

Error(a) 

Approx. 

T(b) 
p.value 

Interval by Interval Pearson's R -.348 .122 -2.569 .013(c) 

Ordinal by Ordinal 
Spearman 

Correlation 
-.347 .121 -2.563 .014(c) 

N of Valid Cases 50 
   

 

 

 

 

Table no (4.16) Years of experience in ICUS * study group knowledge 

regarding interventions beneficial for family member Cross tabulation 

 

  
Value 

Asymp. Std. 

Error(a) 

Approx. 

T(b) 
p.value 

Interval by Interval Pearson's R -.022 .144 -.151 .881(c) 

Ordinal by Ordinal 
Spearman 

Correlation 
-.051 .145 -.354 .725(c) 

N of Valid Cases 50 
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Table no (4.17) Years of experience in ICUS * study group knowledge 

regarding important of family meeting Cross tabulation 

 

  
Value 

Asymp. Std. 

Error(a) 
Approx. T(b) p.value 

Interval by Interval Pearson's R -.176 .144 -1.241 .221(c) 

Ordinal by Ordinal 
Spearman 

Correlation 
-.147 .144 -1.031 .308(c) 

N of Valid Cases 50 
   

 

 

 

Table no (4.18) Years of experience in ICUS * Communication consisted of 

spiritual care, emotional support, participation, notification, consolation, 

study group knowledge regarding barrier affect communication between 

nurse and patient family Cross tabulation 

 

  
Value 

Asymp. Std. 

Error(a) 

Approx. 

T(b) 
p.value 

Interval by Interval Pearson's R -.011 .141 -.073 .942(c) 

Ordinal by Ordinal 
Spearman 

Correlation 
-.004 .142 -.031 .976(c) 

N of Valid Cases 50     
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Chapter Five 

Discussion & Conclusion & Recommendation 

 

5.1 Discussion: 

 

The role of nurses in the critical care setting is very important in the 

provision of support and information to these families in order to cope 

effectively with the stress associated with critical illness. 

The study showed that the three quarter of study population (74%) are 

female and more than one third (36%), the graduation between (1 – 3) years. 

According to level of education and experiences the study showed that the 

majority of study population (86%) had bachelors and half (50%) had 

experiences less than one years. these finding indicated that the study group 

where qualified and experts.so they will be able to translate knowledge into 

practice and improve quality of care. 

The study showed that the most of study population (72%) not training 

course of family support.  

The study showed that the nurses had poor knowledge about intervention 

of family member and intervention beneficial for family also family need and 

psychological support (58%), (42%) (44%) (44%). 

 These finding indicated that the study group not received training course 

causes poor knowledge related to not personal and time and equipment 

available, THE study recommended that there is providing complex training 

course and encourage and support that by workshop and role play.  

The study showed that less than half (44%) had poor knowledge about 

family meeting. these finding indicated that the study group failed to meet 

family member, expectation with respect to some specific interventions that 
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follow: explaining patient prognoses, explaining equipment used with patients, 

preparing family members for their first visits. 

The study showed that the nurses had good knowledge about about 

family satisfaction and unrestricted visitation, but the poor knowledge about 

policy of visit.(52%), (40.3%) (44%). these finding indicated that the study 

group good family satisfaction to save and support this result increase high 

quality care and explanation and consultation about patient condition step by 

step, to enhance knowledge about policy visit recommended to clear guidelines 

and policy visit.  

The study showed that the half of study population (50%) had poor 

knowledge about nursing role about family support. 

The study showed that the nurses had poor knowledge about how to 

communication of family and general family behavior (58%), (44%). 

These finding indicated that the study group poor communication related 

to family stress and different culture and hospital policy recommended to 

receive education to provide culturally competent care and understand body 

language. 

The study showed that there is statistical not significance with there level 

of education and level of experience p value (0.113),(0.881), this refer to nurses 

knowledge about intervention of family member also is statistical not 

significance with there level of education and level of experience p value 

(0.246), (0.221) this refer to nurses knowledge about family meeting and is 

statistical significance with there level of education p value (0.013) this refer to 

nurses knowledge about communication with family member. 
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5.2 Conclusion: 

This study is concluded the nurses had poor knowledge about 

intervention of family member in intensive care unit, and had poor knowledge 

about family meeting and family need, but the good knowledge about family 

satisfaction  

Family support knowledge of ICU nursing staff could be improved by 

providing well-organized practical training. 
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5.3 Recommendations 

 

Organization:  

1- ICU staff and nurses receive training in how to assess family needs and 

family members stress and anxiety level. 

2- ICU nurses receive education to provide culturally competent care.  

3-Family support is provided by the multi professional team, including social 

workers, clergy, nursing, medicine, and parent support group. 

4- Organization should have clear plan and protocol about deal with family and 

family visitation. 
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In The Name Of Allah 

UNIVERSITY OF SHENDI 

Questionnaire about nurses affect toward family support of critical ill patient 

1. Gender: 

Male   [ ]    Female  [ ] 

2. Level of education:  

Diploma  [ ]     BSc   [ ]  

MSc  [ ]    PHD   [ ] 

3. Years of graduation:  

0 > 1  [ ]    1 – 3    [ ] 

4 – 6   [ ]    above 6  [ ] 

4. Years of experience in ICUS:  

0 > 1  [ ]    1 – 3    [ ] 

4 – 6   [ ]    above 6  [ ] 

5. Training course about family:  

None   [ ]    once    [ ]  

Twice  [ ]    three or more  [ ] 

6. Why provide intervention of family member:  

- Anger and dissatisfaction with care    [ ] 

- Noncompliance with the treatment regimen   [ ] 

- Unmitigated family anxiety may manifest itself 

 in distrust of hospital staff     [ ] 

- Family appear to have a beneficial impact on the patient response to 

treatment        [ ] 

7. What do families need:  

- To receive assurance reflecting a need to maintain or redefine hope about 

the pt outcome       [ ] 

- To remain near the patient reflecting a desire to link and maintain familial 

relationship        [ ] 
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- To receive information reflecting the goal of understanding the patient 

condition         [ ] 

- To be comfortable reflecting a need to reduce stress  [ ] 

8. What interventions beneficial for family member:  

- Intervention had positive effects on depression when the spouse was 

induced and in some case, on mortality.    [ ] 

- Among family members positive effects were found for caregiving 

burden depression and anxiety      [ ] 

- Family member in turn have strong influence on the pts psychological 

adjustment and management of illness    [ ] 

- Reduce concern for the family member and enhanced family support for 

the pt          [ ]  

9. Family of the critically ill need to psychological support because may be 

high risk for posttraumatic stress disorder related to:  

- Unfamiliarity of the intensive care environment especially during 72h 

after ICU admission      [ ] 

- Fear of death or permanent  disability    [ ] 

- Emotional conflict       [ ] 

- Financial concern        [ ]    

10. Family satisfaction of critically in pt has gained incased interest as 

important indicator to evaluate the quality of care in ICU, what is nurse 

responsibility about pt for satisfaction:  

- Clear, understandable, honest information about pt condition   [ ] 

- Effective communication of the staff with the family of ICU patient [ ] 

- Support, comfort, information, proximity, assurance, family needs 

assessment           [ ] 

11. What is important of family meeting     

- Can improve patient outcome      [ ] 

- Reduce the stress of both families and nurse staff  [ ] 
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- Develop trust in health care team     [ ] 

- Increase their satisfaction with hospital care and help them cope with 

stressful situation        [ ]  

12. Unrestrict visitation enhance pt and family satisfaction this especially 

true in ICU what’s cause to restrict visitation:  

- Hospital policies       [ ] 

- Increase risk of infection       [ ] 

- Disrupt patient comfort and nursing care    [ ] 

- Patient privacy        [ ] 

13. Flexible visitation polices and regular reports on pt status for needs of 

family with loved ones in ICU how attitude toward visitation  

- Allow more liberal family visitation privileges than  

the unit policy dictates       [ ] 

- Reduce family visiting time based on patient anxiety [ ] 

- Restricting visits when the unit is busy    [ ] 

- When expressed a belief that patients need visitors   [ ] 

14. Role of nurse about family support in critically ill patient. 

- Nurse need to be aware of family member needs and expectation so that 

effective support strategies can be implemented and family satisfaction 

can be maximized         [ ] 

- Nurse should act as mediators and interpret information that help pt 

family understand what physicians say    [ ]  

- Nurse tend to underestimate the needs of family members, who want to 

have adequate information to feel accepted by the staff  [ ] 

- Nurse deliver intimate, personal care allowing them to develop trusting 

relationship with family and pt assess their needs, and observe the 

response that family members have to changing condition of the pt  [ ] 
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15. Communication consisted of spiritual care, emotional support, 

participation, notification, consolation, what is barrier affect 

communication between nurse and patient family:  

- Highly technical equipment which is used in the treatment 

 of patient          [ ]  

- Managerial influence to a larg extent determined the type of interaction 

between nurse patient family       [ ] 

- Shortag staff         [ ] 

- Nurse multiple responsible      [ ]  

16. In general family behavior and culture is deference from person to 

person how is dealing about this:  

- Firstly trying to enders and behavior and culture    [ ] 

- Be good observer during conversation pt family    [ ] 

- When have conflicting question about pt treatment use delegation process 

with family member        [ ]  

- Respect family culture as possible      [ ] 

17. The family members are misunderstand hospital policy how help them:  

- Initially explain family hospital policy as possible   [ ]  

- Ensure this policy is important to treatment your patient [ ] 

- Encourage family members to adapt about current  

situation and policy         [ ] 

- Tell family member clear policy in work is beneficial for  

pt outcome          [ ]  

 

 

 

 

 


