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Background. Interventions administered to critically ill patients, including mechanical ventilation, sedation or other treatments may hinder
communication between patients and nurses. These communication challenges may affect critical care nurses’ ability to provide compassionate,
person-centred care.

Objective. To identify nurses” experiences with patients who are communication-vulnerable in the intensive care unit and how they affect nurses’
ability to offer compassionate care.

Method. This qualitative explorative descriptive study involved nurses who worked in intensive care units from four private hospitals in Gauteng,
South Africa. Focus groups were conducted with 30 critical care nurses in groups of two to six participants each. Thematic analysis was used to
identify themes.

Results. Five main themes were identified based on nurses’ reports of their experiences with critically ill patients who experience communication
difficulties and their impact on rendering compassionate care. Themes were deductively identified based on the social purposes of communication
categories. Participants indicated that communication-vulnerable patients influence their ability to provide compassionate care. Generally, the
physical, emotional, social and communication difficulties of assisting communication-vulnerable patients caused nurses to feel frustrated and
negative towards their work environment, which added to their work stress and sometimes resulted in compassion fatigue.

Conclusion. The study shows that various factors could impact the nurses’ ability to provide compassionate care and that they require support to
provide person-centred care. These factors can include the physical environment, the patient’s alertness and awareness and institutional barriers.

To support nurses in providing compassionate care, communication partner training may be warranted.
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Contribution of the study

This study aims to increase awareness of the aspects that may contribute to compassion fatigue for nurses.
By identifying these aspects greater support can be provided by facilities where nurses work.

Compassion refers to the experience of being deeply connected with
others’ distress, knowledge of the distress and moral responses to
comfort the other person."? This concept is central to compassionate
care in nursing, which can be defined as establishing a relationship with
patients to improve patients’ health outcomes, safety and dignity.""? It also
allows patients to play an active role in their care process.® Critical care
nurses provide care to persons in distress on a daily basis and therefore
the concept of compassionate care should be reflected in their nursing
practice.>*

Establishing a relationship with patients involves meeting the social
purposes of communication, specifically communicating wants and
needs, transferring information, establishing social closeness, applying
social etiquette and having an internal dialogue with the self. ©! In
the intensive care unit (ICU), establishing such a relationship may be
difficult, as patients often experience communication challenges due
to endotracheal intubation or other intensive care-related interventions

(sedation).!’ Patient communication challenges may affect the nurses’
ability to actively listen to the patient, consider the patients narratives
and identify resources, expectations and barriers.”’ This may cause
frustration for nurses, prompting them to communicate minimally
with communication-vulnerable patients and to reduce the duration of
communication./** Apart from medical interventions that may result in
communication vulnerability, patients with a different first language or
culture than nurses, are also regarded as communication-vulnerable,!
which may add to nurse-patient communication challenges and
subsequent decline in compassionate care.

Compassionate care occurs within a specific context and therefore
the physical environment in which nursing care occurs should also
be discussed.”’ The environment in the ICU may be affected by
staff shortages, policies that require the nurses to be task orientated
and additional responsibilities that could limit nurses contact time
with patients."”) Most nurses desire to have a compassionate and
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empathetic relationship with patients. Nevertheless, in the ICU they
often feel overwhelmed by their responsibilities and workload.!"! This
may influence their ability to render compassionate care in the ICU.

Personal factors, such as the nurses own psychological and
physical health can also influence their experiences of patients with
communication challenges. They may suffer burnout due to work stress,
which may in turn lead to depersonalisation, compassion fatigue and
emotional exhaustion.!"?? Compassion fatigue may be further aggravated
by the nurses’ feeling of powerlessness within their occupational
environment, the continuous experience of trauma and the often
complex relationship with families, patients and other healthcare
practitioners.” This can greatly impact nurses ability to provide
compassionate care and will affect both their person-centred care, job
satisfaction and their relationship with the patient.

When critically ill patients also present with communication
challenges, it may create even more stress for nurses who do not have
the knowledge, skills or time to assist the patient optimally."® This
problem should be addressed by offering continuing professional
development to support the nurses accomplishments and improve
their level of compassionate care.*'* Training nurses to address the
communication challenges of patients may greatly reduce these nurses’
negative experiences and result in improved person-centred care and
reduced negative feelings.!"”!

The ability of critical care nurses to provide compassionate care is
influenced by the interplay of relational components (communication
with patients), the physical environment and personal factors affecting
the nurse.® Supporting the nurse in these areas may result in
improved person-centred care, contributing to improved patient goal-
setting, patient perception of their integrity and an enhanced sense of
self.”! This study aimed to identify nurses’ experiences of patients who
are communication-vulnerable and the effect on their ability to offer
compassionate care.

Methods

Study design

The study followed a qualitative explorative descriptive design. The
qualitative design allowed the researchers to obtain descriptive data
resulting in a better understanding of the participants’ experiences.
Four private hospitals from a specific hospital group in Gauteng, South
Africa (SA), were involved in this research. The four identified hospitals
comprised two or more ICUs including medical, surgical and trauma-
related ICUs. Most patients in the ICU were mechanically ventilated due
to medical-related complications such as respiratory distress.

Sample

Nurses were registered with the South African Nursing Council (SANC)
and were identified by gatekeepers including ICU managers. Purposive
sampling was used to identify nurse participants meeting the following
criteria: 1) registered nurses and 2) possessing a minimum of 1 year
of experience working in ICU settings. Initially, 33 participants were
identified by the gatekeepers, however three of the participants were
excluded as they did not meet the inclusion criteria. A total of 30
participants were selected and included in six focus groups.

Data collection

Prior to data collection, a focus group script was developed based on
the research by Kuyler and Johnson!" and a pilot study. This script
included discussing the ethical considerations for participants and the
open-ended questions to obtain the information relevant to addressing

the aim. Focus groups were conducted over three months prior to
the COVID-19 pandemic at the four hospitals that provided written
permission to participate. A group of two to six nurses were purposely
selected by the managers of the ICU at the participating hospitals to
improve cohesiveness and compatibility among group members. Two
groups consisted of two participants each and four groups consisted of
six participants each. The group size was determined by the number
of available staff at the respective hospitals. The primary researcher
diligently monitored the interpersonal dynamics within the focus
group to ensure that each participant had an equal opportunity to
contribute, as recommended by Steward and Shamdasani.'”) Nurses
were given the option to participate in one of the six focus groups.
The focus group discussions were arranged according to the specific
hospital’s visiting hours or allocated times for in-service training at
the institution. All focus group meetings were scheduled to avoid
conflicting with nurses’ duties and were held in either an empty kitchen
or staff room. The interview script and procedural checklist were used
to ensure that procedures were conducted consistently across all
focus groups. The nurses were asked to write down one word that
describes patient-nurse communication. They also had to comment
on their experiences of working with patients with communication
challenges. The remaining details of the focus groups that examined the
requirements and layout of a communication board for use in the ICU
are reported in Kuyler and Johnson.!") As part of member checking,
nurses’ responses were reviewed during the sessions, allowing them to
add any information. This process was repeated with all the questions
to confirm the correctness of the data."! By adding member checking
of the answers to the focus group procedures, additional time was not
required after the session for this purpose. Audio recordings were used
to capture the focus group discussions, assisting in comprehensive
data analysis and supplying additional information. Additionally,
field notes were recorded during the data collection procedures.!”!
Participants provided written consent for audio recordings and were
reminded of their rights and ethical considerations at the beginning
of the focus group session. None of the participants withdrew from
the sessions.

Data analysis

Verbatim transcriptions of the focus group sessions were made by a
research assistant and the first author reviewed the transcriptions while
listening to the audio transcriptions to ensure transcription accuracy.
Data saturation was obtained after focus groups were conducted with
30 participants. Transcriptions were further analysed using thematic
analysis, which allows for the inclusion of the subjective perspectives
of participants. The six phases for thematic analysis as suggested by
Clarke and Braun®” were adopted. The authors started by reviewing the
data to familiarise themselves with its content. Subsequently, they coded
the data by identifying and labelling important features and eliminating
irrelevant information.?”! Themes were deductively identified based
on the social purposes of communication categories as specified by
Beukelman and Light!! that include communication of needs and wants,
information transfer and social closeness, and sub-themes, such as
alertness and intervention. Lastly, data extracts were added to the themes
and sub-themes.?"!

Academic rigour

This research study was qualitative and therefore attempted to
adhere to the four principles of trustworthiness including, credibility,
dependability, confirmability and transferability. To ensure that the
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participants’ experiences were portrayed accurately and the results were

credible, member checking was performed during the focus groups. This

was because member checking was not feasible after the session due
to the staff’s busy work schedules. The following process was followed
during the focus groups:

1. The primary researcher questioned the participants.

2. The participants were expected to write down their responses on a
sticky note.

3. The primary researcher then asked each member to state their
response, which was then transcribed onto an A3 size paper, visible to
all participants.

4. All focus group participants then discussed their written answers and
were allowed to add or remove any text.

5. The primary researcher then collected the sticky notes.

Member checking is a process validating participants’ experiences
through reviewing their personal reports.!’*2!%*I This process of member
checking improves the credibility of information and allows for a true
understanding of a phenomenon through reports of lived experiences.**!

Data saturation was obtained after six focus groups with 30
participants, which increased both the dependability and transferability
of the findings. The verbatim transcriptions were conducted by an
independent research assistant and the primary researchers checked
the transcriptions for accuracy. All researchers convened for an online
meeting to discuss the identified themes. Only those themes that
achieved a 100% inter-rater agreement were ultimately included. This
increased the confirmability of the results. During data collection, the
primary researcher made field notes of considerations for conducting
focus groups as well as notes on potential biases. These were discussed
with the last author to increase the reflexivity of findings.

Ethical considerations

The relevant authorities provided ethics approval (GW20171135HS)
and written permission was obtained from the hospital managers and
research boards of the four participating hospitals. Data collection only
commenced once informed consent was obtained from participants,
which allowed voluntary participation and the right to withdraw from
the study without any negative impact on the participants. During the
focus group meetings, participants were given numbers to facilitate
the confidentiality of participants and the de-identification of personal
information during data storage ensured the confidentiality of findings.
Owing to the face-to-face nature of the focus group discussions,
anonymity could not be ensured. An interview script and procedural
checklist were developed to assist in maintaining the beneficence of
the participants. Non-maleficence was maintained as none of the
procedures caused harm to the participants.

Results

Demographic information

Table 1 presents a summary of the participants’ characteristics. Most
participants (97%; n=29) were female, with only one male nurse
(3%). Participants represented all four ethnic groups in SA. Their
ages ranged from 28 - 57 (mean 42.4) years. The majority (37%) fell
in the second-oldest group ranging from 40 - 49 years old. The years
of nursing experience of participants ranged from 1 - 30 (mean 9.03)
years. The majority (63%) had between 1 and 9 years of experience as a
critical care nurse. The three dominant African first languages spoken
by participants were isiZulu (10%), Tshivenda (10%) and Setswana
(10%), with 30% of participants indicating Afrikaans and 17% English

Table 1. Summary of nurse participant characteristics (N=30)

Demographic characteristic N (%)
Age (years)
20 - 29 5 (17%)
30 - 39 7 (23%)
40 - 49 11 (37%)
50 - 59 7 (23%)
Years experience (years)
0-9 19 (63%)
10 - 19 5(17%)
20 - 29 5 (17%)
30 - 39 1 (3%)
Ethnic group
Black 19 (63%)
Coloured 1 (3%)
Indian 2 (7%)
White 11 (27%)
First languages
African language 24 (80%)
English 3 (10%)
Afrikaans 3 (10%)
Qualification
Diploma 24 (80%)
Bachelor’s degree 3 (10%)
Masters’ degree 3 (10%)
Current job title
Registered nurse 20 (66%)
Trained clinical nurse 5(17%)
Enrolled nurse 5(17%)

as their first language. All participants (N=30) spoke at least one other
language apart from their first language. All participants (N=30) were
qualified nurses with either a diploma (80%), Bachelor’s degree (10%) or
master’s degree (10%) in nursing. In total, 53% of the participants had
received additional training in critical care. Of these, 43% had completed
an additional diploma in critical care, 25% had a 6-month training
certificate obtained from the hospital at which they were employed, 19%
had a postgraduate degree with a specialisation in critical care and 13%
did not specify their critical care qualification.

Nurses’ experiences

The main themes included the five social purposes of communication
proposed by Beukelman and Light®: 1) communication of wants and
needs; 2) information transfer; 3) social closeness; 4) social etiquette
and 5) internal dialogue. Additionally, participants put forward nine
sub-themes to describe their experiences with patients who have
communication challenges. Table 2 summarises the findings of the study
and lists the examples of quotes by participants.

Communication of wants and needs

In this study, the first theme, communication of wants and needs, refers
to components that participants cited as important prerequisites for
patients to communicate their basic wants and needs. By communicating
needs and wants, critically ill patients are often able to control the
communication partners’ behaviour (e.g., the nurse’s behaviour) in an
attempt to fulfil their needs and wants.” This theme included two sub-
themes, namely i) alertness and ii) medical interventions that affected
communication of basic wants and needs. Participants mentioned
that their communication with patients was affected by the patient’s
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Theme Definition

Sub-theme

Quotes by nurses

Mentioned by

participants

1. Communication Components nurses

of needs and wants mentioned are important
prerequisites for patients
to communicate their
basic wants and needs.

2. Information Components nurses

transfer mentioned that affected
information transfer to
patients in the CCU.

10

11

13

14

16

26

Alertness

Intervention

Comprehension
of information

Communication

Environment

‘It is important to see if the person is responsive”
(P1)

I think the Glasgow Coma Scale is very important
as it allows you to see whether person is alert and
can communicate’ (P16)

‘Orientation to person, place and time allows you
to understand if the person is awake’ (P7)
‘Sometimes it appears as if the participants are deaf
because you don’t know if they can hear you’ (P13)
‘Most of the patients in the critical care unit are
intubated and have difficulty to ask for help’ (P9)
‘Most of the participants are ventilated and
therefore experiences difficulties communicating’
(P5)

‘The majority of patient in the critical care unit
have various medical complications and therefore
cannot talk about their needs, family or wants’
(P11).

‘It is important for me to know that the patient
understands what I am saying to them’ (P12)

‘It was difficult for me to communicate with the
patient as he did not understand me’ (P13)

‘When the person is ventilated, you do not know
what their cognitive level is’ (P11)

I could only communicate with the patient if they
were verbal” (P21)

‘We had lots of patients from other African
countries and we could not speak their language’
(P30).

‘South Africa is a culturally and linguistically
diverse population and sometimes I would get an
Afrikaans lady and I could not speak her language’
(P28).

‘Age is also important as different people are at
different stages in their life and have different
topics to converse about’ (P26)

‘Old people would sometimes not listen to

me as they would think I am too young and
inexperienced’ (P7)

T used to write down what I wanted to
communicate for example are you hungry or do
you want to see your family’ (P18)

‘Sometimes writing messages would be difficult as
the patient may not be literate and this also made
it hard to communicate with them’ (P5)

‘Talking with patients should be bilateral and one-
on-one (P23).

‘Sometimes it would feel as though I am talking to
myself as the patient won't respond’ (P24)
‘Communication should be comprehensive and
include all the topics that the person wants to
discuss’ (P5)

‘The environment in which you work is very
important’ (P9)

‘I was very busy and had a lot to do and therefore
making time to talk to the patient was difficult’
(P10)
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P1, P2, P12, P15,
P16, P30

P1, P5 - P8, P12

P13

P9, P10

P3-P5

P11, P12

P1 - P3, P6, P8, P9,
P12 - P16, P20

P11

P21 - P26, P29

P17, P18, P28 -

P30

P7, P26

P5, P10, P18, P19,
P27, P28

P23-P25

P5

P9

P10

(continued)
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Table 2. (continued) Description of results

Theme
3. Social closeness

Sub-theme
Negative affect

Definition N
This theme describes 17
components that nurses
mentioned affected their
ability to establish social 18
closeness with patients.

19

20

21

22

23
24

25

26 Positive affect

27

28

4. Social etiquette ~ Related to using socially 29 Introduction
appropriate vocabulary.
5. Internal dialogue Refers to keywords 30 Spiritual

that relate to internal
conversations that nurses
have with themselves.

alertness, specifically the patients responsiveness and orientation to
person, place and time. Nurses reported that they had an increased
difficulty in understanding the needs and wants of patients who
were communication-vulnerable. Furthermore, participants highlighted
interventions necessitated by medical diagnosis, such as intubation,
mechanical ventilation and sedation, which hindered patients’ ability to
communicate with nurses. Table 2 includes the participant quotes.

Information transfer

The second theme, information transfer, refers to patient communication
challenges that resulted in information transfer difficulties between nurses
and patients in the ICU. This includes nurse-patient communication of
necessary biographical and personal information and the means of
communicating this information. This theme comprises three sub-
themes, specifically i) nurse’s comprehension of information, ii) nurse-
patient communication and iii) the communication environment.

Mentioned by
Quotes by nurses participants
‘It was very difficult to talk to the patient, I did not P6 - P9, P15 - P17,
know what to do” (P7) P21, P22, P23, P26
I struggled a lot to understand the patient’ (P6)
T got very frustrated because we are trying P1-P5
to communicate with each other but couldn’t
understand each other’ (P1)
I stressed a lot thinking that I had to communicate P11, P12
with a patient that was ventilated’ (P11)
T got angry at the patient as I had so much todo P13
and it was taking to long to try an understand
what they wanted’ (P13)
T just avoided trying to talk to the patient and just P14
performed my routine’ (P14)
T felt so confused as I thought the patient was P20, P25
saying one thing but they kept on indicating
something else’ (P20)
‘Talking to ventilated patients just made me feel
so lost’
‘It was very demotivating to talk to a patient with P15
communication challenges’ (P15)
I felt talking to the patient was ineffective and very P13, P26
effortful’ (P26)
‘Communicating with patients with P9, P12
communication challenges was a complete mess
and caused lots of problems’ (P9)
‘It was so important to establish a relationship with P2, P29
the patient and just having that person contact
with another human being’ (P2)
“You need to have a lot of patience when you talk P23
to a patient who has communication difficulties’
(P27)
‘The most important thing is having respect for P12, P13, P28, P29
the patient and treating them with human dignity’
(P23)
I think one of the most important things in P17
communicating with patients is to introduce
yourself and to greet them’ (P12)
‘Before I even start the day I just pray for strength
because I know I will need extra strength for the
ventilated patients who can’t talk’ (P17)

Participants mentioned that they experienced difficulty understanding
information communicated by communication-vulnerable patients
during nurse-patient communication. Several specific variables
contributed to the nurses’ poor comprehension of information. These
included difficulty in understanding patients owing to communication
barriers secondary to mechanical ventilation, confusion or sedation.
Additionally, language barriers were noted when nurses could not
speak the patient’s language and they demonstrated limited awareness
of alternative forms of communication, for instance, they were aware of
using pen and paper to write but not communication boards when the
person could not communicate verbally. Participant quotes are included
in Table 2.

Social closeness
The third theme participants mentioned was the difficulty in establishing
social closeness with patients in the ICU. Social closeness refers to
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applying social etiquette and having an internal dialogue with the self.
Participants particularly mentioned that they experienced negative
emotions towards caring for patients due to the patient’s communication
challenges which increased nurses’ occupational stress. Most participants
had negative emotions towards communicating with communication-
vulnerable patients describing communication as difficult, frustrating,
effortful and ineffective. Few participants experienced positive emotions
when caring for patients with communication challenges and stated
that ‘you need to have patience’ and emphasized the importance of
establishing a relationship through human contact, regardless of the
communication challenges experienced in the ICU. Direct quotes are
presented in Table 2.

Social etiquette

The fourth theme, social etiquette, refers to the use of socially appropriate
vocabulary and practice of social etiquette.”! The findings alluding
to social etiquette are included in Table 2. Participants mentioned
that even though limited responses are obtained from patients with
communication challenges, the nurses should still introduce themselves
and greet the patient.

Internal dialogue

The last theme, internal dialogue, includes aspects relating to
communicating with oneself or conducting a dialogue with oneself."’)
Within this theme, participants mentioned one sub-theme: spirituality.
Participants regarded patients with communication challenges as
stressful, which required strength through prayer. Quotes are included
in Table 2.

Discussion

This study aimed to identify nurses’ experiences of patients who are
communication-vulnerable and the effect on their ability to offer
compassionate care. The findings will further be discussed according
to the social purposes of communication by Beukelman and Lights.”)
Since communication and meeting the social purpose of interaction are
central to establishing a mutually beneficial relationship between nurses
and critically ill patients, it has a tremendous impact on person-centred
care.?*I Nurses’ attempts to establish a mutually beneficial relationship
with patients emphasise the humanistic components of providing
compassionate care. These humanistic components specifically
encompass being there for oneself and others, respecting human
vulnerability, reducing personal prejudice towards others, giving a voice
to the voiceless and accepting that compassion is a gift from others.**?”)

Communication of wants and needs

When patients experience communication challenges, this may hamper
effective nurse-patient communication, which could lead to nurses not
being there for their patients and not giving a voice to the voiceless.>2%’]
The communication challenges experienced by patients may make it
hard for them to discuss their unique needs, join in conversations with
nurses and participate in building nurse-patient relationships.!'73%3!
Although nurses may respect the patients’ vulnerability, communication
challenges may lead them to harbour prejudices against these patients,
mistakenly believing that they do not need communication."?*% This
may be the reason why nurses tend to prioritise the communication
of basic needs and wants. In the ICU, they may focus specifically
on a patient’s responsiveness, alertness and awareness, as these are
indicators that the patient’s level of consciousness is returning and
that the patient is on the journey to recovery.***! Owing to limited

staff numbers and insufficient beds in the ICU, coupled with medical
aid funding restrictions and organisational restructuring, nurses may
experience pressure to expedite each patient’s recovery process.” Nurses
in this study confirmed this statement as various organizational barriers
impeded their ability to provide person-centred care. Organizational
barriers included policy barriers and support from hospital management.

Information transfer

During this study, the nurses mentioned that reciprocal comprehension
in patient-nurse interaction was a central component of their ability
to provide compassionate care. They further described patients
communication and linguistic challenges as the greatest component
affecting successful information transfer.*® Furthermore, nurses were
aware that the language and culture of the patients in their care constituted
a means for patients to perceive and construct their natural and social
worlds.® In the current study, nurses expressed frustration due to the
multilingual and multicultural nature of the ICU, feeling they lacked
adequate competence to overcome these linguistic and cultural barriers.
They perceived these language challenges as potentially detrimental to
nurse-patient communication. Nurses mentioned the limited availability
of translators fluent in the patients first language, especially those
unfamiliar to the nurses themselves. While they attempted to use pen and
paper for communication, some patients were either too ill to write or did
not understand the instructions. As a result, nurses often felt helpless to
alleviate the suffering of those in their care, and they felt alienated from
establishing a personal relationship with patients, which undermines the
nurses’ ability to provide compassionate care.*!

Social closeness

Besides the linguistic and cultural barriers, communication barriers
may also impede some nurses from establishing social closeness with
patients.™ In the current study, nurses described their communication
experiences with critically ill patients as negative. For example, some
nurses felt that it was a challenge to communicate with patients
with communication challenges, partly because the patients were
mechanically ventilated and/or they could not understand each other.
This finding is further supported by other researchers, who argue that
nurses prefer to communicate with patients only when family members
or translators are present and when nurses can act as communication
initiators.!**! These problems with communication make it difficult
for nurses to experience compassion as a gift from others during
humanistic care (e.g., critically ill patients) and may lead to prejudice
against communication-vulnerable patients.?**”) Therefore, the need
for communication partner training for nurses working in the ICU is
proposed to address nurse-patient communication challenges and to
promote the levels of compassionate care.

Social etiquette

Some nurses felt that despite all the difficulties experienced in the
ICU, establishing a relationship of mutual respect with patients was
important.? They felt that social etiquette principles allowed them to
emphasise the humanistic side of caring and allowed them to provide
compassionate care to the patient.’**! According to Walivaara,?*
introducing oneself and greeting another individual are the first steps
in establishing social closeness and setting the precedent for a caring
relationship. This caring relationship includes the whole person and
enables personal growth, a sense of being understood, alleviation of
suffering and a promise of togetherness and personal contact—all of
which improve compassionate care. Nurses in this study supported
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this sentiment as they acknowledged that the whole person requires
compassionate care and the focus of care should not only include
addressing medical needs.

Internal dialogue

A caring relationship allows both the nurse and patient to strike a
balance between vulnerability and dignity.*”) However, in practice,
greater emphasis is placed on the patient’s vulnerability, while the fact
that nurses also experience vulnerability due to unfamiliar relationships
and environments is often ignored.'* The vulnerability of nurses in this
study was reflected in their descriptions of their internal dialogue, which
impacted their perception of their competence and practice. Wiklund
and Wagner® suggest that the nurses’ perceived vulnerability should
be addressed by teaching them to first ensure their wellbeing, before
focusing on the patient.

This self-compassion and support may increase nurses feelings of
competence and enhance their experience of communication-vulnerable
patients.?®¥ Supporting critical care nurses through professional
development and creating a positive occupational environment may
increase their psychological and physiological wellbeing.*! Professional
development should include the training of nurses to implement
communication strategies for critically ill patients. In this way, they
will provide a voice to the voiceless, improve their experience with
patients and enhance their ability to provide compassionate care.'>*!
Nurses in this study acknowledged these aspects but mentioned that
time constraints may impact their ability to attend all professional
development opportunities provided by their institutions.

Limitations

This study had a few limitations. Since the study was conducted at four
private hospitals from the same hospital group in a single province in SA,
its findings have specific limitations. Although the nurse participants
were a culturally diverse sample, no participants from public hospitals
were included. A recommendation for future research may thus be to
replicate the study in the public hospital setting in SA.

Conclusion

This study confirms that nurses’ experiences of patients’ communication
challenges often influence their ability to provide compassionate care.
Interacting with communication-vulnerable patients generally makes
nurses feel frustrated and negative towards their work environment,
which adds to their work stress and can cause compassion fatigue. Some
nurses do however see the communication challenges of patients as an
opportunity to establish a compassionate relationship with them. Various
factors affect the critical care nurses’ ability to provide compassionate
care and they also require support to improve their person-centred care.
It is recommended that nurses receive communication partner training
to address nurse-patient communication challenges and promote the
levels of compassionate care offered in the ICU.
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