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Abstract 

Background Admission to an intensive care unit (ICU) is a stressful experience for patients and their family members. 
While the focus of management is primarily on medical care, there can be other areas which are overlooked. The 
purpose of this study was to investigate the needs and experiences of ICU patients and family members.

Method This qualitative study involved four trained researchers conducting in‑depth interviews (IDI) based on a 
semi‑structured interview guide. The participants were ICU patients and family members. All IDIs were audio‑recorded 
and transcribed verbatim. Four researchers independently analyzed the data via thematic analysis with the aid of QDA 
Miner Lite®. The themes and subthemes were generated and confirmed by literature and expert opinion.

Results Six IDIs were conducted with three patients and three family members, whose ages ranged from 31 to 64 
years old. One pair of participants consisted of a patient and his respective family member, while the other four par‑
ticipants did not have a familial relationship with each other. Three main themes emerged from the analysis: (I) critical 
care services; (II) physical spaces; and (III) monitoring technology. Medical, psychological, physical, and social needs 
for critical care services were expressed by both patients and family members. Patients’ needs in clinical spaces were 
highlighted as a conducive ICU environment with ambient temperature and controlled noise levels. In non‑clinical 
spaces, family members expressed a need for more chairs in the waiting area. Participants expressed the need for call 
bells as well as patients’ negative perceptions of medical equipment alarms in the ICU when it pertained to monitor‑
ing technology.

Conclusion This study provides an in‑depth view at the needs and experiences of ICU patients and family members 
who have a variety of unmet needs. This understanding is critical for guiding ICU personnel and stakeholders in their 
efforts to humanize ICU care.
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Background
Critical care is a multidisciplinary and inter-professional 
specialty that manages patients with acute, and life-
threatening organ dysfunction. Admission to the inten-
sive care unit (ICU) causes distress to both patients and 
their families [1]. ICU patient care emphasizes a holistic 
approach that not merely focuses on medical care but 
also aims to fulfill patients’ and families’ needs [2, 3]. The 
needs identified by the patients warded in ICUs across 
different countries are broadly categorized as physical, 
medical, psychological, and social needs [4]. Generally, 
ICU patients desire individualized care from the medical 
personnel and prompt medical attention when the need 
arises. The patients also need to understand their medi-
cal conditions to make decisions on treatment priorities 
and at the same time to alleviate fear, anxiety, and panic 
attacks. A secure environment that creates a sense of 
security, fosters self-worth and motivation toward recov-
ery is essential [5–8].

A sense of hope is an important need for family mem-
bers of patients who are admitted to the ICU. Addition-
ally, they require reassurance from the ICU personnel 
that the care provided is in the patient’s best interest 
[1]. Having an adequate understanding and attempting 
to meet the families’ needs would improve their ability 
to cope with the ICU admissions of their loved ones [9]. 
There is a slight geographical variation in family mem-
ber’s needs. In Hong Kong and Malaysia, family members 
needed assurance that the patients were adequately cared 
for [10–12]. The primary concerns in Saudi Arabia were 
information, reassurance, spiritual healing, and support 
[13]. Moving west, in the United Kingdom, the needs 
were access to maintain proximity to patients; a posi-
tive and supportive environment; information; and hope 
[14]. An open communication and regular updates build 
mutual trust between the ICU personnel and the family 
members. In Ireland, families expressed their needs for 
truthful updates on the patient’s condition; understand-
ing ICU admission is a dynamic and continuous process; 
being with their relatives; having the nurses’ assurances; 
and support for coping [15]. The difference in priorities 
and needs globally reflect disparities in culture, religion, 
and healthcare. In Malaysia, the challenge in providing 
culturally sensitive intensive care is further compounded 
due to its multiracial composition with diverse cultural 
and religious backgrounds.

Patient experience is defined as interactions that 
patients have with the healthcare system, including their 
management plan, the providers, and the providers’ prac-
tices in the healthcare institution [16]. Their experience 
in the ICU affects them physically and psychologically. 
The common physical discomforts experienced include 
pain, sleepiness, discomfort, inactivity or over-activity, 

noise, thirst, headache, discomfort associated with 
endotracheal tubes, and swallowing difficulties. Psycho-
logically, they are affected by their disease progression, 
medical treatment, and perception of care concerning 
the manner and behavior of the ICU personnel. Patients 
reported hallucinations, fear, worry, anxiety, melancholy, 
loneliness, death thoughts, panic, uneasiness, uncertainty 
and despair [17]. These areas of patient experience can be 
easily overlooked when their critical illnesses are the pri-
mary focus of the managing team.

Family members experience distress when they learn 
that their loved ones have been admitted to the ICU. 
Emotional helplessness is experienced by family mem-
bers when their need for information, reassurance, help, 
and support have not been met. They experience a lack 
of control, uncertainty, and loneliness. They undergo 
intense emotional changes whenever there is a mor-
bid change in the status of their relatives. Family mem-
bers are frustrated when their experiences deviate from 
their expectations, which are affected by their cultural 
background [18]. Gauging the needs and experiences of 
patients and their family members is a crucial step for-
ward in establishing humanized ICU care. This study 
aims to learn about the needs and experiences of criti-
cally ill patients and their family members in a local 
setting.

Methods
Study design and setting
This exploratory qualitative study was conducted from 
February to March 2020 in a multidisciplinary ICU of a 
tertiary government hospital in Malaysia. The ICU had 
two wards with a total of 23 beds, with 1200 to 1400 
admissions per year. A multi-disciplinary team of 150 to 
160 personnel in the ICU includes two consultant inten-
sivists, ICU trainees, anaesthesiologists, anaesthesia-
trained medical officers, staff nurses, physiotherapists, 
pharmacists and attendants. The staff nurses in the ICU 
worked in shifts, and the medical doctors were subject to 
an on-call arrangement. The patients’ families were per-
mitted to visit them twice a day, one at a time, between 
1 pm and 2 pm and again between 5 pm and 6.30 pm. 
Due to the lack of a waiting room, family members were 
compelled to wait in the corridor outside the ICU dur-
ing visiting hours. The corridor was furnished with seats 
for ten to fifteen individuals. During non-visiting hours, 
family members were called by phone if medical doctors 
wished to discuss the patient’s medical condition with 
family members. Family conferences were often held in 
the nursing manager’s office or the Intensivist’s office, 
while daily patient updates to family members were typi-
cally delivered at the bedside.
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Sample and recruitment
Inclusion criteria
Patients who were 18 and above, Malaysian, able to read 
and speak English, Malay or Mandarin, had their first 
ICU encounter, admitted to the ICU for at least 72 h to 
make sure there was enough time to establish their needs 
[11, 19], had a Glasgow Coma Scale (GCS) of 15, a Rich-
mond Agitation-Sedation Scale (RASS) of 0, a negative 
Confusion Assessment Method for the ICU (CAM-ICU), 
and an overall stable health condition at the discre-
tion of consultant intensivists, were fit to participate in 
a 60-minute interview. Patients were recruited based on 
different characteristics such as age, gender, and the types 
of specialty care they received in order to enrich the data.

Family members, not limited to first-degree relatives, 
who had been the main person interacting with critical 
care personnel and were willing to share their experience 
were invited for interviews. The patients and the family 
members invited to the study were not necessarily related 
or paired as certain patients may not fit the eligibility cri-
teria to participate in this study while their family mem-
bers were.

Exclusion criteria
Patients with language or communication barriers, with 
underlying psychiatric disorders or newly diagnosed psy-
chiatric disorders during ICU admission and those with 
intellectual impairment were excluded. Family members 
of critically ill patients with unstable vital signs or whose 
death was considered imminent were not included in this 
study out of respect for the grieving needs of the family 
members [19].

Interviewers
There were a total of four interviewers (ELL, SLL, 
CCC and JYA), all of whom were trained in qualitative 
research. Two of the interviewers held graduate degrees 
in medicine, while the other two held graduate degrees 
in pharmacy. Prior to the interview, the interviewers did 
not know the participants nor did they establish a rela-
tionship with them. Interviewers were guided by a semi-
structured interview guide, which ensured consistency 
in the domains covered during each IDI. Additionally, 
prior to the actual data collection, trial interviews were 
conducted among the interviewers. These trial interviews 
served the purpose of establishing a shared understand-
ing of the interview guide and techniques, thereby ensur-
ing a more uniform approach across the IDIs.

Sample size and sampling method
Patients and their family members were recruited 
through purposive sampling. The potential patients 
were identified during daily ward rounds, and the 

family members were identified via prior interaction for 
patients’ updates by the treating intensivist. The partici-
pants who agreed to participate were then referred to the 
interviewers for a scheduled face-to-face interview.

Instrument
A semi-structured interview guide in English was cre-
ated separately for patients and family members based 
on existing literature that reported patients’ and fami-
lies’ needs in ICU [20–23], as well as expert opinion. The 
domains were perception of the ICU, the experience of 
interacting with the health care personnel working in 
the ICU, information required, perspectives on medical 
care, the need for privacy (only applicable for patients), 
types of support needed, and requirements of facilities in 
the ICU. Subsequently, these guides were translated into 
Malay and Mandarin by native speakers of Malay and 
Chinese. Each language’s interview guide was pre-tested 
to ensure the comprehensibility of terms and phrases 
used in the interview guide.

Data collection
Approval to conduct this study was obtained from the 
Medical Research and Ethics Committee, Ministry of 
Health Malaysia with the protocol number NMRR-19-
3358-51827 (IIR) prior to data collection.

Each participant signed a written informed consent 
form before data collection. The sociodemographic infor-
mation of the participants was collected prior to the 
IDIs. The IDI sessions with the patients were conducted 
at the bedside, with curtains or blinds drawn to provide 
privacy. IDI sessions for family members were held in a 
private office room inside the ICU. Only two interviewers 
and a participant were present during each IDI. The IDIs 
lasted 40 to 60  min and were all audio-recorded. There 
were no additional interviews conducted. This study was 
terminated after the sixth IDI due to the prohibition on 
visitors and researchers entering the ICU, as well as pos-
sible changes in participants’ perspectives during the 
COVID-19 pandemic. All IDIs in this study were con-
ducted before the implementation of pandemic-related 
movement restrictions in Malaysia [24]. Despite this, the 
last two consecutive IDIs did not yield any new themes, 
indicating that data saturation had been reached.

Data analysis
Three patients and three family members participated 
in this study. Coincidentally, there was only one pair of 
patient-family members who took part in this study. 
The remaining four participants were not patient-family 
members paired. The data collected from the patient-
family member pair were analyzed separately.
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The audio recordings were transcribed verbatim and 
the transcripts were not returned to the participants 
for verification. Data management was conducted using 
QDA Miner Lite®, and data analysis was performed fol-
lowing the six steps of thematic analysis established by 
Braun and Clark [25]. All researchers (ELL, SLL, CCC, 
and JYA) familiarized themselves with the transcript, 
and each transcript was independently coded by two 
researchers, with any disputes of coding being resolved 
by discussion and consensus between researchers. 
Emerging themes were later categorized based on the five 
domains of care for critically ill patients, reported by the 
World Federation of Societies of Intensive and Critical 
Care Medicine. The domains are (I) critical care services, 
(II) physical space, (III) monitoring technology, (IV) 
human resources, and (V) research and quality improve-
ment [26]. Relevant sub-themes were grouped under 
respective themes. Study findings were further validated 
by the literature and expert opinion. Non-English quotes 
were translated into English by one researcher and were 
cross-checked by another researcher to ensure the accu-
racy of the translation.

Results
The participants’ age ranged from 31 to 64 years old. 
The patients’ median age was 42 (IQR = 15.5) while the 
family members’ median age was 60 (IQR = 14.5). There 
were three Malay and three Chinese. Four of them were 
females and were all married. Four of the six participants 
had completed secondary school, one had completed 
primary school, and the other had completed university 
education. ICU stays ranged from 6 to 182 days (Table 1).

A total of three themes emerged in this study: (I) criti-
cal care services, (II) physical space, (III) monitoring 
technology; with several subthemes identified under each 
of them (Table 2).

Theme 1: critical care services
Critical care services needs and what the participants had 
experienced were not limited to the immediate need for 

the treatment of individual patients, but also the services 
that extend beyond basic care. The patients’ and family 
members’ need for critical services were further classified 
into medical, physical, psychological and social needs.

Medical needs
The medical needs of patients and their family members 
were identified based on their experience during the 
patients’ ICU stay. The needs include continuous pain 
relief management, effective ICU communication, a deci-
sion-making process, the provision of continuity of care 
and culturally competent care.

Continuous pain relief management Pain experience 
was one of the concerns of ICU patients, the continuous 
need for pain relief has been reiterated by the patients in 
this study. Necessary analgesics that could not be pro-
vided on time have been a concern of ICU patients.

… if I need the medication to alleviate toothache, he 
(staff) could not give [the pain medication] immedi-
ately, [he will] delay in giving [the pain medication].
(Patient #3)

Effective communication in the ICU This is part of the 
essential medical need that occurred between “patient-
critical care personnel,“ “family members-patient” and 
“family members-critical care personnel”. “Patient-critical 

Table 1 Characteristics of participants (n = 6)

N/A not applicable

Participants Discipline Duration of 
ICU stay

Relationship 
with patient

Patient #1 Medical 80 N/A

Patient #2 Medical 10 N/A

Patient #3 Otolaryngology 6 N/A

Family member #1 Medical 182 Spouse

Family member #2 Neurosurgical 48 Spouse

Family member #3 Medical 10 Spouse

Table 2 Themes, subthemes and sub‑subthemes of critically ill 
patients’ and family members’ needs and experience in ICU

Themes Sub-themes Sub-subthemes

Critical care services • Medical needs • Continuous pain relief 
management
• Effective communica‑
tion in the ICU
• Cultural competence 
care
• Participation in patient 
care
• Decision making

• Psychological needs • ICU personnel support
• Religious support
• Patient counselling

• Physical needs • Comfortable bed‑bath

• Social needs • Longer visiting hours

Physical spaces • Clinical spaces • Conducive ward

• Non‑clinical spaces • Conducive waiting 
area

Monitoring technol-
ogy

• Perceptions of 
medical equipment 
alarms

• Call bells



Page 5 of 11Leong et al. BMC Health Services Research          (2023) 23:627  

care personnel”: The patients described that they were 
unable to communicate their needs to the critical care 
personnel due to endotracheal tube barriers.

Like that time when I was inserted with the [breath-
ing] tube, [and] my urine catheter was blocked, I was 
unable to call people [for help].
(Patient #3)

“Family member-patient”: the family members had 
difficulties learning about the needs of the intubated 
patients.

We (family members) could not guess what he (intu-
bated patient) was saying.
(Family member #2)

“Family members-critical care personnel”: Ineffective 
communication was seen in the non-synchronized con-
veying of patient information among ICU personnel. 
Family members were confused by the disparities in the 
information provided by different ICU personnel.

When I came in [to ICU], I told [the nurse that] Dr. 
XXX allowed me to come in [to see my wife] (fam-
ily member presumed wife’s condition worsened)… 
I was taken aback (when the nurse responded that), 
“No, her condition is improving. Why do you want to 
come (for a visit)?“
(Family member #1)

Besides, a lack of designated communication channels 
in the ICU by having specific personnel and allocation 
of a specific time that allows the family members to get 
patients’ updates has been raised. The family members 
were uncertain about who and how to obtain patients’ 
information updates.

We could not find a suitable person to ask [regard-
ing patients’ condition], [and] we do not know who to 
ask [for patients’ condition].
(Family member #2)

While some family members attempted to obtain infor-
mation from the nurse, they were instructed to meet 
the doctors for updates. In contrast, doctors were per-
ceived as rarely seen in the ward during family visiting 
hours, making it difficult for family members to obtain 
information.

But initially, we could not differentiate between who 
was a doctor and who was a nurse. Sometimes when 
I asked the nurse, she would say, “you [have to] wait 
for [the] doctor.” But we hardly saw the doctor when 
we were here [in ICU during family visiting hours].
(Family member #2)

Owing to the difficulty in locating the person in charge, 
a form of communication channel was suggested. The 
family members preferred bedside name tags that iden-
tified the person in charge of a specific patient, allowing 
them to directly request patient information from that 
individual.

Unless the name [of staff in charge] is stated, [then] 
I will find the person [directly]. That is [one of the] 
possible [solutions].
(Family member #3)

Cultural competence care The ability of ICU person-
nel to provide culturally competent care to patients from 
diverse backgrounds that take into account language, 
communication styles, beliefs, attitudes, values, and 
behavioural diversity was identified as a need in critical 
care services [27]. The inadequacy of providing cultural 
competence care was recognised as an issue where some 
patients encounter language barriers when seeking medi-
cal care, necessitating the search for native-speaking crit-
ical care personnel to communicate their needs.

[About] Communication… because I am not very 
fluent in Bahasa Melayu (Malay language) … So 
when I see [a] Chinese nurse, I will ask her to help to 
translate.
(Patient #2)

Cultural competent care has not been confined to 
medical care; addressing the beliefs of family members in 
terms of patients’ nutrition intake was notably a need. A 
few family members were unsatisfied with the food pro-
vided by the hospital to the patients, believing it to be less 
nutritious for patients.

Yes, sometimes I see one piece of chicken and some 
porridge with some squash, [which is] not suitable 
[for patients].
(Family member #2)

Participation in patient care This study revealed that 
family members were willing to learn and perform sim-
ple care for their loved ones in the ICU. A family member 
articulated her willingness to acquire basic skills from the 
healthcare providers in order to ensure the sustenance of 
patient care.

Then, my son-in-law (who is a healthcare profes-
sional) taught me something easier, like how to 
help him (patient) to do phlegm suction (…) so 
when we see him (visit the patient in ICU), we will 
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do [phlegm suction] by ourselves.
(Family Member #2)

Decision making The lack of medical treatment knowl-
edge among the participants made them follow the deci-
sion of the medical doctors to receive critical care for the 
patients.

[We] listen to the doctors regarding all [medical 
treatment]. We totally have no idea [on medical 
treatment].
(Family member #2)

Psychological needs
The principal psychological needs in the ICU evolve 
around the elements, making them feel safe in the 
ICU. The elements include “knowing”, “hoping”, “trust-
ing” and “regaining control”. These elements are greatly 
influenced by family and friends, ICU personnel, and 
religion [28]. This study identified that ICU person-
nel and religious support were highlighted by the fam-
ily members as perceived psychological needs of the 
patients. Patient counselling service was mentioned 
as an important psychological need for patients in the 
ICU.

ICU personnel support The ICU personnel is regarded 
as crucial in terms of providing patients with support 
and encouragement to live [28]. Some family members 
believed that the doctors’ encouragement would be more 
effective in motivating the patients than the families 
themselves.

[When] Dr. XXX passed by, he will encourage him 
(patient) [by saying]: “Uncle [you have] improved a 
lot over these few days.”
(Family member #2)

The impact of ICU personnel on the patients’ psycho-
logical needs is perceived as substantial, including in a 
negative way. The family members believed that nega-
tive words would harm the patients. Therefore, they 
requested the doctor in charge to be cautious when dis-
closing information to patients.

Doctors’ words (information on patient’s condition) 
will affect patients (…) Hope [that we] can know 
[about the patient’s condition], but [we preferred 
that the doctor] do not disclose [the negative infor-
mation] in front of the patient.
(Family member #2)

Religious support Some of the patients expressed a need 
for religious support while in the ICU.

Maybe listening to the radio. My husband helped 
on the radio and played verses from Al-Quran.
(Patient #1)

Patient counselling The family members agreed that 
patient counselling service would be one of the best ways 
to support the patients psychologically.

It is even better to counsel the patient because the 
patients need encouragement.
(Family member #3)

Physical needs

Comfortable bed-bath Some of the patients had 
negative experiences with bed-bath by having to 
take late-night showers in cold water. There was a 
need to use warm water  for bathing among the ICU 
patients.

[It was] eleven (o’clock at night) that [the staff ] 
helped me to shower using … cold water. How 
[could I] bear with this (showering at night with 
cold water)? I told them (the staff ) that … I would 
like to use warm water [instead]. He (the staff ) 
agreed [to bring warm water], but what he brought 
over was cold water. He (staff ) told me that … he 
(staff ) would help me to shower at a faster speed. 
That time I was suffering.
(Patient #2)

Social needs

Longer visiting hours The patients needed longer visit-
ing hours to meet each of their loved ones during hospi-
talization in the ICU.

Because they (family members) only [had] one 
hour [of visiting time]. If it can be extended, [then] 
we (patient and family member) can talk [longer]… 
A lot of people (visitors) come [to visit me], [I have] 
not get to talk to each visitor (within the visiting 
hour) … So [it will be good] to have longer visiting 
hours.
(Patient #2)
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Theme 2: physical spaces
The physical spaces in the ICU are divided into clinical 
and non-clinical spaces. The clinical space includes the 
presence of a discrete location where it accommodates 
the beds, devices, and rooms; a nursing station; and mul-
tiple computer stations that are essential in patient care. 
The pantry, a room for medical personnel to rest, seminar 
rooms close by, and a place for families to wait are all part 
of the non-clinical space, which is outside of the physical 
boundaries of the patient care area [29]. The experience 
of physical space in the clinical area was described by the 
patients as a cold and noisy environment. Unmet needs 
for non-clinical spaces included a lack of visitor chairs in 
the waiting area.

Clinical spaces

Conducive ward Some patients complained of the cold 
environment in the ICU which resulted in the need to 
cover themselves with thick layers of blankets.

The air conditioner was too cold. I needed to cover 
three layers of blankets, yet [I was] still feeling cold.
(Patient #3)

Family members were concerned about patients who 
were unable to sleep at night owing to the noisy environ-
ment in the ICU.

My husband (patient) complained to me that there 
were a few nights he could not sleep because they 
(the staff) kept talking loudly.
(Family member #3)

Non‑clinical spaces

Conducive waiting area Meanwhile, the participants 
raised the issue of insufficient chairs for family members 
in the waiting area, suggesting that the situation could be 
improved by adding a few additional chairs, especially for 
elderly visitors.

I thought that a few more chairs could be added 
outside the ICU because there were too many peo-
ple (visitors). Sometimes, some elderly [visitors] 
do not have chairs to sit on and they need to climb 
up [the stairs to reach ICU]; yet there was only one 
row of chairs … I thought it (ICU) should have been 
equipped with few more chairs.
(Family member #3)

Theme 3: monitoring technology
One of the aspects that distinguish critical care from 
traditional hospital treatment would be the availabil-
ity of devices with advanced technologies that provide 
continuous monitoring of a patient’s physiologic sta-
tus in an ICU [29]. The monitoring technology identi-
fied by the participants could be classified into medical 
devices and non-medical devices. The medical devices 
in the ICU frequently emitted alarms that startled the 
patients. On the other hand, the family members were 
concerned about malfunctioning call bells, which is an 
important non-medical device.

Perception of medical equipment alarms
The ICU was thought to be well-equipped with a vari-
ety of medical devices by the majority of the partici-
pants. Some were unconcerned about the devices that 
were attached, while others perceived a sense of hope-
lessness and fear hearing the alarms and seeing the 
lights emitted by the medical devices.

All sorts of sounds (from the devices), [it was] scary 
(…) [I felt] like no hope [in the ICU].
(Patient #1)

Call bells
One of the family members believed it was dangerous 
to leave a patient in an isolated room without a func-
tioning emergency call bell, especially if the patient has 
a health condition that causes breathing difficulties.

Yes, [you are] right. Sometimes they may be in 
danger, such as having breathing problems or any 
other condition, [it is] better to have the bell for 
them to press, otherwise it is very dangerous [in 
such a situation].
(Family member #3)

Discussions and recommendations
This study uncovered the needs and experiences of 
critically ill patients and their families in the ICU con-
cerning the critical care services, physical environment, 
and equipment in the ICU. While previous local stud-
ies have focused on the family members of ICU patients 
[11, 12], this qualitative study in Malaysia investigates 
the needs and experiences of critically ill patients as 
well as their family members.

The main medical need that is deemed unmet for 
the ICU patients in this study would be insufficient 
pain treatment. This inadequacy was attributed to dif-
ficulties in assessing and accurately locating pain, as 
well as poor awareness among healthcare personnel, 
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particularly among patients who did not undergo any 
surgical procedures [30]. However, a culture of address-
ing pain in critically ill patients should be fostered, as 
dealing with pain complaints promptly has been shown 
to result in a less stressful stay [17, 31]. One step for-
ward could be reinforcing adherence to the appropriate 
pain management strategy supported by the Malaysia 
Ministry of Health [32].

Effective communication in the ICU is reiterated as an 
essential need of patients and family members. Critically 
ill patients who received invasive mechanical ventilation 
experienced communication difficulties. At the same 
time, ICU personnel and families reported difficulties in 
understanding patients’ needs as well [33, 34]. The uti-
lization of aided or unaided augmentative and alterna-
tive communication systems could assist in meeting this 
demand, and this should be implemented according to 
the local culture and setting [35].

The family members in this study had a great desire for 
up-to-date patients’ information, as identified as a fun-
damental need of family members [9]. They needed to 
know about the patients’ progress and prognosis, why 
certain activities were conducted for the patients, and 
who to call when they were away [36, 37]. In Malaysia, 
patients’ information is disclosed by medical doctors and 
reinforced by nurses to the family members [38]. How-
ever, the medical doctors in the ICU tend to prioritise 
patients’ care, which may result in insufficient time for 
communication or difficulty locating them when they are 
managing other patients [34]. Hence, to establish family-
centered care in the ICU and obtain standardised patient 
information promptly, a consensus for a point person, 
frequency and types of contact should be made between 
ICU personnel and family members [39]. However, these 
proposals should be addressed further among the ICU 
team in order to better adapt to the local system.

Family members’ participation in various patient care 
activities has been reported, ranging from massage, bath-
ing, eye and mouth care, to positioning and adjusting 
equipment [40]. This study captured family members’ 
willingness to learn and participate in patient care. Such 
a desire to assist the patient, who is their loved one, stems 
from the kinship and relationship between family mem-
bers and the patient, precipitating their desire to assist 
the patient [41]. Also, being able to get involved in patient 
care reduces family members’ fear and helplessness 
when their loved ones are critically ill. Family members’ 
involvement in patient care during the ICU stay also pro-
vides an opportunity for them to acquire relevant skills 
that enables them to care for the patient after discharge 
[26]. Nonetheless, such involvement necessitates addi-
tional attention and careful supervision from healthcare 
providers, which adds to their workload and may cause 

task delays [41, 42]. Concerns about poor quality patient 
care, accidental extubation, and failure to adhere to infec-
tious control measures have also been raised when family 
members are involved in patient care [43]. Hence, a clear 
policy is formed in the local ICU to direct the selection of 
patients and family members, the level of their involve-
ment in patient care, and to offer ongoing supervision 
while they are involved in patient care.

In terms of the psychological needs of the patients, 
family members acknowledged the ICU personnel as 
vital individuals for providing psychological support to 
the patients. This involves requesting that ICU personnel 
selectively share information with patients to offer hope 
to patients. Typically, the Asian family culture wishes to 
shield their loved ones from unpleasant news. However, 
this request violates the medical ethics of patient auton-
omy [44]. Therefore, the ICU personnel has to be trained 
with strong communication and negotiation skills when 
challenged with a need for selective non-disclosure [45]. 
Apart from that, patients’ need of religious support and 
counselling have also been articulated in this study. Spir-
itual distress is common among ICU patients, and thus 
religious support (such as praying with the patient, dis-
cussing religious topics, and fostering religious growth) 
is regarded as a source of encouragement and hope [46]. 
Meanwhile, psychological support (such as counselling, 
stress management, and coping strategies) provided dur-
ing ICU stay has been shown to reduce post-traumatic 
stress disorder and the need for psychiatric medication 
among patients [47]. In the local ICU, spiritual support 
is always offered to the family based on the patients’ reli-
gious beliefs. Such effort in supporting patients’ religious 
and counselling needs is thus to be applauded and should 
be more proactively offered to those who are in need, 
although identifying spiritual needs is rather difficult.

The unmet physical need highlighted by the ICU 
patients would be an unpleasant experience during bed-
bath with cold water late at night. This finding is similar 
to a study in Istanbul that found bed-bath was prevalent 
between midnight and five o’clock in the morning [48]. 
This practice could be due to a less busy schedule dur-
ing midnight for the nurses to conduct bed-baths. Aside 
from the timing of bed-baths, the water temperature 
should be ideal. It is recommended that bed-bathing tim-
ing be based on individual patient preference [49], with 
the water temperature set at 40 to 42.5oC [50]. Though 
bed-bath may cause some discomfort to patients, it is 
vital in preserving patients’ hygiene and improving health 
outcomes [51].

Patients’ social needs, including seeing their family 
members [17], cannot be met due to the restricted visit-
ing hours. Permission for flexible visiting hours to accom-
modate family members who have other commitments or 
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different working schedules can facilitate family involve-
ment in patient care. However, this has to be carefully 
considered taking into consideration the consequences 
on nursing care and disturbance to other patients [52]. 
Developing defined yet flexible visiting policies by tai-
loring visiting hours based on the needs of patients, 
families, and healthcare personnel may be more feasible 
and acceptable to all [53]. Currently, extended visiting 
hours in the ICU have been offered to family members 
of selected patients, particularly patients requiring long-
term care. The provision of flexible visiting hours allows 
family members to engage in patient care with the assis-
tance of the nurses.

Intolerable cold environments emerged as a nega-
tive experience for ICU patients when they were asked 
about the need for clinical spaces in the ICU. As part of 
the infection control recommendations, the Centers for 
Disease Control and Prevention (CDC) recommends that 
hospital wards maintain a temperature of 21-24oC [54]. 
However, the cold environment may not be well tolerated 
by patients [55]. To strike a balance between CDC rec-
ommendations and patients’ comfort, patients could be 
reassured and given extra blankets to assist them to cope 
with the cold environment in the ICU.

In the aspect of non-clinical space, family members 
expressed the need for additional waiting chairs to be 
placed outside the ICU. Driving this need is the desire 
of families for reassurance and to be in close proximity 
with their loved ones during the critical phase [11, 56]. In 
the United States, family members desired a comfortable 
waiting area where they could find solace in the company 
of other relatives of critically ill patients [57]. Unfortu-
nately, at the ICU where the study was conducted, there 
was no designated ICU waiting room for family mem-
bers. A hospital waiting-lounge facility is available within 
a five-minute walking distance from the ICU, but not all 
of the family members were aware of this facility [58]. 
They should be informed of the availability of the facility 
during the initial meeting with the ICU personnel.

The need for functioning call bells was raised by the 
participants, especially for patients who were placed in 
the isolated unit in the ICU. In case of an emergency, this 
medical device facilitates communication and connec-
tivity of patients with healthcare providers. Patients felt 
safer knowing that they could reach healthcare providers 
for care or assistance when needed [59, 60]. It is impor-
tant for the ICU personnel to monitor the function of the 
call bell and to set up a call bell response system. How-
ever, due to structural limitations in this ICU, functional 
call bells were unable to be installed, and the team was 
continually exploring alternatives.

Consistent with the reports of other studies, some of 
the devices in the ICU emit sounds and alarms, which 

are a source of distress for the patients [55, 61, 62]. The 
alarms may trigger anxiety in patients, which, when com-
bined with the patients’ lack of familiarity with the mean-
ing of the sounds and alarms, causes them to perceive 
them as a threat [63, 64]. This situation can be improved 
by minimizing the effects of the alarms by providing ear-
plugs or setting “quiet times” [65, 66]. Practicing light 
down and reducing alarms to create “quiet times” at night 
have been implemented in this ICU.

Strengths, limitations and recommendations
This research was undertaken just before the COVID-19 
epidemic. The pandemic resulted in policy adjustments, 
including modifications to the visiting policy. Therefore, 
the data collection was stopped at the sixth participant 
when the Malaysian government declared a “Movement 
Controlled Order” on March 18, 2020, in response to the 
health emergency. Nonetheless, data from all six IDIs 
revolved around the same themes and no new themes 
emerged, data for the themes is thus saturated. Addition-
ally, this study provides a baseline understanding of the 
needs and experiences of both critically ill patients and 
their families in Malaysia. Future research should focus 
on the disparities between the needs and experiences of 
critically ill patients and family members before and after 
the pandemic, and if the policy changes implemented 
during the COVID-19 pandemic affected their needs and 
experiences.

Conclusion
This study provides a comprehensive look at the needs 
and experiences of critically ill patients and their fami-
lies. Some of the concerns are acknowledged as hav-
ing no immediate solution. The study’s findings, on the 
other hand, would aid ICU professionals in recognising 
and communicating the needs of patients and families 
in order to foster mutual understanding. Addressing the 
challenges outlined in this study could provide insights 
into organisational and systemic reforms to humanise 
ICU care.

Abbreviation
ICU  Intensive Care Unit

Acknowledgements
The team thanks all staff in ICU Hospital Raja Permaisuri Bainun Ipoh for 
facilitating the interview sessions conducted in ICU. The team would also like 
to thank the Director General of Health, Malaysia, for his permission to publish 
this article.

Authors’ contributions
All authors contributed to the idea and drafting of the study protocol. CCC, 
JYA, ELL and SLL were involved in in‑depth interviews and thematic analysis. 
KWF and PRD were involved in the final confirmation of the thematic analysis. 
ELL, CCC, JYA and SLL contributed to the writing of the manuscript. KWF and 



Page 10 of 11Leong et al. BMC Health Services Research          (2023) 23:627 

PRD contributed to the critical revision of the manuscript. All authors read, 
reviewed and approved the final version.

Funding
The authors received no funding for conducting this research.

Availability of data and materials
The datasets used and/or analysed during the current study are available from 
the corresponding author upon reasonable request.

Declarations

Ethics approval and consent to participate
Approval to conduct this study was obtained from the Medical Research 
and Ethics Committee, Ministry of Health Malaysia with the protocol number 
NMRR‑19‑3358‑51827 (IIR). The study was adhere to the Declaration of Hel‑
sinki. Informed consent was obtained from participants prior to the initiation 
of the in‑depth interview.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Clinical Research Centre, Hospital Raja Permaisuri Bainun, Ministry of Health, 
30450 Ipoh, Perak, Malaysia. 2 Otolaryngology Department, Hospital Raja 
Permaisuri Bainun, Ministry of Health, Ipoh, Malaysia. 3 Anaesthesiology 
and Intensive Care Department, Hospital Raja Permaisuri Bainun, Ministry 
of Health, Ipoh, Malaysia. 

Received: 3 January 2023   Accepted: 6 June 2023

References
 1. Molter NC, Leske JS. Critical Care Family Needs Inventory. Heart and Lung. 

1995. https:// doi. org/ 10. 1037/ t37619‑ 000.
 2. Holden J, Harrison L, Johnson M. Families, nurses and intensive care 

patients: a review of the literature. J Clin Nurs. 2002;11(2):140–8.
 3. Pattison N. Psychological implications of admission to critical care. Br J 

Nurs Mark Allen Publ. 2005;14:708–14.
 4. Stein‑Parbury J, McKinley S. Patients’ experiences of being in an intensive 

care unit: a select literature review. Am J Crit Care Off Publ Am Assoc Crit‑
Care Nurses. 2000;9(1):20–7.

 5. Wåhlin I, Ek AC, Idvall E. Patient empowerment in intensive care–an 
interview study. Intensive Crit Care Nurs. 2006;22(6):370–7.

 6. Hofhuis JGM, Spronk PE, van Stel HF, Schrijvers AJP, Rommes JH, Bakker 
J. Experiences of critically ill patients in the ICU. Intensive Crit Care Nurs. 
2008;24(5):300–13.

 7. Aro I, Pietilä AM, Vehviläinen‑Julkunen K. Needs of adult patients in inten‑
sive care units of estonian hospitals: a questionnaire survey. J Clin Nurs. 
2012;21(13–14):1847–58.

 8. Wåhlin I, Samuelsson P, Ågren S. What do patients rate as most important 
when cared for in the ICU and how often is this met? ‑ an empowerment 
questionnaire survey. J Crit Care. 2017;40:83–90.

 9. Scott P, Thomson P, Shepherd A. Families of patients in ICU: A Scop‑
ing review of their needs and satisfaction with care. Nurs Open. 
2019;6(3):698–712.

 10. Lee LYK, Lau YL. Immediate needs of adult family members of adult 
intensive care patients in Hong Kong. J Clin Nurs. 2003;12(4):490–500.

 11. Dharmalingam TK, Kamaluddin MR, Hassan SK, Zaini RHM. The needs of 
malaysian family members of critically ill patients treated in Intensive 
Care Unit. Hosp Universiti Sains Malaysia. 2016;12:8.

 12. Mohamed Z, Sasikala M, Nurfarieza M, Siew Eng H. Needs of Family Mem‑
bers of Critically Ill Patients in a Critical Care Unit at Universiti Kebangsaan 
Malaysia Medical Centre. Med Health. 2016;11(1):11–21.

 13. Al‑Mutair AS, Plummer V, Clerehan R, O’Brien A. Needs and experiences of 
intensive care patients’ families: a saudi qualitative study. Nurs Crit Care. 
2014;19(3):135–44.

 14. Wilkinson P. A qualitative study to establish the self‑perceived needs of 
family members of patients in a general intensive care unit. Intensive Crit 
Care Nurs. 1995;11(2):77–86.

 15. McKiernan M, McCarthy G. Family members’ lived experience in the 
intensive care unit: A phemenological study. Intensive Crit Care Nurs. 
2010;26(5):254–61.

 16. Agency for Healthcare Research and Quality. What Is Patient Experience?. 
2022 [cited 2022 Sep 23]. Available from: https:// www. ahrq. gov/ cahps/ 
about‑ cahps/ patie nt‑ exper ience/ index. html.

 17. Topçu S, Ecevit Alpar Ş, Gülseven B, Kebapçı A. Patient experiences in 
intensive care units: a systematic review. Patient Exp J. 2017;4(3):115–27.

 18. Hirshberg EL, Butler J, Francis M, Davis FA, Lee D, Tavake‑Pasi F et al. 
Persistence of patient and family experiences of critical illness. BMJ Open. 
2020;10(4):e035213.

 19. Coulter MA. The needs of family members of patients in intensive care 
units. Intensive Care Nurs. 1989;5(1):4–10.

 20. Davidson JE, Powers K, Hedayat KM, Tieszen M, Kon AA, Shepard E et al. 
Clinical practice guidelines for support of the family in the patient‑cen‑
tered intensive care unit: American College of critical Care Medicine Task 
Force 2004–2005: Crit Care Med. 2007;35(2):605–22.

 21. Khalaila R. Meeting the needs of patients’ families in intensive care units. 
Nurs Stand R Coll Nurs G B. 1987. 2014;28(43):37–44.

 22. Novaes MAFP, Aronovich A, Ferraz MB, Knobel E. Stressors in ICU: patients’ 
evaluation. Intensive Care Med. 1997;23(12):1282–5.

 23. Leung K, Chien WT, Mackenzie AE. Needs of chinese families of critically ill 
patients. West J Nurs Res. 2000;22(7):826–40.

 24. Shah AUM, Safri SNA, Thevadas R, Noordin NK, Rahman AA, Sekawi Z et al. 
COVID‑19 outbreak in Malaysia: Actions taken by the Malaysian govern‑
ment. Int J Infect Dis. 2020;97:108–16.

 25. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 
2006;3(2):77–101.

 26. Marshall JC, Bosco L, Adhikari NK, Connolly B, Diaz JV, Dorman T, et al. 
What is an intensive care unit? A report of the task force of the World 
Federation of Societies of intensive and critical Care Medicine. J Crit Care. 
2017;37:270–6.

 27. Butler M, McCreedy E, Schwer N, et al. Improving Cultural Competence 
to Reduce Health Disparities [Internet]. Rockville: Agency for Healthcare 
Research and Quality (US); 2016. (Comparative Effectiveness Reviews, No. 
170.). https:// www. ncbi. nlm. nih. gov/ books/ NBK36 1126/. Accessed 23 
Sept 2022.

 28. Hupcey JE. Feeling safe: the psychosocial needs of ICU patients. J Nurs 
Scholarsh Off Publ Sigma Theta Tau Int Honor Soc Nurs. 2000;32(4):361–7.

 29. Marshall JC, Bosco L, Adhikari NK, Connolly B, Diaz JV, Dorman T et al. What is 
an intensive care unit? A report of the task force of the World Federation of 
Societies of Intensive and Critical Care Medicine. J Crit Care. 2017;37:270–6.

 30. Hasegawa R. Consideration of pain felt by patients in the ICU. J Intensive 
Care. 2017;5(1):73.

 31. Rotondi AJ, Chelluri L, Sirio C, Mendelsohn A, Schulz R, Belle S, et al. 
Patients’ recollections of stressful experiences while receiving pro‑
longed mechanical ventilation in an intensive care unit. Crit Care Med. 
2002;30(4):746–52.

 32. Ministry of Health. Pain as the 5th vital sign. 2018. https:// www. moh. gov. 
my/ moh/ resou rces/ Pener bitan/ Progr am% 20Beb as% 20Kes akitan/ Garis% 
20Pan duan/2_ in_1_ P5VS_ Guide line_ 3rd_ Editi on_ Corre cted_ 2020. pdf. 
Accessed 30 Sept 2022.

 33. Martinho CIF, Rodrigues ITRM. Communication of mechanically ventilated 
patients in intensive care units. Rev Bras Ter Intensiva. 2016;28(2):132–40.

 34. Yoo HJ, Lim OB, Shim JL. Critical care nurses’ communication experiences 
with patients and families in an intensive care unit: a qualitative study. 
PLoS ONE. 2020;15(7):e0235694.

 35. Salem A, Ahmad MM. Communication with invasive mechanically venti‑
lated patients and the use of alternative devices: integrative review. J Res 
Nurs JRN. 2018;23(7):614–30.

 36. Alsharari AF. The needs of family members of patients admitted to the 
intensive care unit. Patient Prefer Adherence. 2019;13:465–73.

 37. Al‑Akash H, Maabreh R, AbuRuz M, Khader K, Shajrawi A. Jordanian 
Patients’ Family Members Need Perceptions in the Critical Care Settings: 

https://doi.org/10.1037/t37619-000
https://www.ahrq.gov/cahps/about-cahps/patient-experience/index.html
https://www.ahrq.gov/cahps/about-cahps/patient-experience/index.html
https://www.ncbi.nlm.nih.gov/books/NBK361126/
https://www.moh.gov.my/moh/resources/Penerbitan/Program%20Bebas%20Kesakitan/Garis%20Panduan/2_in_1_P5VS_Guideline_3rd_Edition_Corrected_2020.pdf
https://www.moh.gov.my/moh/resources/Penerbitan/Program%20Bebas%20Kesakitan/Garis%20Panduan/2_in_1_P5VS_Guideline_3rd_Edition_Corrected_2020.pdf
https://www.moh.gov.my/moh/resources/Penerbitan/Program%20Bebas%20Kesakitan/Garis%20Panduan/2_in_1_P5VS_Guideline_3rd_Edition_Corrected_2020.pdf


Page 11 of 11Leong et al. BMC Health Services Research          (2023) 23:627  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

Nurses’ Perspectives versus Family Members’ Perspectives in the Context 
of Health Informatics. J Healthc Eng. 2021;2021:4071523.

 38. Hussin R, Hashim F. Communication needs of family members with a 
relative in Intensive Care Unit. J ASIAN Behav Stud. 2017;2:19.

 39. Schwartz AC, Dunn SE, Simon HFM, Velasquez A, Garner D, Tran DQ, et al. 
Making family‑centered care for adults in the ICU a reality. Front Psychia‑
try. 2022;24:13:837708.

 40. Liput SA, Kane‑Gill SL, Seybert AL, Smithburger PL. A review of the 
perceptions of Healthcare Providers and Family Members toward Fam‑
ily involvement in active adult patient care in the ICU. Crit Care Med. 
2016;44(6):1191–7.

 41. Fateel EE, O’Neill CS. Family members’ involvement in the care of critically 
ill patients in two intensive care units in an acute hospital in Bahrain: the 
experiences and perspectives of family members’ and nurses’ ‑ a qualita‑
tive study. Clin Nurs Stud. 2015;30(1):p57.

 42. Hsiao PR, Redley B, Hsiao YC, Lin CC, Han CY, Lin HR. Family needs of 
critically ill patients in the emergency department. Int Emerg Nurs. 
2017;30:3–8.

 43. Azoulay E, Pochard F, Chevret S, Arich C, Brivet F, Brun F, et al. Family 
participation in care to the critically ill: opinions of families and staff. 
Intensive Care Med. 2003;29(9):1498–504.

 44. McCabe MS, Wood WA, Goldberg RM. When the Family Requests 
Withholding the Diagnosis: Who Owns the Truth? J Oncol Pract. 
2010;6(2):94–6.

 45. Hallenbeck J, Arnold R. A request for nondisclosure: don’t tell mother. J 
Clin Oncol Off J Am Soc Clin Oncol. 2007;25(1):5030–4.

 46. Ho JQ, Nguyen CD, Lopes R, Ezeji‑Okoye SC, Kuschner WG. Spiritual 
care in the Intensive Care Unit: a narrative review. J Intensive Care Med. 
2018;33(5):279–87.

 47. Peris A, Bonizzoli M, Iozzelli D, Migliaccio ML, Zagli G, Bacchereti A, et al. 
Early intra‑intensive care unit psychological intervention promotes 
recovery from post traumatic stress disorders, anxiety and depression 
symptoms in critically ill patients. Crit Care. 2011;15(1):R41.

 48. Celik S, Oztekin D, Akyolcu N, Issever H. Sleep disturbance: the patient 
care activities applied at the night shift in the intensive care unit. J Clin 
Nurs. 2005;14:102–6.

 49. American Association of Critical‑Care Nurses. AACN Updates Patient Bath‑
ing Practices Protocol. 2013. https:// www. infec tionc ontro ltoday. com/ 
view/ aacn‑ updat es‑ patie nt‑ bathi ng‑ pract ices‑ proto col. Accessed 30 Sept 
2022.

 50. da Silva CJB, Silva M, dos Reis S, Miranda FF, de Santos GCO. L dos, Lima 
DVM de. Bed bath for infarcted patients: crossover of the hydrothermal 
control  40oC versus 42.5oC. Online Braz J Nurs. 2016;15(3):341–50.

 51. El‑Soussi A, Abd El Hamid H. Examining bed‑bath practices of critically ill 
patients. J Nurs Educ Pract. 2016;6(12):1–11.

 52. Khaleghparast S, Joolaee S, Ghanbari B, Maleki M, Peyrovi H, Bahrani N. 
A review of visiting policies in Intensive Care Units. Glob J Health Sci. 
2015;8(6):267–76.

 53. Berwick DM, Kotagal M. Restricted visiting hours in ICUs: time to change. 
JAMA. 2004;11(6):736–7.

 54. U.S. Department of Health and Human Services Centers for Disease Con‑
trol and Prevention (CDC). Guidelines for Environmental Infection Control 
in Health‑Care Facilities. 2003. https:// www. cdc. gov/ infec tionc ontrol/ 
guide lines/ envir onmen tal/ index. html. Accessed 30 Sept 2022.

 55. Krampe H, Denke C, Gülden J, Mauersberger VM, Ehlen L, Schönthaler 
E et al. Perceived Severity of Stressors in the Intensive Care Unit: A Sys‑
tematic Review and Semi‑Quantitative Analysis of the Literature on the 
Perspectives of Patients, Health Care Providers and Relatives. J Clin Med. 
2021;10(17):3928.

 56. Plakas S, Taket A, Cant B, Fouka G, Vardaki Z. The meaning and importance 
of vigilant attendance for the relatives of intensive care unit patients. Nurs 
Crit Care. 2014;19(5):243–54.

 57. Kutash M, Northrop L. Family members’ experiences of the intensive care 
unit waiting room. J Adv Nurs. 2007;60(4):384–8.

 58. “Anjung Kasih” Meets the Needs of the Target Group. Perak Today. 2017. 
https:// perak today. com. my/ 2017/ 04/ anjung‑ kasih‑ penuhi‑ keper luan‑ 
golon gan‑ sasar/. Accessed 30 Sept 2022.

 59. Lasiter S. The button”: initiating the patient‑nurse interaction. Clin Nurs 
Res. 2014;23(2):188–200.

 60. Montie M, Shuman C, Galinato J, Patak L, Anderson CA, Titler MG. Con‑
duits to care: call lights and patients’ perceptions of communication. J 
Multidiscip Healthc. 2017;10:359–66.

 61. Ma P, Wang Y, Xi X, ming, Lin H yuan, Xu Y, Du B et al. [Epidemiology of 
unpleasant experiences in conscious critically ill patients during intensive 
care unit stay]. Zhongguo Wei Zhong Bing Ji Jiu Yi Xue Chin Crit Care 
Med Zhongguo Weizhongbing Jijiuyixue. 2008;20(9):553–7.

 62. Soh KL, Soh KG, Ahmad Z, Raman RA, Japar S. Perception of intensive 
care unit stressors by patients in Malaysian Federal Territory hospitals. 
Contemp Nurse. 2008;31(1):86–93.

 63. Johansson L, Bergbom I, Lindahl B. Meanings of Being Critically Ill in a 
Sound‑Intensive ICU Patient Room ‑ A Phenomenological Hermeneutical 
Study. Open Nurs J. 2012;6:108–16.

 64. Darbyshire JL. Excessive noise in intensive care units. BMJ. 2016;353:i1956.
 65. Darbyshire JL, Young JD. An investigation of sound levels on inten‑

sive care units with reference to the WHO guidelines. Crit Care. 
2013;17(5):R187.

 66. Burdick KJ, Callahan CJ. Sleeping Soundlessly in the Intensive Care Unit. 
Multimodal Technol Interact. 2020;4(1):6.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://www.infectioncontroltoday.com/view/aacn-updates-patient-bathing-practices-protocol
https://www.infectioncontroltoday.com/view/aacn-updates-patient-bathing-practices-protocol
https://www.cdc.gov/infectioncontrol/guidelines/environmental/index.html
https://www.cdc.gov/infectioncontrol/guidelines/environmental/index.html
https://peraktoday.com.my/2017/04/anjung-kasih-penuhi-keperluan-golongan-sasar/
https://peraktoday.com.my/2017/04/anjung-kasih-penuhi-keperluan-golongan-sasar/

	The needs and experiences of critically ill patients and family members in intensive care unit of a tertiary hospital in Malaysia: a qualitative study
	Abstract 
	Background 
	Method 
	Results 
	Conclusion 

	Background
	Methods
	Study design and setting
	Sample and recruitment
	Inclusion criteria
	Exclusion criteria

	Interviewers
	Sample size and sampling method
	Instrument
	Data collection
	Data analysis

	Results
	Theme 1: critical care services
	Medical needs
	Psychological needs
	Physical needs
	Social needs

	Theme 2: physical spaces
	Clinical spaces
	Non-clinical spaces

	Theme 3: monitoring technology
	Perception of medical equipment alarms
	Call bells


	Discussions and recommendations
	Strengths, limitations and recommendations

	Conclusion
	Acknowledgements
	References


