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Abstract

Background: Family engagement positively impacts patient and family members'
experiences of care and health outcomes. While partnering with families denotes best
practice in intensive care units (ICUs), its full adoption requires improvement. A better
understanding of the factors that influence the implementation of family engagement
practices is necessary.

Aim: To investigate the factors that enable or hinder adult ICU nurse-family engage-
ment and to explore potential international variations.

Study Design: Descriptive, cross-sectional survey. Nurses from 10 countries com-
pleted the ‘Questionnaire on Factors that Influence Family Engagement’ (QFIFE),
including five open-ended questions. We performed descriptive statistics on quanti-
tative data and content analysis for open-ended questions, and then integrated the
findings according to influencing factors and geographical patterns. This was part of
a larger qualitative study where 65 nurses participated from adult intensive care
units.

Results: Sixty-one nurses completed the questionnaire, making a response rate of
94%. Overall, patient acuity (Md = 5.0) and nurses' attitudes (Md = 4.6) seemed to be
the most influential facilitator, followed by nurse workflow (Md = 4.0) and ICU
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environment (Md = 3.1) (score 1-6 most influential). The open-ended question data
showed a more nuanced picture of the complexity of family engagement in care
around these four determinants. Adding a fifth determinant, namely Families are com-
plex structures that respond uniquely to the ICU and patient, revealed that difficult fam-
ily dynamics, miscommunication and family having difficulty in understanding the
situation or health literacy, hindered family engagement. Exploring geographical varia-
tions, Africa/Middle East consistently differed from others on three of the four QFIFE
subscales, showing lower median levels.

Conclusions: Some determinants are perceived to be more influential than others,
becoming barriers or enablers to nurse-family engagement in adult ICU. Research that
investigates contextual determinants and which compares implementation and
improvement initiatives tailored to address family engagement practices barriers and
enablers are needed.

Relevance to Clinical Practice: Knowledge of this international study expands our
understanding of enablers and barriers in family engagement that may inform family

engagement practice improvement efforts around the world.

KEYWORDS

1 | INTRODUCTION

Family engagement is defined as a partnership between families and
health care professionals and involves a collaborative effort to improve
the quality of care to patients and their health outcomes.! Nurse-
promoted family engagement involves an active partnership between
nurses and families when caring for patients within the intensive care
unit (ICU).2 3 It is an approach to care that aims to improve the patient
and family's capacity to cope with critical illness. Family engagement
promotes positive health outcomes for individual family members and
the family as a whole.*® For example, family engagement increases
family satisfaction and improves family mental health. Proactive
involvement of families in care processes and decision-making has the
potential to reduce family distress.®~? ICU guidelines recommend family
engagement as part of evidence-based ICU care'®*? but the type of

engagement that is desired, or feasible, lacks clarity.

2 | BACKGROUND

The art and science of family engagement in ICU is emerging as an
essential element of ICU care. In their seminal framework for patient
and family engagement in health care, Carman et al.* suggested levels
of engagement ranging from consultation and involvement to partner-
ship. Engagement practices are influenced by a variety of factors such
as individual patient and family beliefs and health literacy, clinician
training and skills, organizational culture and policies and societal
expectations.® In the ICU, family engagement is founded on principles

of collaboration, information-sharing and communication, partnering,

communication, critical care nursing, family nursing, intensive care unit, social factors

What is known about the topic

o Family engagement is a complex phenomenon.
e There is limited literature related to global intensive care
unit (ICU) family engagement practices, including enabling

and limiting factors.

What this paper adds

o This small but international study provides more detail on
family-specific factors that guide nurse decision-making
on family engagement in care.

o This study offers insights on differences in intensive care
unit (ICU) family engagement based on geography—this is
important as few studies in literature examine family
engagement from an international perspective.

e This study highlights aspects that ‘tip the balance’ to
improve or hinder family engagement practices in ICU.

e This study emphasizes that families are complex struc-
tures and respond uniquely to the ICU, and influences
nurse-family engagement.

and active involvement in care.® A continuum from passive to active
engagement has been proposed, starting from family presence, family
as a recipient of care, meeting family needs, communication with fam-

ily (including information-sharing and decision-making), and involving
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family in the direct physical care of the patient.>'* Specific methods
have been suggested to promote family engagement, including struc-
tured family meetings,® ICU diaries'® and advanced practice nurse-led
family support.*®

The adoption of family engagement practices and interventions in

ICU requires improvement*®

as translation of family engagement into
practice has not been fully realized. For example, in a global survey in
40 countries results suggested that the recommended family engage-
ment interventions had not been widely adopted and varied consider-
ably.17 Written information (61%), family conferences (54%), and
open visitation (40%) were the most frequently reported engagement
practices®” but this does not ensure that interaction with clinicians
has occurred. There was a high variability in nurse-family engagement
practices in a global qualitative study.'® Hetland et al.? developed
and tested the ‘Questionaire on Factors that Influence Family Engage-
ment’ (QFIFE) that identifies specific enablers and barriers to family
engagement in the ICU.

Factors around patient/family, clinician, and the organization can
affect family engagement in care.?” For example, patient and family-
related factors that seem to influence clinicians' engagement practices
are patient acuities, patient and family preferences, and perceptions
of family resources, functioning and health literacy.>*?2° Clinicians
can view families as a burden with insufficient time to address com-
plex issues and compounded by a lack of staff education or skills
regarding care of the family.>17:2%21 Organizational culture, policy and
leadership,® ICU structures, such as staffing and unit layout,*” incon-
sistencies in interprofessional support,?* and communication'® have
been identified as factors that promote or hinder family engagement.

There are calls for more research on family engagement practices
in the ICU.2%2 Critical care nurses are key to facilitating family
engagement within the interprofessional team, as they often control
families' access to patients and are crucial to effective communica-
tion.2®> Hence, we aimed to gain a comprehensive understanding of
nurse-family engagement practices by exploring the factors that
enable or hinder engagement between critical care nurses and fami-
lies. This paper presents the quantitative component of a larger quali-
tative study to deepen understanding of family engagement practices

in ICU with a focus on nurse's experiences.

3 | METHODS

3.1 | Studyaim
To investigate the factors that enable or hinder adult ICU nurse-family

engagement and to explore potential international variations.

3.2 | Design

We conducted a descriptive, cross-sectional survey using the ‘Ques-

tionnaire on Factors that Influence Family Engagement’ (QFIFE).*”

Data reported in this study were collected as part of a qualitative
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parent study investigating nurse-family engagement practices in adult
ICU® where 65 nurses participated. The data reported in this manu-
script are the quantitative results from the QFIFE questionnaire, as

well as the responses to the open-ended questions from the QFIFE.

3.3 | Setting and sample

The study took place in 23 adult intensive care units in 10 countries
across 5 continents between July 2018 and December 2019. Adult
ICUs were selected based on their accessibility to the research team
and agreement from the sites to participate.

Inclusion criteria for participants were, being a registered critical
care nurse, holding a nursing diploma or degree, having been
employed at the study site for at least 6 months, providing direct
patient care, and being able to converse in English, German or
Japanese depending on the study setting. Exclusion criteria were
being agency or temporary staff and having no direct patient contact.

3.4 | Recruitment

Participants were recruited into the parent study using informational
flyers, invitational letters and electronic communication. There were
slight variations in recruitment approaches across countries depending
on local requirements.® Interested nurse participants contacted the
research team and were given further information about the study

and confirmed that they met inclusion criteria.

3.5 | Data collection
As part of the parent study, participants were asked to complete a
paper-pencil demographic form and the QFIFE about their family
engagement practices. The quantitative data were collected after the
qualitative interviews.*®

To assess factors that influence nurses' family engagement prac-
tices, we used the 15-item QFIFE.Y® The QFIFE consists of four differ-
ent subscales: ICU environment (items 1-5) measures nurses' appraisal
of how well the work environment (i.e., ICU structural factors such as
layout, policies and staffing) supports family engagement; patient acuity
(items 6-7) assesses nurses' perceptions about beliefs around the
involvement of families in the care of patients on life-sustaining treat-
ments; nurse workflow (items 8-10) estimates nurse perception of the
impact of family engagement on their workflow and attitude toward
family caregiver engagement in care (items 11-15) obtains views on the
benefit of engaging families in the care of the patient.!? The instrument
also includes five open-ended questions that assess nurse perspectives
about engaging families!?; the questions are displayed in Table 1.

All items are rated on a six-point Likert-type scale ranging from
one (strongly disagree) to six (strongly agree). Items 6 to 10 are
reverse coded prior the calculation of mean subscale scores. A higher

mean score represents greater perceived influence of factors that
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TABLE 1 Open-ended questions®

How do you determine which family caregivers should be involved in
ICU care?

How do you determine to what extent families should be involved in
ICU care?

What concerns you most about involving family caregivers in ICU
care?

What barriers do you face in involving family caregivers in ICU care?

What factors help you to involve family caregivers in ICU care?

aReproduced with permission from Hetland et al.?

facilitate the engagement of families in patient care. Satisfactory inter-
nal consistency has been reported, with Cronbach's alphas of the sub-
scales ranging from .73 to .83.17 In our sample, Cronbach's alpha was
>.80 for all subscales except the workflow subscale (a = .59).

We have translated the QFIFE with permission from English into
German and Japanese. For each language, translation occurred
through two members of the research team and two independent
translators, using a four-phase procedure that includes two initial
translations, a synthesis of these translations, two back translations
and an expert committee review, to finalize the translated version.?*
Translated versions for this study were reviewed by the country
research team, who all spoke fluent English and had ICU experience,
to assure face validity of the questionnaire,?> however, psychometric
properties of these translated versions have not yet been published.
The open-ended questions were written in the native language, trans-
lated by the local researcher (at the study sites) together with the
research team.

3.6 | Data analysis

3.6.1 | Statistical analysis

All statistical analyses were performed using IBM SPSS 27.0. Most
questionnaires were fully completed, in case a single item was missing,
the respective data set was excluded from the affected QFIFE sub-
scale to meet the quality criteria of this instrument. Sample sizes per
single item as well as per total subscale are reported. All continuous
variables were tested for normal distribution using Kolmogorov-
Smirnov test. Non-parametric statistical methods were used due to
non-normal distribution and modest sample size.

Chi-square tests were conducted for all categorial data and
assumptions were met as expected cell frequencies were 25. To
determine the effect of geographical region, Kruskal-Wallis tests were
performed for all continuous variables (i.e., nurses' characteristics and
QFIFE subscales). In addition, post-hoc pairwise comparisons and
Bonferroni correction for multiple testing were applied. Effect sizes
were calculated using Pearson's r. Effect sizes were interpreted?® with
r = 0.10 indicating a small effect size, r = 0.30 indicating a medium
effect size, and r = 0.50 indicating a large effect size. Alpha level was

set at p < .05 for all statistical analyses.

PRICE ET AL.

3.6.2 | Content analysis

Inductive content analysis was used to analyse the responses to the
open-ended questions.?”?® First, four members of the research team
independently reviewed and coded the first 10 responses to each ques-
tion. Then, the research team met to review codes, resolve coding dis-
crepancies, and finalize codes for the remaining responses. Each
researcher independently coded the remaining responses and developed
preliminary categories. The team met additional times to discuss codings
and to finalize analysis. The analytic steps and final analyses were then

reviewed by a study team member with extensive qualitative expertise.

3.6.3 | Dataintegration

Emerging categories and subcategories from the content analysis
were compared and contrasted with the QFIFE subscales and sorted
according to whether they presented primarily as a barrier or enabler
to engagement.??

3.6.4 | Rigour and trustworthiness

Several strategies were used to enhance rigour of the qualitative
study component. A team of experienced researchers independently
analysed the data and compared their individual coding and emerging
meaning constructs. Agreement was high. The research team dis-
cussed the emerging variances until a consensus that was closest to
the data was reached. The relationship to the statistical findings was
discussed with the entire research team during data integration.
Meeting notes of analytical processes were kept to record the devel-
opment of the analysis. More detail about the trustworthiness of the

parent study can be found in Naef et al.'®

3.7 | Ethical consideration

Ethical approvals were obtained from the responsible ethics commit-
tee in each study site according to country regulations and standards.
Participants were invited to participate, informed about the study, and
signed a written informed consent document; they could withdraw at
any point before data integration. Participant numbers were used to
ensure confidentiality. All data were stored securely as required by
ethical regulations to meet data protection requirements. Only anon-

ymized data were shared with the global research team.

4 | RESULTS

4.1 | Participant characteristics

A total of 61 nurses (from a possible 65) across five continents com-
pleted the QFIFE survey, which is a response rate of 94%; with
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21 stemming from Europe, 13 from Asia, 12 from Africa and Middle

s fg > East, 8 from Oceania (which included Australia and New Zealand), and
I% 3 g < J_% 7 from the United States of America (USA). Sample characteristics are
8 8 listed in Table 2. Median age was similar across all continents, but the
= = o 0
S S ) 2 length of work experience was lower in Asia and North America. Most
g' g' g % participants had a Bachelor's degree qualification or higher, except for
‘g ?r’ uow’ 2 “E Europe, and a majority held ICU certification. Participants worked in a
© o 9
8 T 2 range of surgical, medical and general ICUs. Only about one-third indi-
O|lZ o © 23
= g cated to have an ICU policy on family engagement, ranging from 8%
s g g 2 o (Africa & Middle East) to 57% (North America).
(8} ) 2 o +
5 g g Es
| 8 8 28
< ~ S0 =g
5 > < 4.2 | Factors influencing family engagement
Zlz ~ N E =
&£
E 'g ks The QFIFE subscales ranged from Md = 3.10 for the ICU environment
% S S % '§ to Md = 5.00 for patient acuity (see Table 3), whereby higher scores
S %) < PERRAGE - . . . .
TE = = c 35 indicate higher magnitude of the perceived influence of the subscale
s 2 2 3«
° o o g s E or item being a facilitator of engagement. Overall, patient acuity and
]
g gﬂ 25 nurses' attitudes seemed to be the most influential facilitator, followed
= w ¥ =
E > o N >Z S‘f by nurse workflow and ICU environment.
‘= ©
I_cl_% 3 § Among the recorded nurse characteristics, the higher nurse edu-
—_ —_ o @©
8 8 § g é cation showed a statistically significant influence, but only on the ICU
g’ g é’ 2 é environment subscale (H [2] = 10.48, p = .005). Post-hoc comparisons
S S 0 . . s
< 1 f 2 § with adjusted p-values showed that nurses with diploma level educa-
T O
e o o ﬁ g %J tion showed lowest scores compared with nurses with a bachelor's
Cl= - :g 3 f; (b = .016, r = 0.38) and master's degree (p = .019, r = 0.55). All other
f
5 5 PN 2 _qé)‘ nurse characteristics were non-significant. When exploring the differ-
S S c® @
o o g gl ences between geographical regions, Africa/Middle East consistently
(4] o o = O
‘é 3 8 c > i differed on three of four QFIFE subscales (except patient acuity),
(] c =
'% 5 22 ‘g showing lower median levels. Effect sizes tended to be medium
= o+
Slal=z 8 54 é’( 73 £ (r = 0.3) to large (r = 0.5) (Table 3).
—n
. . E £ 4 The open-ended question data showed a nuanced picture of
[} o w o c
g 2 '-5 ag g the complexity of family engagement in care, suggesting factors
3 3 g3 § that could tip the balance (transform a barrier to an enabler or an
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TABLE 4 Integrated data
Category Barrier
Unit and e Inadequate
organizational physical space
considerations— e Lack of

Ability to work
with families in
the ICU
(QFIFE subscale:
ICU
environment)

Workflow that
permits family
involvement in
care (QFIFE
subscale: nurses'
workflow)

Patient severity of
iliness and
safety (QFIFE
subscale:
patient acuity)

Potential for
positive or
negative
outcomes as a
result of family
involvement
(QFIFE
subscale: nurses
attitudes)

collaboration by
team members
No explicit policy
or guidelines to
support family
engagement

Inadequate time
Family

disrupting care
Miscommunication
Heavy workload/
levels of staffing

Patients who
require extensive
nursing
intervention and
support

Families should
not be involved
in care

Family member
emotional burden
Perceived safety
risks to patient
and family

Enabler

Unit family-
oriented culture
with
interprofessional
team support
Resources for
staff and families

Time to connect
with family to
understand their
perspectives,
particularly
cultural and
religious
considerations

Patient stability

Family positively
contributes

to care

Nurse confidence
in family care
abilities

Tipping the balance
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a

Use of non-
regular staff
Attitude of staff
and family
toward family
involvement
Existing policies
in the ICU

Nurses'
knowledge, skills,
and intuition
about how to
engage family in
complex
situations
Balancing
benefits and risks
of involvement

Nursing
assessment of
patient status

Nurses' decisions
about how to
involve and type
of care involved

Quotations

‘Physical room set-up/not enough space.’ (1085°
USA)

‘Availability of family resources from other
professions, ability to offer family meetings.’
(1084 USA)

‘People being open and accepting of it. No unit
philosophy of encouraging it but there is nothing
stopping it.” (2152 Australia)

‘Colleagues who disagree with involving them... their
philosophy “art” of nursing differ to mine...’ (6011
New Zealand)

‘Having a neutral party such as a chaplain available
to help offset the emotional burden. Taking my
own emotions off the table. Getting breaks from
exhausting families.” (1012 USA)

‘There should be a policy in place.” (7026 South
Africa)

‘The attitude of family and limited visiting hours’
(3057 Hong Kong)

‘Having lots of agency nurses makes the shift harder
to manage.’ (9104 UK)

‘Time and translation for medical jargon to layman's
terms.” (1084 USA)

‘Knowing their (patient and family) religion,
restrictions, diets and language.’ (7025 South
Africa)

‘Interrupting our work.” (5145 Saudia Arabia)

‘When | have the confidence to educate them
(family members).” (1011 USA)

‘It depends on patient condition and need for care.’
(2151 Australia)

‘Whether the patient's general condition is stable.’
(4702 Japan)

‘When the patient is stable.” (1011 USA)

‘Increased restlessness, agitation, disruption of
routines, and usual processes, patients should be
protected/safe at all times (privacy).” (8031
Switzerland)

‘All patient's relatives can be involved.” (3057 Hong
Kong)

‘The only limits should be if involvement poses a risk
to the family.” (9101 UK)

‘If family members would like to be involved more, it
should be limited to hygiene (i.e., washing only) in
my opinion.’ (8032 Switzerland)

‘You have to ensure that what you are involving
them with is something that is safe for the patient
and safe for them. That you are not asking them to
do something that is beyond their mental, physical,
and emotional capability.” (2153 Australia)

‘Level of education, cultural barriers, socioeconomic
factors.’ (7021 South Africa)

‘...Infection control issues (both patients and carers)
or if your patient is on multi-organ support you
may have to restrict.’ (9104 UK)

‘Intuitively, based on my impression of the family,
whether it is reasonable/could be asked of them?’
(0193 Austria)
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TABLE 4 (Continued)
Category Barrier Enabler
Families are o Difficult family e Nursing .
complex dynamics assessment of
structures and e Miscommunication family coping and
respond e Family having readiness
uniquely to the difficulty e Family readiness/
ICU and patient understanding education .
(No QFIFE situation (health e Patient comfort
corresponding literacy)
subscale)

“These issues can transform a barrier to an enabler or an enabler to a barrier.

Tipping the balance

Cultural, religious
and bonding of
family to patient
impacts their
involvement
Family members'
individual
willingness to be
involved in care
must be
considered
Family member's
specific role/
relationship to
patient

Family member's
attitude

Patient wishes
Patient response

a
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Quotations

‘Next of kin and honestly, who is there the most.’
(1011 USA)

‘Parents as well as spouse/partner.’ (8032
Switzerland)

‘If the member of the family is educated it's easy to
involve them.’ (5142 Saudia Arabia)

‘Patients' wishes are important while deciding who
to be involved....’ (9104 UK)

‘Differences between patient and relative wishes.’
(9107 UK)

‘...Miscommunication or interpretation of
information.’ (2151 Australia)

‘You need to use interpersonal and assessment skills
to determine appropriateness of involvement (e.g.,
if a patient's relative is particularly distressed it
may be inappropriate for them to be involved in
care).’ (9107 UK)

‘Family determines it. Family willingness and their
level of comfort...” (2152 Australia)

‘...Calming conscious patient during stay in ICU.”
(5141 Saudi Arabia)

‘In most cases families tell you what to do for the
patient even if it something that's not going to
help the patient healing process. Talking about the
patient's progress outside the hospital without
patients consent. Taking photos and sending to
the media.’ (7021 South Africa)

‘Level of education, cultural barriers, socioeconomic
factors’ (7024 South Africa)

‘Depends on the relationship between caregiver and
the patient, and the attitude of the family
members toward taking care of the patient. Also, |
would assess family caregiver's understanding of
scope of care, for instance, what they can do and
what they cannot.” (3058 Hong Kong)

bParticipant number relates to country, then researcher, and participant. For example, 9 = UK, 10 = researcher, 4 = participant 4 (9104). Country codes
were: 01 = Austria; 2 = Australia; 3 = Hong Kong; 4 = Japan; 5 = Kingdom of Saudi Arabia; 6 = New Zealand; 7 = South Africa; 8 = Switzerland;
9 = United Kingdom; 10 = United States of America. There were 17 researchers involved in collecting data.

physical space, lack of collaboration by team members, and no explicit
policy or guideline to support family engagement, confirming the low
score for this specific item on the QFIFE. The concept of physical
space was highlighted frequently by participants as affecting engage-
ment. Enabling factors included unit family-oriented culture with
interprofessional team support as well as resources for staff and fam-

ily members:

...The cooperation of allied health (physios, dietician),
doctors and other disciplines in working with families
and providing a supportive environment where family

involvement is welcomed. (2153 Participant Australia)

Importantly, when nurses perceived health care team support, they
were better able to care for families. One nurse explained the impor-

tance of a supportive family climate in the ICU:

General culture of inviting family presence and valuing
family at bedside and communication. (6014 New Zealand)

Factors that could tip the balance of family engagement included
existing ICU visiting guidelines, or the use of non-regular staff
(e.g., agency).

Nurses' workflow: This subscale scored at Md = 4.00 (Table 3).
The lowest-scoring items were work interruption (item 8) and being too
busy (item 10), suggesting that these items were less likely to facilitate
family engagement. The highest-scoring item was family engagement
dffected performance (item 9). We found a significant group effect of
continent (p = .003) whereas nurses from Africa/Middle East showed
significantly  lower than from
(p =.003, r = 0.64).

Open-ended question data highlighted nurses' perspectives about

scores nurses Europe

Workflow that Permits Family Involvement in Care (Table 4). Barriers
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such as inadequate time, family disrupting care, miscommunication,
and heavy nurse workload/levels of staffing hindered their ability to
truly engage with families, affirming the QFIFE findings for these spe-
cific items. One nurse highlighted ‘(families) increase our workload’
(5144 Participant Saudi Arabia). Nurses needed time to connect with
family members to understand their perspectives, particularly cultural

and religious considerations, as the nurse explained:

Establishing good nurse, patient/family support...being
honest and clear on explanations...have time to give
patients and family time to talk about concerns (9104
United Kingdom—UK)

Nurses could ‘tip the balance’ in family engagement by using their
knowledge, skills, and intuition in complex situations. Nurses balanced

the benefits and risks of family involvement in care:

You have to ensure that what you are involving them
with is something that is safe for the patient and safe
for them. That you are not asking them to do some-
thing that is beyond their mental, physical, and emo-
tional capability. For example, you wouldn't ask them
to suction an ETT [endotracheal tube], you may ask
them to be involved with washing a patient's hair, and
ensuring they are supported, guided and reassured
throughout. (2153 Australia)

Patient acuity: This subscale scored highest among the QFIFE sub-
scales, with an Md = 5.00 (Table 3), which is also reflected on the
item level (i.e., value of Md = 5 for item 6 unstable: exclusion and
life-sustaining: no involvement) indicating that nurses believed that
patient acuity is an influential facilitator of family engagement.
There was no significant group effect of continent for the sub-
scale (p = .211).

Patient Severity of lliness and Safety emerged from open-ended
question analysis and links with QFIFE patient acuity. Nurses shared
perspectives that patients requiring extensive nursing intervention
which limited their ability to engage family members in care, primarily
for safety reasons:

They (family) might accidentally remove dangerous/
very important lines (e.g., CVP or arterial lines) not
knowing the importance of the line or the danger the
patient will face if removed (7021 Participant South
Africa)

Stable patients were more likely to lead to family involvement in care.
Nurses' assessment of the patient's status guided their plans for

involving families, as one nurse explained:

(If the patient) has a problem in clotting factor,
(we) won't encourage family to perform shaving or nail
cutting. (3052 Hong Kong)
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Nurses' attitude: This subscale scored high at Md = 4.60 (Table 3),
indicating that nurses' attitudes are important facilitators of family
engagement. The lowest-scoring (i.e., less influential) item was
improved patient safety with involvement (item 14). All other items had
high nurse agreement with a value of 5 (i.e., item 11 assessed distress
in patients, item 12 improved stress in family, item 13 better in making
decisions, and item 15 increased quality with involvement). There was a
significant effect of continent (p = .042), but none of the pairwise
comparisons remained significant after adjusting Bonferroni correc-
tion for multiple testing.

The corresponding open-ended question category was Potential
for Positive or Negative Outcomes as a Result of Family Involvement.
Barriers to involving families included the nurse attitude that family
should not be involved in care, the potential for family member/s to
be an emotional burden, and concerns about the risks to patient and

family safety. One nurse shared:

Colleagues who disagree with involving them...their
philosophy...art of nursing differs to mine...Some feel
inexperienced thus flustered, unempowered, threat-
ened by offering to involve. (6011 New Zealand)

Enabling factors included nurses' attitude that family members posi-
tively contribute to care and nurse confidence in their family care
abilities:

My own attitude towards involving family in patient
care helps, | try to do this where possible and encour-

age colleagues to consider it. (2153 Australia)

Nurses could facilitate or hinder family engagement based on their
decisions about how to involve families and the type of care involved.
Nurses named several aspects they considered when determining if
involving family was appropriate, such as a nursing assessment of

family coping and family readiness to be involved:

My baseline is to involve families as much as possible
in the ICU. | also communicate with the families to
determine their expectations and wishes to be
involved. (6014 New Zealand)

Families are complex structures that respond uniquely to the ICU and
patient: This category arose as an addition from the open-ended ques-
tion data. The responses revealed that difficult family dynamics, mis-
communication and family having difficulty understanding the
situation or health literacy hindered family engagement. Nurses gave
various examples of family-specific factors that affected their practice
of family engagement, including ‘A lot of disagreement’ (5145
Saudi Arabia), ‘fighting and refusing’ (5146 Saudi Arabia), ‘...miscom-
munication or interpretation of information’ (2151 Participant
Australia) and ‘when they don't grasp (the) situation’ (9102 UK). In
contrast, family engagement was promoted by nursing assessment,

recognizing families coping, readiness, and education as enabling
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family engagement: ‘If the member of the family is educated it's easy
to involve them’ (5142 Saudi Arabia).

Nurses encouraged family involvement when they believed the
family positively contributed to care and based on the family mem-
ber's relationship to the patient (e.g., did they have a close relation-
ship) and their family role (e.g., parent, child, sibling). The patient's
wishes and response were very important to nurses, as ‘differences
between patient and relative wishes’ (9107 UK) complicating family

involvement in care. A nurse described her role in patient advocacy:

Communication with those present...always have to
advocate for patient so need to ensure their privacy,
dignity, and to the best of your knowledge, who may
be appropriate, would they want it, whose needs are
being met. (6011 New Zealand)

Nurses assessed patient status before involving families and continu-
ously assessed the patient's response to family involvement: ‘How
the patient responds (BP, agitation, ICPs, and HR) to the family's par-
ticipation in care’ (1012 United States of America—USA). If the nurse
thought the patient was comforted by family, this enabled family
engagement. In contrast, if the patient did not respond positively to
family, this was a barrier to involving the family in care. Further, if
families followed the guidance/expectations of the ICU staff, family
engagement was promoted, if not, the engagement process was
hindered.

Factors that could ‘tip the balance’ and serve as either an enabler
or barrier were the family's cultural or religious beliefs, bonding within
the family and family member role to the patient, and family members
willing to be involved. The family member's background was also
important, as one nurse noted ‘Level of education, cultural barriers,
socioeconomic factors’ (7024 South Africa) affected engagement.
Also, factors such as the patient's wishes, and the patient's response

to family involvement in care were influential.

5 | DISCUSSION

This study's findings suggest that patient acuity and nurse attitudes
are the strongest determinants of family engagement in adult ICU.
Nurses' workflow, particularly their perception of time/workload and
the impact of family engagement on their performance, seem to also
determine nurse-family engagement. ICU environment was appraised
to be less influential, particularly by nurses with a diploma versus
those with a degree or postgraduate degree. These findings were sim-

ilar to Hamilton et al.,*®

although their study had more emphasis on
leadership, and included a wider staff profile, such as doctors and
managers.

This study makes an important contribution to the literature on
aspects of family engagement across countries. We found some geo-
graphical variations, most notably related to ICU environment and
nurse workflow, which were considered to be less influential by

nurses working in Africa/Middle East. An explanation may be the
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under development of family nursing in these countries or the lack of
formalized family care programmes or interventions.>® The cultural
aspects related to different geographical contexts, attitudes and
beliefs affecting the care of patients in ICU should not be underesti-
mated. Family members may prefer to be involved in decision-making
rather than direct care®! or their coping strategies may differ across
cultures.®? The current study found few significant differences
between continents in the QFIFE results, which might be due to the
small sample size. More exploration into the complexity, including cul-
tural aspects, affecting family engagement across the world is, there-
fore, needed.

While many of the identified barriers and enablers of engagement

have been previously described,'”-1821

our findings suggest that there
appear to be key factors that could ‘tip the balance’ of family engage-
ment. For example, ICU environment was influenced by the negative
attitudes of staff, lack of policies and using agency staff; whereas
nurses' workflow was tipped by the level of staff knowledge and their
ability to balance the risks versus benefits of involving family in care.

Interestingly, only level of education impacted nurses' perception
in relation to ICU environment. Nurses with a degree or postgraduate
education perceived the ICU environment to be more influential,
potentially suggesting that more education increases perception of
contextual determinants. A previous study that also used the QFIFE
found a similar pattern?? but they found that nurses with higher age
and more years of experience had higher total QFIFE scores, which
was not the case in our study. However, there should be caution in
comparing these studies as different measures for nurse characteris-
tics were used.

Our quantitative results are comparable to the first published
study using the QFIFE to measure determinants of nurse-family
engagement across ICUs in the US, which included paediatrics and
adults.)? Three subscales scored similarly (i.e., ICU environment,
nurses' workflow, and nurses' attitude). In contrast, patient acuity
scored higher in our study, indicating that patients' severity of iliness
was perceived to be a strong determinant of family engagement in
adult ICUs. Staffing (ICU environment), family presence affecting
nurse performance (nurses' workflow), nurse assessment of patient
distress, family stress, and views of participation increasing decision-
making and quality of care (nurses' attitude), were further influential
determinants as measured with the QFIFE.

In a global study across 40 countries, staff shortages, lack of lead-
ership support, ICU staff resistance, inadequate skills, perceived work-
flow interruption, or concerns about infection control were barriers to
engagement.?” Engaged leaders, structured processes for family
engagement, and team-based approaches to family care are documen-
ted as promoters of family engagement in the ICU.%¢ Interestingly, in
our study, the ICU environment was reported to be less influential
than other aspects impacting engagement practices, with the excep-
tion of staffing. It may be that without adequate nurse staffing, other
supportive aspects of engagement (e.g., family-focused policies and
team-based engagement approaches) are not as successful.

Nurse responses from our study suggest that families are complex

and respond uniquely to the ICU situation. This finding is aligned with
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other literature that suggests family dynamics and behaviours
together with health literacy and cultural aspects are determinants of
nurse-family engagement.'®?? Thirsk et al.>® noted the influence of
people (nurses, families, teams, and managers) and the structures of
unit culture, staffing, environment, and policies on family-centred
care. Our study supports people and structures as influential across
countries and is important target for intervention development and
improvement initiatives. Furthermore, family complexity may be an
additional factor to consider when measuring engagement practices
and requires further exploration.

Our analysis of nurse responses to the QFIFE open-ended
questions highlights the complex interaction of various factors in
nurse-family engagement within the ICU setting. For example,
nurses worry that family members may distract them from patient

care, a finding similar to Hetland et al.?t

results. Nurses may experi-
ence a sense of internal conflict between organizational expecta-
tions of nurses and what is required to meet patient and family
needs. This internal conflict may lead to nurse moral distress, which
Arnold®* classified as ‘The Battle Within’ when staff were pulled
between what they were told to do and what they felt was the right
thing to do. This moral dilemma was particularly evident in our
study when shortage of staff, or high acuity, meant nurses could
not undertake all the care they wished for the patient and family
members. Attention to the ICU environment and patient acuity is
needed, as nurses may not have the resources required to care for
both the patient and the family effectively (e.g., staffing that is ade-
quate for high patient acuity and permits the nurse time to support
the family). The theory of nurse-promoted engagement with fami-
lies in the ICU may serve as a guide to practice and policy changes
to better support nurses' efforts.>> Providing other family support

t15,36

resources such as a family specialis may be particularly helpful

and reduce nurse moral distress.

5.1 | Limitations

A key limitation of this study is the overall small sample size, as well as
the small sample size from each country; hence, our sample is unlikely
to accurately represent nurses from each country or continent. The
small number of participants per country meant that we could not com-
pare findings across geographical regions. Additionally, nurses self-
selected for the study which may lead to bias and limits generalizability.
The German and Japanese versions of the QFIFE lack psychometric val-
idation to ensure they are suitable tools. Family members have impor-
tant perspectives to add and should be included in future studies. We
did not review the open-ended question analysis with participants,
therefore, the meaning of nurse responses may have been lost in trans-
lation or misunderstood. The qualitative and quantitative data were col-
lected together and this may have given the participants cues, which
then limited their responses. The data were collected prior to the
COVID-19 pandemic which has changed family engagement practices

and the present study does not reflect this historical effect.
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52 |
practice

Implications and recommendations for

The results of this international study offer some important direc-
tions for policy, practice, and research. Key areas that can ‘tip the
balance’ for positive or negative effect on family engagement
should be considered. Policies should include family engagement
explicitly and provide guidance on how to support the practice of
family engagement. ICU nurses' need education on behaviours and
practices that support family engagement in care. Despite recogni-
tion that engaging families is important, there remains limited
research on the specific practices of family engagement and transla-
tion of family engagement into unit and organizational cultures.
Additionally, further research about the unique family factors that
influence family engagement is needed.

Effective implementation and improvement strategies that
address influencers, such as staffing, perceptions of families as threats
to patient safety or resistance toward family presence, are needed to
overcome barriers to evidence-based family engagement practices.
This study noted that families are complex and respond in a unique
way to the ICU situation. While the knowledge base on determinants
of family engagement is growing, insights into cultural variations and
context-specific patterns, that are enablers or barriers, requires fur-
ther exploration. Given the complexity of ICU practice and the skill
required to engage with families while also caring for a critically ill
patient, inviting former ICU family member feedback could enable
nurses to improve family engagement skills. Continued study of the
phenomenon of family engagement in care using robust mixed-
method approaches is necessary to fully describe this unique area of
ICU nursing practice and capture the complexity of family responses.
Applying integrated clinical and implementation science research
approaches to test and implement nurse-led family engagement inter-

ventions will improve family engagement practice in the ICU.

5.3 | Conclusions

This international study highlighted that families have complex
dynamics and respond uniquely to critical illness and ICU care, which
influences nurse-family engagement. The two factors of nurses' atti-
tudes and acuity of patients, particularly when workload is increased,
are key factors influencing family care and ICUs need to consider how
to address these to provide sufficient family support. Some factors,
such as staffing levels and family stressors ‘tip the balance’, meaning
that family engagement in ICU is affected, either negatively or posi-
tively. This study is one of several'®*® to examine nurse-family
engagement in ICU across continents but geographical differences
need to be explored further with attention to culture and local poli-
cies. Research focusing on the understanding of contextual determi-
nants, comparing implementation and improvement initiatives that are
tailored to family engagement barriers and enablers are needed to

fully integrate family engagement in adult ICUs.
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