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Purpose : Life—threatening illnesses represent a crisis for individual patients and their families. Little has been
made to understand the priorities or perspectives in developing a care plan. This results in poor outcomes, and
patients and families return home without being satisfied with the care provided. This study aimed to address
nurses’ and families” care priorities on patient and family—centered care principles and compare those priorities.
Methods : A quantitative comparative descriptive research was conducted. The data were part of a study that
was carried out to elicit and compare nurses’ and families’ perceptions of complying with patient and
family—centered care (PFCC) principles in intensive care units (ICU) in Ghana. The respondents were ICU
nurses (n=123) and family members of hospitalized patients in the ICU (n=111). The tool for the study was a
“modernized version of a hospital self-assessment inventory on PFCC,” and data analyses were performed using
SPSS version 20.0. Results: Nurses and families differed significantly in their priorities of care based on the
principles of PFCC. The means and p—values were significantly different for the definition, pattern of care and
access to information/education, and the overall total scores of the patient and family—centered care principles
(PFCCP) Conclusion: To render care that aligns with the care priority of families and patients in the ICU,
nurses must plan care in consultation with their families.
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I. Introduction

Life-threatening illness represents a crisis for
individual patients and a burden for their family
members [1,2]. The family members become an
integral part of decision-making in the care of
the patient. The reality is that patients and fam-

ilies are often not included in important dis-

cussions and are left without any information
on care management, treatment options, and
diagnostics [3]. Nurses and other healthcare
personnel misunderstand patient and family en-
gagement to be a unilateral communication
where patients and families fulfill their requests

[4].

priorities or perspectives of patients and fami-

Little efforts are made to understand the

lies in developing a plan of care [5]. To im-
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prove patient outcomes and experience, critical
care providers must prioritize care that aligns
with patient and family healthcare goals and
preferences [6]. There is also a need to leverage
team function to include patient family mem-
bers or loved ones [7].

Patient and family-centered care accepts and
coordinates a patient’s values, inclinations, and
objectives into clinical decision-making and
outcome assessments [8]. It seeks to move away
from the thought that patients and their fami-
lies are passive receivers of care to make them
of [9].

Healthcare professionals’ view families as active

an active part the care process
participants in planning care and the ensuring
well-being of patients [10]. As a result, the pa-
tients and their families are empowered to take
[11].

According to the Institute for Patient and

responsibility for their care decisions

Family-Centered Care, patient and family-en-
tered care operates on four fundamental con-
cepts: dignity and respect, information-sharing,
[12]. These

core concepts stipulate that there is a better

participation, and collaboration
health care outcome when the perspectives and
beliefs of patients and their families are recog-
nized, appropriate information rendered, and
there is an encouragement for them to collabo-
rate and participate in decision making [13].
Understanding patients and families’ prior-
ities of care can be achieved through establish-
ing patient and family-centered care (PFCC)
and other evidence-based care programs by
healthcare providers to measure and improve
the patient experience. Paying greater attention
to families’ needs and preferences have been
found to decrease adverse events during hospi-
talization [14,15]. For example, errors in ad-
ministration of patient medications and or a
delay in diagnosis and treatment [16]. There is

also evidence that patient and family-entered
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care contributed to patients’ and family mem-
bers reduction in stress, anxiety, depression,
and improved care satisfaction and relationship
with health care professionals [17]. In a secon-
dary analysis of the rating by NHS (National
Health Service), UK (United Kingdom), patients’
experience, being treated with dignity and re-
spect, and involving patients in their care re-
ceive the highest rating from patients [18].
Rendering care based on patient and families’
priorities could improve satisfaction and reduce
healthcare costs. Patients' annual health care
expenditure with less client-centered care is
about 50% higher than those where their val-
ues, beliefs, and objectives are accepted and
incorporated into clinical decision-making [19].
Patients and family membmers with the right
information and education will prioritize care
decisions and may not opt for certain proce-
dures [20,21]. Yet, little is known about what
health care professionals perceive about clients’
choices. For example, in a study at Emory hos-
pital in the United States (2010), it was reported
that patients, families, and healthcare providers
differed in their views of health care priorities
and the importance of patient and family-cen-
tered care [22]. Understanding the priorities of
care on the principles of patient and fam-
ily-centered care in a country like Ghana,
which enjoys a strong extended family system,
is generally lacking. Hence, healthcare pro-
fessionals’ ability to give care based on
Ghanaian values remains a big question. This
could be understood by evaluating what the
nurse and families perceive to be patient prior-
ities of patient and family-centered care
principles. Hence, this study aimed to describe
and compare nurses care priorities and fami-
lies' priorities in terms of patient and fam-

ily-centered care principles (PFCCP).
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Il. Methods
1. Study Design, Setting, and Participants

This descriptive cross-sectional study used a
quantitative comparative descriptive approach.
Using a survey, data were collected from study
participants in a study which were conducted in
the intensive unites of Cape Coast Teaching Hospital,
Komfo Anokye Teaching Hospital, Tamale Teaching
Hospital, and Bolgatanga Regional Hospital in
Ghana.

Inclusion criteria for study participants were
as follows. In the nurse group, study partic-
ipants had to be registered general nurses and
critical care nurses working in the intensive
care units (ICU) for at least six (6) months. This
was to ensure that a participating nurse has
some experience in the care of ICU patient.
That is, registered nurses either with a nursing
diploma or bachelor’s degree in general nursing
or with an advanced diploma in critical care
nursing with more than six months of working
experience in the ICU were included in the
study. In the family member group, study par-
ticipants need to be family members of ICU pa-
tients who have stayed with the patient for 48
hours or more. In addition, they had to be a
person identified to make decision on behalf of

the patient according to ward protocols.
2. Sample size determination
A statistical priori power analysis was to cal-

the

3.1.9.7) software guided the sample calculation.

culate sample size. G*power (version
Considering two groups for two-way ANOVA, a
significance level of 0.05, power of 80% by ap-
plying a medium effect size of 0.3 based on

previous studies, the samples size was 139 for
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each group. And considering an assumed 10%
non-response 10%, a sample size of 150 was

required for each group.

3. Measures

The instrument used for data collection was the
modified version of the Hospital Self- Assessment
Inventory Questionnaire (HSAIQ) by Woodruff
Health Sciences Center, Emory, USA (United States
of America) [22]. The HSAIQ was originally devel-
oped by the Institute for Family-Centered Care
(https://www.aha.org/system/files/2018-02/asses-
sment.pdf) [23]. In addition, we used six questions

on information/education from the original HSAIQ.
Thus, a total of 32 items was used to measure
three sections of PFCCP. The first section of
PFCCP is related to the definitions while the sec-
ond section include patterns of care. Lastly, the
third section of PFCCP consists of participants’
access to information and education. Respondents
were asked to rate the importance (in terms of
priority) of the principles of PFCCP on a Likert
scale. The cumulative sum of the responses used
to interpret ICU nurses and families' priorities of
PFCCP. That will be categorized as; 32-73 low,
74-115 is moderate and ) 115 as high. A demo-
graphic information form consisted of 7 questions
nurses and 7 questions for patient families.

The face validity and consistency of PFCCP
were previously assessed by five nursing
faculty members and reported as a validated
and widely used tool [22]. For this study, five
ICU nurses in Ghana completed PFCCP and
ascertained that the tool was applicable in the
Ghanaian cultural context. In addition, the
reliability was confirmed with a sample of ten

of
hospitalized ICU patients in Ghana. Internal

ICU nurses and ten family members
consistency reliability of PFCCP for nurses was

.93 while the subscales were found to be from
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.83 to .93 using the Cronbach’s Alpha. That for
94 for
reliability with the subscales ranging from .77 to
.94. In this study, the Cronbach’'s alphas of
PFCCP and the subscales ranged from .70 to .90.

families were internal  consistency

4. Data Collection Procedure

Upon the approval of institutional review
board, the period of data collection was be-
tween July 2017 and November 2017. Study
participants were recruited from the intensive
unites of four hospitals in Ghana. The intensive
care units admitted children and adults with
medical, trauma, and surgical conditions. In
addition, critical cases associated complications
of pregnancy are admitted to the maternal ICU.

A critical care nurse was identified in each of

Table1.Demographic Characteristics

the participating hospitals to assist in data
collection. The purpose of the study and the
content of the questionnaire was explained to
these nurses. The names of respondents and
hospitals were excluded from the tool to ensure
confidentiality. The questionnaires were dis-
tributed to nurses at various shifts of the day,
and they were given time to answer and return
them to the various identified nurses. The fami-
lies were contacted the convenient time and the
purpose of the study explained to them. After
they concerted to participate, the questionnaire
was administered, and they were also given
time to answer. Participants In the group of
ICU nurses, out of 144 potential participants,
123 nurses returned their questionnaires, in-
dicating a response rate of 85.0%. Regarding

family members, 111 out of 150 family mem-

Variables

Nurse (n=123)
frequency (%)

Family members (n=111)
frequency (%)

Age (mean+SD) 29.0+34 31.1+6.2
Gender
Female 74 (60.2) 50 (40.7)
Male 49 (39.8) 61 (49.6)
Marital status
Married 60 (48.8) 57 (46.3)
Single 63 (51.2) 54 (43.9)
Education
Diploma 55(44.7) -
Post diploma in critical care 29 (23.6) -
BSc nursing 39 317 -
Primary/JHS - 6 4.9
SHS/technical - 56 (50.5)
Tertiary - 49 (44.1)
Years of working experience (mean+SD) 45+2.6 -
Relationship
Parent - 15 (13.5)
Siblings - 53 (47.7)
Spouse - 23 (20.7)
Others - 20 (18.0)

BSc=Bachelor of science; JHS=Junior high school; SHS=Senior high
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school; SD=Standard deviation
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Table 2. PFCC Items Ranking for Nurses and Families

Nurses Families
PFCC items (n=123) (n=111) p value
MeantSD Rank MeanzSD Rank

fCa(r)rl?i\llez respect and preserve the dignity of each patient and 47940.45 1 4004073 1 <001
y?

Acknowledge the individuality, culture, capacity, and abilities of

each patient and family? 4.60+0.49 2 3.36%0.82 6 <001

Show the importance of families to the care and comfort of 4584065 5 3.59+0.85 5 <001

patients?

Patients and families have help with transitions in care? 4.30+0.61 4 3.99+0.76 2 0.003
Staff acknovaledge the 1n§11v1duahty, culture, capacity, and abilities 4924067 5 3.2940.67 . <001
of each patient and family?

Partner with patients and families at all levels of care? 3.98+0.89 6 3.20+0.88 9 <.001
Patlent§ a.n.d fa.mlhes are asked about their observations, goals, 36440.75 7 3474302 s 0.250
and priorities in the ICU ward.

Support a broad definition of family? 3.62+0.57 8 3.09+0.85 13 <001
Patients and families are encouraged to participate in discharge 3594076 9 3.49+1.04 4 0.199

planning.

Opportunltles to .l.eam %nd pracpce caregiving are provided to 35440.83 10 3104065 P <001
patients and families prior to discharge.

Policies and practices encourage patient and family involvement in

+ +
decision—making regarding their health care. 3.37£0.68 12 3.23%0.72 8 0.064

The.re is cont.n.qual, open, and honest communication among 33640.78 3 3044078 1 <001
patients, families, and staff.

Each patient has a single, identified coordinator of care. 2.89+0.78 14 2.59£0.91 19 0.005
Family members are not viewed as visitors but are always

welcome to be with the patient, in accordance with patient 2.74%0.74 15 2.4610.70 22 0.006
preference.

Staff collaborates with the patient and family to manage pain.  2.72+0.84 16 2.52+0.83 21 0.035

Dur%n.g doc.tor s v151t’s, 1f- the patlent wishes, families can 270-40.80 17 29640.82 15 0.995
participate in doctor’s discussions.

Families” and patient choices about whether families may remain
with the patient are respected and supported by staff during 2.65+0.79 18 2.57+0.80 20 0.221
examinations.

f;t;znts and families are viewed as members of the health care 262+0.89 19 9 1340.89 28 <001

A range of informational and educational programs and materials 2 5540,77 20 2924076 16 0,999

are available to patients and families.

.Patlen.ts ‘an.d families .have the opportunity to participate in 254078 91 2124106 7 0,003
interdisciplinary meetings to plan care.

Patients and families have telephone/email access to clinicians.  2.43+0.85 22 2.82+1.19 17 0.998

You feel that there is encouragement for communication among

+ +
patients, families and seaff. 2.33x0.76 23 3.19+0.80 10 1.000

Families’ and patient choices about whether or not families may
remain with the patient are respected and supported by staff during 2.24+0.91 24 2.23+0.84 25 0.183
therapy/treatment.

Dgrmg doct(?r s visits, if the patient wishes, families can remain 2 2440.66 25 2 404072 23 0,939
with the patient.
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There is open disclosure with the patient and family regarding all

. _ . 2.06+0.73 26 1.77+0.66 30 <.001
errors (whether or not there is a bad outcome) in written policy.
Farruhes can remain VVlt.h the patient during nurse change of shift, 2004078 27 2914062 % 0,988
in accordance with patient preference.
Trained interpreters are available. 1.98+0.96 28 2.7610.94 18 1.000
There is open disclosure mth the patient and fa@ly regardmg. all 1.69+0.70 2 202:0.90 2 0.995
errors (whether or not there is a bad outcome) in actual practice.
\X/r.1tten mformatl.gn is provided in the primary languages of 1.5040.62 20 9934138 4 1000
patients and families.
Families’ and patient choices about whether or not families may
remain with the patient are respected and supported by staff 1.45+0.68 31 1.53%0.66 31 0.819
during Painful/invasive procedures.
Families’ and patient choices about whether or not families may
remain with the patient are respected and supported by staff 1.43£0.75 32 1.37£0.62 32 0.254

during resuscitations.

ICU=Intensive care unit; PFCC=Patient and family—centered care; SD=Standard deviation

bers participated in the study, indicating a re-
sponse rate of 74.0%.

5. Data Analysis

The
Package for the Social Sciences (SPSS) Version

data were analyzed using Statistical

20. Descriptive statistics, including frequency,
mean and standard deviation, were used to de-
scribe the characteristics of study participants
as well as the items of PFCCP. The comparison
between nurse and family member groups were

done by t-test.

ll. Results

The demographic characteristics of nurses
and patient families were presented in Table 1.
In the group of ICU nurses, the mean#SD
(standard deviation) of age was 29.0+3.4. Most
of the respondents were females (60.2%) while
51.2% were unmarried. For education, nurses
either has diploma in nursing (44.7%) or post-
diploma in critical care (23.6%). The mean+SD
of working experience in the ICU was 4.5+2.6

years.
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Among the family members, more than half
of respondents were males (49.6%) while 46.3%
were married. Family members had mean+SD
aged of 2529, 31.1+6.2. Approximately, a half
of family members were senior high school
graduates (50.5%). Regarding participants’ rela-
tionship to the patient, 47.7% were siblings.

1. Rank Order of Care Priorities

Care priorities by both ICU nurses and family
members were revealed in the ranked orders of
the items of PFCCP. The highest priority was
“convey respect and preserve the dignity of
each patient and family?” in both nurse (mean=
4.72, SD=0.45) and family member (mean=4.00,
SD=0.73) respondents. Furthermore, “showing the
importance of families to the care and comfort
of patients” was ranked among the third highest
care priorities in both nurse (mean= 4.58,
SD=0.65) (mean=3.59,
SD=0.85) groups, indicating both nurses and fam-

and family —member

considered it
the
ranked priority differed between the two groups.

ily member respondents as

important. Interestingly, second highest
It was “acknowledge the individuality, culture,

capacity, and abilities of each patient and fam-



ily?” for the nurse group (mean=4.60, SD=0.49)
while “patients and families have help with
transitions in care?” for the family member
group (mean=3.99, SD=0.76). Additional differ-
ences in care priorities between nurses and

family members were detailed in in Table 2.
2. Comparisons of Nurses’ and Families’ PFCCP

Table 3 shows the comparisons of the scores
of PFCCP between the two groups. There were
significant differences in the total mean score
(p<.001) as well as the subscales’ mean scores.
In particular, the nurse group had significantly
a higher mean score in the subscales of defi-
nition (p<.001) and pattern of care (p<.01) than
family members. However, in the subscale of
access to information and education, the family

member group was significantly higher than the
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nurse group (p<.001).
IV. Discussion

The findings of this study showed that nurses
and families had different priorities to their
needs, indicating that nurses may provide care
for the ICU patients without prioritizing patient
families. Thus, it may result in family members
not being satisfied with the nursing care in the
critical care unit. Nurses play a major role in
ensuring that patients and family members have
better outcomes and positive experiences dur-
ing their stay in the ICU [22]. It is vital for
nurses to plan care which aligns with patient
and family healthcare goals and preferences [6].

Regarding patient and family-centered care,
this study revealed the importance of conveying

respect and preserving the dignity of each pa-

Table 3. PFCC's Subscales and Total Scores in the Two Groups

Nurse Family members
PFCC oo ) t pralue
Total score (mean+SD) 93.70 (7.50) 88.70 (12.60) 7.59 {.001
32-73 (low) 0 9 (73
74—115 (moderate) 123 (100.0) 98 (79.7)
> 115 (high 0 6(13.0)
Subscale scores (meanzSD)
Definition 21.5+1.6 17.2+2.8 14.59 <.001
5-14 (low) - 23 (18.7)
15-19 (moderate) 12 (9.8 66 (53.7)
20-25 (high) 111 (90.2) 34 (27.6)
Pattern of care 57.0£5.6 54.5+7.2 3.04 .01
21-51 (low) 22 (179 46 (37.4)
52-81 (moderate) 101 (82.1) 65 (52.8)
> 81 (high) - 12 9.6)
Information/education 15.2+2.4 17.2+2.8 -5.88 {.001
6—14 (low) 43 (35.0) 42 (34.1)
15-23 (moderate) 80 (65.0) 61 (49.6)
> 23 (high) - 20 (16.3)

PFCC=Patient and family—centered care; SD=Standard deviation
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tient and family. It was one of the definition
items of PFCCP while being the highest-ranked
priority for the nurses and family member
groups in this study. It emphasizes the sig-
nificance of showing respect to patients’ human
dignity during care, which entails kindness, em-
pathy and compassion [24]. The importance of
preserving the respect and dignity of patients
and families has been stressed in other studies
[25-27]. Respect and dignity are exhibited by
recognizing equal human rights, considering the
individuality of each patient, while considering
patients’ internal values [28]. The other high-
est-ranked priorities on the subscale of defi-
nition in PFCCP were acknowledging the in-
dividuality, culture, capacity, and abilities of
each patient and family and showing the im-
portance of families to the care and comfort of
patients. The two items ranked either second or
fourth in both groups.

In addition, nurses placed the importance in
helping patients and family members in tran-
sitions of care and acknowledging the in-
dividuality, culture, capacity, and abilities of
each patient and family members which were
found to be ranked as the fourth and fifth
priorities. Both items belonged to the patterns
of care of PFCCP. Noticeably, Family members
also placed a high priority in helping patients
and families in transitions of care first under
patterns of care, being encouraged to partic-
ipate in discharge planning and being asked
about their observations, goals, and priorities in
the ICU as the second, fourth and fifth ranked
order. This result shows that nurses and families
have different priorities on the patterns of care
in terms of ranking. Evidence shows that family
members prioritize the patterns of care more
than nurses [22].

Both nurses and families ranked policies and

practices that encourage patient and family in-

20

volvement in decision making regarding their
health care, continual, open, and honest commu-
nication among patients, families, and staff, and
a range of informational and educational pro-
grams and materials available to patients and
families in order of priority. However, families
ranked the items higher than nurses. This out-
come may imply that families attached much im-
portance to information and education to PFCCP
principles in the ICU. That is, they want timely,
clear, and understandable information and edu-
cation about their patient’s condition [29,30].

In comparison, the top most priority for both
nurses and families were respect and dignity.
This feature shows the importance of respect
and dignity to health care, particularly in the
ICU, where there is increased attention to im-
proving patient and family members experi-
ences of care [31]. On the second most ranked
priority, nurses and families differ in their
perceptions. While acknowledging each patient
and family’s individuality, culture, capacity, and
abilities was the second most important to
nurses, families want help with transitions in
care (e.g., unit to unit, hospital to other facili-
ties, hospital to home, and between outpatient
and inpatient). The nurse must understand that
care transition across hospitals, other institu-
tional settings, and homes are the vulnerable
exchange of information that can contribute to
adverse events, unmet needs, and low sat-
isfaction with care in the ICU [32]. Both groups
rate the importance of families to the care and
comfort of patients in the third position. This
rank implies nurses and families prioritized
families in the care of the ICU patient.
Therefore, the nurse should maintain con-
tinuous contact with the families as they play
an important role in reducing stress in the ICU
patient [33]. Also, when focusing on goals for

patient recovery, the families have a significant
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role in planning an appropriate care plan for
the patient [34]. Nurses and families differ on
the tenth most ranked priority on the principles
of PFCC. For nurses, allowing families to learn
and practice care given to patients before dis-
charge was a priority. The ICU nurse is thus
concerned with discharge planning, which be-
gins at the time of admission. The families
were more concerned about the current con-
dition of the patient. That is, they prioritized
encouragement for communication among pa-
tients, family member and staff. This outcome
supported a report by Brain Boyle in his study
[34]. A family member stated that the im-
portance of communication was to help pre-
pare for what was around the corner and build
a foundation of trust and friendship in an un-
familiar environment [34].

Furthermore, care priorities between nurses
and families differed based on the findings in
which the means and p values are significantly
different for definition, the pattern of care and
access to information/education, and the overall
total scores of PFCCP. This was similar to the
finding of study conducted at Emory Hospital in
2010 in the USA [22]. It is important to note that
family members always want to be abreast of pa-
tient treatment such as what is done, the type of
treatment and reason for the treatment [35].
Thus, it was not surprising families prioritized
access to information and education more than
nurses. To render care that aligns with the prior-
ities of families and patients in the ICU, it is
critical for nurses to plan care in consultation
with the families. Further research is needed on
the development and evaluation of interventions

to meet families’ priorities and needs.

Limitations

The generalization of the findings in this

21

study may be limited due to convenience sam-
pling and recruitment. In addition, Individual
ICU nurses and family members in Ghana have
different sociodemographic and cultural char-
acteristics along with their experience of care
in the ICU. This aspect may have impacted how
care is prioritized by either the nurses or the

patient family.

V. Conclusion

Family members are an integral part of deci-
sion-making in the care of patients. This study
revealed that nurses and families differ sig-
nificantly on their priorities of care. It is crit-
ical for nurses to plan care in consultation with
family members to render care that aligns with
the care priorities of families and patients in
the ICU. Families need to be provided with in-
formation and advice on evidence-based inter-
ventions and treatment options with possible
outcomes [36].

To promote PFCCP in the ICU, it is necessary
to review policies and provision of nursing care
services that prioritized family needs of crit-
ically ill patients. Further research on PFCCP
need to be conducted in different settings and
countries with different demographics to have a

broader perspective.

ORCID
Shaibu Mohammed : https://orcid.org/0000-0002-4360-4766
Sunghee H. Tak : https://orcid.org/0000-0003-4898-5091

REFERENCES

1. Auriemma CL, Harhay MO, Haines K]J, Barg FK,
Halpern SD, Lyon SM. What matters to patients
and their families during and after critical illness: a
qualitative Study. American Journal of Critical



Comparison of Intensive Care Unit Nurses™ and Family Members” Priorities of Patient and Family-centered Care in Ghana

10.

11.

12.

Care. 2021;30(1):11-20.

. Kosco M, Warren NA. Critical care nurses perceptions

of family needs as met. Critical Care Nursing
Quarterly. 2000:23(2):60-72.

. Barry MJ, Edgman—-Levitan S. Shared decision

making—pinnacle of patient—centered care. The
New England Journal of Medicine. 2012;366(9)
:780-1. https://doi.org/10.1056/NEJMp1109283

. Sofaer S, Schumann M. Fostering successful patient

and family engagement: nursing’s critical role
[Internet]. Nursing Alliance for Quality Care; 2013
[cited 2022 February 14]. Available from: https://
www.nursingworld.org/~4aa949/globalassets/naqc/
naqc_patientengagementwhitepaper.pdf

. Walton MK. Person— and family—centred care.

British Journal of Nursing. 2014;23(17):949.
https://doi.org/10.12968/bjon.2014.23.17.949

. Erickson SM, Outland B, Joy S, Rockwern B,

Serchen ], Mire RD, et al. Envisioning a better US
health care system for all: health care delivery and

payment system reforms. Annals of Internal Medi-
cine. 2020;172(2_Supplement):S33-549.

. Ervin JN, Kahn JM, Cohen TR, Weingart LR. Te-

amwork in the intensive care unit. American
Psychologist. 2018;73(4):468-77. https://doi.org/
10.1037/amp0000247

. Welkins. Patient—centered care: a definitive guide

[Internet]. CA: Welkin Health; 2020. [cited 2022
February 14]. Available from: https://welkinhealth.
com/benefits—of —patient—centered—care/

. Lusk JM, Fater K. A concept analysis of

patient—centered care. Nursing Forum. 2013;48(2)
:89-98. https://doi.org/10.1111/nuf.12019

Clay AM, Parsh B. Patient—and family—centered
care! it's not just for pediatrics anymore. American
Medical Association Journal of Ethics. 2016;18
(1):40-4. https://doi.org/10.1001/journalofethics.2016.
18.1.medu3-1601

Frakking T, Michaels S, Orbell-Smith ], Le Ray L.
Framework for patient, family—centred care within
an Australian community hospital: development
and description. BM] Open Quality. 2020;9(2):
e000823.

Johnson B, Abraham M. Partnering with patients,
residents, and families: a resource for leaders of
hospitals, ambulatory care settings, and long—term
care communities [Internet]. Bethesda, MD: Ins—
titute for Patient—and Family—Centered Care; 2012
[cited 2022 February 14]. Available from: https://

22

13.

14.

15.

16.

17.

18.

19.

20.

21.

www.ipfcc.org/resources/resources_guide.pdf
DeRosa AP, Nelson BB, Delgado D, Mages KC,
Martin L, Stribling JC. Involvement of information
professionals in patient—and family—centered care
initiatives: a scoping review. Journal of Medical
Library Association. 2019;107(3):314-22. https://
doi.org/10.5195/jmla.2019.652

Charmel PA, Frampton SB. Building the business
case for patient—centered care: patient—centered
care has the potential to reduce adverse events,
malpractice claims, and operating costs while
improving market share. Healthcare Financial Ma-
nagement. 2008;62(3):80-6.

Epstein RM, Fiscella K, Lesser CS, Stange KC.
Why the nation needs a policy push on patient—
centered health care. Health affairs. 2010;29(8):
1489-95. https://doi.org/10.1377/hlthaff.2009.0888
Molina FJ, Rivera PT, Cardona A, Restrepo DC,
Monroy O, Rodas D, et al. Adverse events in
critical care! search and active detection through
the trigger tool. World Journal of Critical Care
Medicine. 2018;7(1):9-15. https://doi.org/10.5492
/wicem.v7.i1.9

Park M, Lee M, Jeong H, Jeong M, Go Y.
Patient—and family—centered care interventions for
improving the quality of health care: a review of
systematic reviews. International Journal of Nursing
Studies. 2018;87:69-83. https://doi.org/10.1016/].
ijnurstu.2018.07.006

Robert G, Cornwell J, Brearley S, Foot C, Good-
rich ], Joule N, et al. What matters to patients?
developing the evidence base for measuring and
improving patient experience [Internet]. NHS Ins-
titute for Innovation and Improvement; 2011 [cited
2022 February 14]. Available from: http://www.
wales.nhs.uk/sites3/documents/420/Final%20Project
%20Report%20pdf%20doc%20january%202012%?2
0(2).pdf

Bertakis KD, Azari R. Patient—centered care is
associated with decreased health care utilization.
Journal of the American Board of Family Medicine.
2011;24(3):229-39. https://doi.org/10.3122/jabfm.
2011.03.100170

Stacey D, Légaré F, Lewis K, Barry M]J, Bennett
CL, Eden KB, et al. Decision aids for people facing
health treatment or screening decisions. Cochrane
Database of Systematic Reviews. 2017;4(4):CD001431.
https://doi.org/10.1002/14651858.CD001431.pub5
OBrien MA, Whelan TJ, Villasis—=Keever M, Gafni



22.

23.

24,

25.

26.

27.

28.

29.

A, Charles C, Roberts R, Schiff S, Cai W. Are
cancer—related decision aids effective? a systematic
review and meta—analysis. Journal of Clinical
Oncology. 2009;27(6):974-85. https://doi.org/10.
1200/7C0.2007.16.0101

Arriola KJ, Chen A, Coryell B, Shayne P, Woods A.
Patient and family—centered care at Emory, who
cares? current perceptions and beliefs [Internet].
Emory: Robert w Woodruff Health Sciences Center;
2010 [cited 2022 February 14]. Available from:
http://whsc.emory.edu/home/publications/health
—sciences/update/june_14_2010/Patient_and_family—
centered_care.pdf

Care IfF-C. Patient—and family—centered care; a
hospital self—assessment [Internet]. Bethesda, MD:
Institute of Family—Centered Care. 2004. [cited
2022 February 14]. Available from: https://www.
aha.org/system/files/2018-02/assessment.pdf
Manookian A, Cheraghi MA, Nasrabadi AN.
Factors influencing patients” dignity: a qualitative
study. Nursing ethics. 2014;21(3):323-34. https://
doi.org/10.1177/0969733013498526

Henry LM, Rushton C, Beach MC, Faden R. Res—
pect and dignity: a conceptual model for patients
in the intensive care unit. Narrative Inquiry in Bio—
ethics. 2015:5(1):5A-14A. https://doi.org/10.1353/
nib.2015.0007

Mohammadi F, Rakhshan M, Molazem Z, Zareh
N, Gillespie M. Caregivers perception of dignity in
teenagers with autism spectrum disorder. Nursing
Ethics. 2019:26(7-8):2035-46. https://doi.org/10.
1177/0969733018796679

Kennedy G. The importance of patient dignity in
care at the end of life. Ulster Medical Journal.
2016:85(1):45-8.

Hall ], Mitchell M. Dignity and respect in
midwifery education in the UK: a survey of lead
midwives of education. Nurse Education in
Practice. 2016;21:9-15. https://doi.org/10.1016/j.
nepr.2016.09.003

Auerbach SM, Kiesler D], Wartella J, Rausch S,

23

Shaibu Mohammed - Sunghee H. Tak

30.

31.

32.

33.

34.

35.

36.

Ward KR, Ivatury R. Optimism, satisfaction with
needs met, interpersonal perceptions of the health—
care team, and emotional distress in patients’ family
members during critical care hospitalization. American
Journal of Critical Care. 2005;14(3):202-10.

Scott P, Thomson P, Shepherd A. Families of
patients in ICU: a scoping review of their needs
and satisfaction with care. Nursing Open. 2019;
6(3):698-712. https://doi.org/10.1002/nop2.287
Beach MC, Forbes L, Branyon E, Aboumatar H,
Carrese J, Sugarman ], et al. Patient and family
perspectives on respect and dignity in the intensive
care unit. Narrative Inquiry in Bioethics. 2015;5(1)
115A-25A. https://doi.org/10.1353/nib.2015.0000
Camicia M, Lutz BJ. Nursing’s role in successful
transitions across settings. Stroke. 2016;47(11):e
246-¢€9. https://doi.org/10.1161/STROKEAHA.116.
012095

Bellou P, Gerogianni K. The contribution of family
in the care of patient in the hospital [Internet]. To
Vima tou Asklipiou; 2010 [cited 2022 February
14]. Available from: https://www.hsj.gr/medicine/
the—contribution—of—family—in—the—care—of—patien
t—in—the-hospital.pdf

Boyle B. The critical role of family in patient
experience. Patient Experience Journal. 2015;2(2):
4-6. https://doi.org/10.35680/2372-0247.1112
Biiyilkcoban S, Bal ZM, Oner O, Kilicaslan N,
Gokmen N, Cigeklioglu M. Needs of family mem-
bers of patients admitted to a university hospital
critical care unit, Izmir Turkey: comparison of
nurse and family perceptions. Peer J. 2021;9:
el1125. https://doi.org/10.7717/peerj. 11125
Committee on the Learning Health Care System in
America, Institute of Medicine. Best care at lower
cost: the path to continuously learning health care
in America [Internet]. Washington DC: National
Academies Press; 2013 [cited 2022 February 14].
Available from: https://www.nap.edu/resource/13444/
BestCareReportBrief. pdf



