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ABSTRACT

Introduction: Interpersonal Nurses Communication (IPC) in
Intensive Care Unit (ICU) is known to be important due to the
critical situation of patients and the nurses’ experience with
moral distress. Nurses interpersonal relationships and ways of
resolving conflicts are influenced by the culture of this sector.

Aim: To specify the culture of IPC among nurses in ICU.

Materials and Methods: This was a qualitative multi-site
ethnographic study conducted from May 2017 to September
2019 at Kermanshah University of Medical Sciences. Data were
collected through participatory observation and formal and
informal semi-structured interviews. The study environment
included four ICUs in two hospitals. Data were obtained from
an uninterrupted observation for five months, intermittent
observation for six months, 15 formal interviews and 31 informal
interviews. The process stems from the research evolutionary
cycle model and Spradley’s Steps. In order to discover the
meaning of the patterns from the obtained themes, the findings
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were interpreted after analysis. In this study, Spradley method
was used to analyse the data.

Results: In this study, 66.7% of the nurses were female, the
mean age was 38.66+9.1 years, and mean work experience
was 14.43+8.4 years. The three main themes of the high-level
code consensus emerged as follows: Grouping which included
the formation of groups, cooperation and competition between
groups, and demarcation and characteristics of groups. The
governing organisational relationships include managerial strategies
and nature of the wards. And the individual characteristics that
included top-down look, work discipline and experience.

Conclusion: The IPC among the ICU nurses is a dynamic and
inevitable process and influenced by factors such as nurses’
membership in the groups established in the ICU, nurses’
cooperation, management strategies, physical and emotional
nature of critical care units, work experience and former
communications, discipline, and features such as a top-down
attitude.

Keywords: Centralised ethnography, Communication, Confrontation,

Intensive care unit nurse, Moral distress, Multi-site ethnography

INTRODUCTION

Effective communication is one of the important factors in improving
the quality of health care [1]. Communication is a key factor in team
activities [2]. Nursing is a team profession and communication
plays an important role in it [3]. Today one of the important gaps
in nursing services is the weakness of nurses’ communication
skills [4]. Inadequate professional communication in nursing has
reduced the quality of care, increased one-sided judgment, anger,
over-expectation, sabotage and dismissal [5] and today it is one of
the most important sources of stress in nurses [6]. Studies showed
that poor relationships among nurses are often unreported [3,7],
and the interpersonal relationships of newly graduated nurses lead
to different negative perceptions and feelings, including injustice,
depression and lack of motivation for work, which directly affect
professional development and job satisfaction [8]. Also, considering
various studies in Iran, the relationship among medical professions,
including nursing, was found as unfavorable [9,10].

Although IPC among nurses is important in all sections, it seems
to be more important in ICUs due to critical situations, high moral
distress, more need for teamwork, high workload, and caring
for critically patients [11]. Due to the existence of these stressful
conditions, weaker relationships and the occurrence of imperfect
communications among ICU nurses could be more frequent [12].
So that, nurses consider inappropriate interpersonal relationships
as one of their major problems [7,13].

According to American Nurses Association in 2010, 53% of ICU
nurses stated that their co-workers did not communicate well with
them, and 33% had poor and unfair interactions with their peers [5].
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A good IPC between nurses in ICU is one of the important factors in
creating a suitable work environment that leads to more cooperation,
less job leaves, group effort, increasing nurses’ participation in
retraining, improving professional performance, promoting a culture
of support, teamwork, acquiring stress management skills, job
satisfaction and increasing the quality of care [14-16].

One of the important factors for a proper communication is culture
[17]. Some important factors affecting the culture of IPC in nurses
include their spoken language, religious beliefs, education, speech
and behavioural skills, work experience, self-confidence, criticism,
and peer support spirit [18]. Extensive studies showed that culture
cannot survive without communication, and communication
without culture shares no content. Habermas considers culture
and communication to be inseparable [19]. In fact, culture is not
exclusively equivalent to ethnic identity [20]. Research showed that
culture plays a key role in the care system, so attention to cultural
competencies including the ability of nurses to treat people with
respect for culture are so important [21]. Therefore, understanding
the culture of IPC among nurses can lead to comprehending the
interpersonal nurse-nurse relationship and identifying the factors
that develop and inhibit these relationships and help managers to
create a healthy work environment in the ICU [22] and ultimately
lead to improved quality of care [20].

In Iranian studies, it was found that Iranian culture indicates the
resistance of members of society and organisations against the
organisational hierarchy, and despite the interest in teamwork
in this culture, the organisational environment has a negative
effect on the tendency of teamwork [23,24]. Despite the studies
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conducted in Iran, many layers of the culture of IPC of nurses in
ICU are hidden [19]. It is necessary to use ethnographic methods
to obtain these hidden layers [25]. Also, recognising many of the
hidden aspects of nurses’ IPC culture cannot be directly explored,
so it requires an in-depth study of nurses’ interpersonal behaviours
and relationships, which can be achieved through ethnographic
research [19]. Ethnography identifies the inner beliefs of cultural
groups and examines conflicting professional perspectives within an
organisational culture. In this method, data collection was done with
maximum flexibility and the researcher will be given the opportunity
to obtain accurate information about the interpersonal relationships
of special nurses. In view of the above, recognising and analysing
the culture of IPC in ICU nurses is essential and can help to discover
hidden relationships among nurses and indirectly increase the quality
of patient care [5]. Therefore, the aim of this study was to investigate
the culture of IPC in ICU nurses.

MATERIALS AND METHODS

This study was a qualitative multi-site ethnographic study which
was conducted from May 2017 to September 2019. The research
approval was obtained from the Ethics Committee of The Iran
University of Medical Sciences (IUMS) with the letter number (IR.
IUMS.Rec.1395.9321199006).

Inclusion criteria: The study population included all ICU nurses
who worked at two hospitals affiliated to Kermanshah University of
Medical Sciences (KUMS), having a bachelor’s degree or higher in
nursing and gave consent for participation.

Exclusion criteria: The nurses who were reluctant to continue with
the study, were excluded.

A total of 15 interviews of ICU nurses were analysed. Multisite
Ethnography was investigated in four ICUs, which were selected
based on the criteria of simplicity, accessibility, obtaining permission
to enter and the possibility of repetitive periodic activities. Multi-site
ethnography is a type of ethnography that is carefully formulated
and performed face-to-face, and each researcher can practice it
differently depending on the needs of the place [26].

Data Collection

The researcher approached the nursing offices of the ICU of two
hospitals (Imam Reza Hospital and Taleghani hospital) that were
affiliated to KUMS and received a list of the names and shift
schedules of nurses in ICUs. Then the researcher started data
collection by participatory observation method. First, the goals
of the study were explained to nurses, and their written and
informed consents were obtained for participation in the study.
The observation was performed in general and in three shifts in the
morning, evening and night, which lasted from May 2017 to June
2017. Then the purposeful observation continued from June 2017
to March 2018, with the aim of identifying relationships, interactions,
behaviours, verbal-non verbal communication, etc. In the second
place, the general observation continued from March 2018 to
December 2018, in three working shifts in mornings, evenings and
at nights. Data collection mainly focused on the elements of site,
the structure of the research field, those who attended this field,
the activities and relationships of people in this field. In this study,
semi-structured face-to-face interviews for half an hour to one and
a half hours were used. Interviews were conducted with nurses in
different categories.

For collecting data, Spradley procedure (1980) was used. In this
procedure, data collection is done by observing, recording and
interviewing, by being present in the environment and asking
questions to understand the culture. Descriptive, focused and
selective observation is the main method for collecting information.
Interviews were immediately converted to text word-by-word [19,20].
Spradley method [27] has 12 Steps, (including:
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Step 1: Locating informants,

Step 2: Interviewing and making observations,
Step 3: Making an ethnographic record,

Step 4: Asking descriptive questions,

Step 5: Analysing ethnographic interviews and field notes,
Step 6: Making a domain analysis,

Step 7: Asking structural questions,

Step 8: Making a taxonomy analysis,

Step 9: Asking contrast questions,

Step 10: Making a component analysis,

Step 11: Discovering cultural themes,

Step 12: Write an ethnography,

The findings were recorded and transcribed. In addition to the interview,
conversational analysis was recorded and analysed the same as the
interviews and sampling process continued until that no new data were
obtained from interviews with subsequent participants.

STATISTICAL ANALYSIS

Spradley method was performed simultaneously with data collection,
so that during the data collection process, domain analysis,
classification analysis, component analysis and theme analysis were
performed. After extracting the domains, classes, components and
themes, the researcher interpreted the findings of the analysis process
in order to describe the culture of IPC in ICU nurses, by putting together
the extracted themes to get a complete picture of the culture of IPC
among nurses.

RESULTS

The findings of the present study were collected during continuous
and intermittent observation in each ICU and included 15 formal
interviews and 31 informal interviews. In formal interviews, the
content of the questions was mostly based on the observations
and conversations of the nurses. The nurses determined the time
and place of the interview by telephone or in-person. It lasted from
20 minutes to an hour and a half. In informal interviews, whenever it
was possible to talk to the nurses (at the nursing station, at the rest
and at the patient’s bedside), the interview was performed in the
form of friendly talking at different times (depending on the nurse’s
desire). Informal interviews were recorded in the form of friendly
conversations accompanied by formal observations and interviews.
The 28 texts were observed and 15 texts of interviews were
analysed. Eight clinical nurses, two shift managers, two matrons,
two head nurses and one assistant were studied [Table/Fig-1].

Years of Age
Degree experience | Gender | (Years) Position in hospital
Master’s degree 20 Male 40 Matrons
Bachelor’s degree 28 Male 52 Matrons
Bachelor’s degree 26 Female 49 Head nurses
Bachelor’s degree 15 Female 45 Head nurses
Bachelor’s degree 18 Female 46 Assistant
Bachelor’s degree 14 Male 37 Shift managers
Bachelor’s degree 17 Female 40 Shift managers
Bachelor’s degree 1 Female 23 Newly graduated nurses
Bachelor’s degree 1.5 Male 24 Newly graduated nurses
Bachelor’s degree 15 Female 38 Clinical nurses
Bachelor’s degree 17 Female 40 Clinical nurses
Bachelor’s degree 4 Female 27 Clinical nurses
Master’s degree 1 Female 43 Clinical nurses
Bachelor’s degree 6 Female 29 Clinical nurses
Bachelor’s degree 23 Male 47 Clinical nurses

[Table/Fig-1]: Demographic characteristics of the participants.
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In this study, three main domains including grouping, organisational
relationships governing and individual characteristics were obtained
[Table/Fig-2].

Categories Domains
Formation of groups
Cooperation and competition Grouping

Boundaries and characteristics of groups

Management strategies Organisational relations

governing the Department

Wards nature

Top-down look

Work discipline Individual characteristics

Experience

[Table/Fig-2]: Major domains extracted.

1. Grouping

The first domain was grouping, which included formation of
groups, co-operation-competition and boundaries-characteristics of
groups.

Formation of groups

The formation of groups was based on the variables of gender, religion,
type of employment, work experience, interests and communication
outside the unit. One of the groupings was based on the nature of the
groups. The nurses described the nature of the groups as violent and
soft. A soft group was a group whose members were more relaxed and
adaptable in interpersonal relationships and did their duties through
talking. The violent group, on the other hand, was aggressive and tried
to force things by conspiracy. According to the researcher: | saw that
nurses work together in groups of two to three and take rest accordingly.
This cooperation can be seen in the reception of new patients. Also,
they and their families keep in contact outside the ward.

Cooperation and competition

In nurses’ IPC, a wide range of cooperation and competition were
observed. One of the nurses said: A good co-worker is the one who
cooperates when your or her patients’ conditions get worse.

Cooperation and competition in these units was a complex process,
if the interpersonal relationship of nurses was positive, cooperation
would follow to the extent that off-duty collaboration could also
be seen. Otherwise, competition was observed: In a shift, a male
patient needed a Foley catheter replacement and his nurse was a
woman. The nurse replaced the Foley catheter alone. | asked the
head nurse the reason, “why did she not ask Mr... for help? The
head nurse answered: These two nurses have had problems with
each other for many years; they do not support each other even in
worse conditions.

Boundaries and characteristics of groups

Boundaries and characteristics of groups played an important role in
the interpersonal relationships as the boundaries and characteristics
of groups shaped their professional and personal lives. Boundaries
in groups were overshadowed by factors such as shifts, religion,
work experience, age and type of employment. A nurses stated
that: There was a party for nurses at evening and night shifts, | had
a close relationship with them. | had no experience working in ICU
and they educated me very well. | tried to improve my friendship with
them. They did not want the morning shift nurses in their parties, so
| did not tell the rest of the nurses about the party.

Leadership was an important feature in friendly groups that nurses
made. The following was a report about the role of leadership by
a nurse (at a night shift at 1 AM): The ICU was really noisy and
crowded. All the nurses were present in the ward; the leader had a
serious tone and gave each nurse a task to do. No one protested
or reacted against him; the condition lasted until 3 a.m. Then,
everything calmed down and tasks were accomplished.
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2. Organisational Relations Governing the Department
Organisational relationships were another area that was extracted in
this study. Categories in this area included management and nature
strategies.

Management strategies

Management strategies played an important role in nurses’ IPC. The
more popular the strategies were, the more effective the interpersonal
relationships could be. In contrast, discriminatory strategies pushed
nurses’ interpersonal relationships toward inefficient communication.
In this regard, a nurse stated: Unfortunately, the officials were just
looking for what the nurses did, where they went, what they said.
They don’t check how nurses take care of their patients, they just
control nurses’ relationships instead of observing the way nurses
react to their patients.

Managers and their strategies were found to be very effective in
nurses’ interpersonal relationships. If the solutions were to encourage
positive actions, it would lead to more effective communication. One
of the nurse stated: We have an online group formed by our head
nurse. Sometimes when a nurse in charge of a patient in critical
condition did her job properly, she was appreciated by the head nurse
in the group and other nurses are also informed of the incident.

Ward nature

Due to the strained environment of the ward and high workload
in the ICU, nurses’ interpersonal communication was formed in an
emotional atmosphere. On the other hand, relationships among
nurses was usually more than mere work communication. The
following report reflects the wide range of these IPC: At 9:00 pm,
when | entered, the unit seemed strange. It was completely silent
and only the sound of the devices could be heard, a nurse was
preparing the patient’s medicine. He greeted me calmly. | saw the
head nurse at the station. | remember that he did not even greet
and communicate others in the morning shift, | told him how the
ward was so calm. He replied that in the ICU this silence was quite
temporary, in fact in the morning shift the ward was busier and more
stressful than the night shift so it would be calm for another hour
probably, because they were going to move three patients and get
three more and those patient were really sick.

3. Individual Characteristics

The individual characteristics of ICU nurses played an important role
in their IPC. It included three categories of top-down look, work
discipline, and experience.

Top-down look

A top-down view was observed in the relationships of ICU nurses.
Each of them had a special vision of work which gave them the
sense of being unique as the result of the idea that they worked in
the most important and scientific ward of the hospital. They showed
the same behaviour not only to nurses in other units, but also to
their colleagues in their own unit. Such feelings of being special,
different and knowing everything was directly related to the work
experience in the Department. The head nurse said: My work is
totally different from other head nurses; | need to be very up to date.
What we do here is truly scientific and accurate. While other head
nurses are not as busy as me, they may not read a book in their 30
years of work. Their job is routine.

Work discipline

Discipline in relationships reflected the stereotypical behaviours of
nurses in similar situations, forcing them to perform routine tasks. As
one participant stated: In the ICU, all nurses believe that they must
give the services on time and do the follow-up. It is not possible to
postpone a task for one minute. Things have to be done quickly.
Sometimes patients’ lives depend on seconds.

Experience

Experience is a word always used in conversations between
nurses, which is also very effective in relationships between them.
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Experienced personnel believe that experience is necessary to work
in the special Department. In this regard, one of the nurses stated
that: when a nurse starts working in a hospital, this is a big mistake
that sent her to ICU, they should use experienced personnel in
ICUs. Nurses should get experienced to work in ICUs.

DISCUSSION

In this study, three domains of grouping, organisational relationships
governing and individual characteristics were obtained. It was
found that nurses in the ICU were grouped specifically according
to factors such as gender, religion, interests, type of employment,
work experience and age. If there were similarities with a specific
group but no willingness to join them, the members of that group did
not tend to support the nurse and, actually, the nurse was rejected
the group. It also led to stress at work, reduced focus on patients,
more medical mistakes, fatigue and decreased motivation, and the
fastest solution of the situation is to change the work environment.
The results of the study by Al-Hamdan Z et al., reported the role of
the gender of nurses in their grouping and similarities. They also
used different methods in the relationships with other nurses and in
resolving conflicts between men and women. Men were more likely
to use methods that led to compromise [28].

The present findings also showed that there was a classification
among new and experienced nurses that led to problems of
cooperation and difficulty in sharing knowledge and experiences
[29]. Collaboration between ICU nurses was found to be complex.
Dougherty M stated that co-operation between nurses was one of
their important tasks that required mutual respect of individuals, and
cooperation was necessary to maintain interpersonal relationships
[5]. Effective communication due to co-operation among nurses,
lead to a shorter hospitalisation period, more comprehensive patient
education, higher satisfaction, prevented medical errors, increased
care quality, increasing coordination and responsibility [30].

According to the results of the present study, work and personal
life of nurses affect each other. Tensions at work and life broke the
boundaries between each other. Gender behaviour in nurses also
changes and is sometimes in conflict with the prevailing culture in
the community. The effect of working conditions such as fatigue,
routine life and work stress are known to affect the personal life
of nurses and reduce the ability to take care of themselves, the
effects of which are felt in their personal lives too. Adaptation or
non compliance with conflicts at work or life environment affects
nurses’ communication. Non compliance with conflicts could lead
to problems such as increased absenteeism, reduced productivity,
lack of motivation, reduced job satisfaction, and leaving the job
[15,31]. In this study, nurses also experienced behavioural changes
depending on their gender, such as the sense of leadership of
women at home, which was contrary to the role of women in Iranian
culture and lead to dissatisfaction of family members.

Hartung SQ and Miller M; showed that the quality of work life
affected not only job satisfaction, but also other areas life, overall life
satisfaction, personal and family happiness, social life and mental
well-being [15]. Heavy responsibilities, long work shifts, exhausting
night shifts and disproportionate to women'’s individual and family
status, working overtime and patients ‘special circumstances all
affected nurses’ job satisfaction. In the present study, some female
nurses stated that the lack of a male nurse caused them to care
for male patients, which had a negative effect on the quality of care
and put them under stress. Some male patients also did not allow
women to dress, inject, and move them. Kalhorian indicated that the
amount of conflict experienced by female nurses expanded with the
increase in their work experience. This might affect job satisfaction
of these nurses [31].

The higher the work-family conflict of nurses, the lower the job

satisfaction and with the decrease in the level of work-family conflict,
higher job satisfactions are experienced [32]. On the other hand, the
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ability of nurses to control work and family affairs decrease due to
conditions such as work pressure due to limited staff and, work
and family expectations. This results in a decrease in self-efficacy
as a result, intensified work-family conflict. Thus, a vicious cycle is
formed, the results of which would be negative consequences in
both work and family [33]. In most countries of the world, women
are still in charge of housework. Due to increased entry of women
into the economic sectors of society, it is expected that the conflict
between the role of women in the family and the workplace will
expand in the future. The results of studies showed that as nurses
get more experienced, the conflict between work and family roles
increases, so the possibility of increasing absenteeism, leaving
the job, endangering physical and mental health and reducing life
satisfaction could increase accordingly [31].

Nurses in the ICU have professional relationships with their peer and
senior managers. These relationships may lead to negative effect,
like mistrust, fear of judgment and disrespect that end in reduction
of concentration. Moor LW et al., showed that poor communication
was arecurring and important problemin the ICU and often led to care
mistakes [34]. The nature of ICU, stress of caring critically patients,
unfriendly relationships and fatigue were the factors causing stress
in nurses’ relationships. Studies showed that the stressful work
environment of ICUs directly affected the interpersonal relationships
of nurses and patient care [5,12]. Therefore, cooperation among
nurses in these departments lead to fewer medical mistakes and
higher patient safety [3,22]. Nurses’ work experience affected their
interpersonal relationships. Experienced staff believed that work
experience was essential to work in ICU. Fassier T and Azoulay
E showed that communication can be influenced by nurses’ work
experience, education and personal beliefs, and differences in these
cases may hurt relationships [35].

The findings indicated that no strategy was presented to improve
nurses’ relationships, while it had a direct impact on the quality
of patient care. Therefore, it seems essential to inform nursing
managers about the importance of these relationships [36,37]. Also,
the clinical work of the ICU nurses followed a clear discipline, and
one of the most important issues in the ICU was order, however,
this order sometimes became routine, without paying attention to
the patient’s needs. This order, could also be seen in non-clinical
tasks such as rest hours. A study showed that nurses paid more
attention to routine aspects of care than emotional aspects and
they doing work out of habit, sometimes the care contradicted their
opinions However due to that is a routine, it must be done [38].

Limitation(s)

Fear of disclosing conversations about facts and problems of the
ward and conflicts with superiors was an important limitation in
the study process. In order to reduce this limitation, the researcher
tried to provide the necessary assurance about the confidentiality
of conversations. Also, they were fully assured that recorded
conversation tape will be deleted after coding.

CONCLUSION(S)
Interpersonal communication among ICU nurses is a dynamic and
multidimensional process that is influenced by factors such as nurses’
membership in established groups, the organisational relationships
that govern the ICU, and the individual characteristics of nurses.
Examining the communication culture among nurses may reduce
nurses’ problems and increase job satisfaction, and by improving the
Interpersonal communication, the quality of professional services to
patients would be guaranteed.
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