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a b s t r a c t

Background: Interest in measuring patient satisfaction as an indicator of the quality of nursing care has 
led to the development of various measurement instruments. However, to date there are no studies that 
propose multidimensional strategies to improve satisfaction with intensive care nursing from the 
perspective of both nurses and patients.
Objectives: The objective of this study was to describe strategies to improve satisfaction with nursing 
care identified by nurses and critically ill patients.
Methods: This was a qualitative descriptive study. This multicentre study was conducted in intensive 
care units in Spain. The population consisted of discharged patients and critical care nurses, and the 
sample was recruited using convenience sampling. Four online focus groups were held with patients 
and nurses until theoretical saturation of the data was reached. The focus groups were led by a 
moderator, recorded on video after obtaining informed consent, and then transcribed. Next, content was 
analysed, and the information was triangulated. Guba and Lincoln's criteria of trustworthiness and 
authenticity were followed.
Results: The strategies identified were (i) strategies for holistic care; (ii) strategies related to forms of 
communication; (iii) strategies related to professional behaviours; and (iv) strategies related to the 
infrastructure of the unit. The most frequently mentioned strategies were continuously monitoring pain, 
documenting pain, promoting patient autonomy, fostering patient privacy, showing empathy, listening 
attentively, using medication for rest, meeting recreational needs, using simple language, making eye 
contact, receiving communication training, practicing interdisciplinary communication, and using 
clinical judgement. Reporting complied with Consolidated Criteria for Reporting Qualitative Research. 
Conclusion: Nurses and patients identified similar strategies to improve satisfaction with the nursing 
care received during intensive care unit admission. Implementing and evaluating the identified stra-
tegies will support the ongoing improvement of humanised care, driven by the commitment of 
healthcare professionals.
© 2025 The Authors. Published by Elsevier Ltd on behalf of Australian College of Critical Care Nurses Ltd. 
This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-

nc-nd/4.0/).

1. Introduction

Patient satisfaction with nursing care is the most significant in-
dicator of overall satisfaction with hospitalisation and plays a crucial 
role in health maintenance and rehabilitation. 1,2 Therefore, patient

satisfaction with nursing care has emerged as a key determinant of 
the quality of hospital care. 3,4 In intensive care units (ICUs), patients 
consider satisfactory nursing care to be that which arises from a 
combination of humanistic and technical perspectives, in which 
humane treatment is directly linked to evidence-based care. 5,6 

Critically ill patients require holistic care in which not only 
biological, physical, and emotional needs but also those linked to* Corresponding author.
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their experiences, values, beliefs, and culture are addressed. 7 The 
use of technology and personalised care should support physical 
safety as well as psychological, spiritual, social, human, and ethical 
well-being, drawing on a holistic understanding of the person. 5,8,9 

Therefore, nurses working in an ICU must acquire all the compe-
tencies that allow them to treat the patient in light of their sub-
jective realities. 10

In the 1970s and 1980s, the concept of patient satisfaction was 
conceived from the point of view of professionals. In this sense, 
healthcare professionals assumed that they understood what 
satisfied patients, relying on professional standards and assess-
ments that may not align with patients' priorities. As a result, 
patients’ own views on what truly satisfies them have often been 
overlooked or unknown. 5,11

This perspective changes when we understand the person as an 
active participant in their own health rather than a mere object of 
care. In this regard, in 1998, the World Health Organization recog-
nised that the patient's opinion is an aspect of consumer partici-
pation in care. If the primary goal of healthcare delivery is to meet 
the needs of the healthcare consumer, it is essential to tailor the 
service to their genuine needs, expectations, and priorities. To do so, 
we must understand their opinions, attitudes, and experiences. 3 We 
follow the Beryl Institute 12 in defining the patient experience as the 
sum of all interactions―shaped by an organisation's culture―that 
influences patient perceptions across the continuum of care.
The concept of satisfaction is complex and multi-

dimensional. 5,11—13 In this context, Kitson 13 presents three di-
mensions of fundamental care: establishing the nurse—patient 
relationship, integrating fundamental care into the patient's care 
plan, and ensuring that the setting or context where care is pro-
vided and coordinated is conducive to achieving person-centred 
care and family-centred outcomes. Person-centred care is 
defined by the Australian Commission of Safety and Quality in 
Health 14 as care that respects and responds to the preferences, 
needs, and values of healthcare consumers as a foundation for safe, 
high-quality health care.
In terms of satisfaction, Romero-García et al. 5 define four di-

mensions of care through the Multifactorial Model of Nursing 
Intensive Care Satisfaction. The four dimensions are holistic care, 
forms of communication, professional behaviours, and conse-
quences (experiences of and feelings about the nursing care 
received). The provision of individualised care improves the 
quality of life and satisfaction of patients, fosters their autonomy, 
and enhances the quality of care. 15 The interest in measuring pa-
tient satisfaction as an indicator of the quality of nursing care has 
led to the development of different instruments both nationally 
and internationally. Studies show that patient satisfaction with 
nursing care is the aspect that best predicts satisfaction with the 
hospital stay, which is itself an important component in the 
maintenance and restoration of the patient's health. 16,17

In recent years, scholars have begun to study patient satisfac-
tion in ways that take the patient's perspective directly into ac-
count. Studies by Hummel et al. 18 and Antonio et al. 19 focus on the 
importance of communication between the nurse and the patient. 
Antonio et al. 19 propose strategies to improve patient satisfaction 
through education in communication skills for nursing staff, and 
Jover-Sancho et al. 20 add aspects related to the holistic view of the 
person and professional behaviours.
The scientific literature shows studies focussed on the satis-

faction of the patient in ICUs. Several studies 5,20—23 describe ho-
listic nursing care or specific forms of communication that are 
related to patient satisfaction, such as trust, personal hygiene, 
respect, teamwork, pain management, technical skills, and atten-
tiveness, among others. Hern �andez et al. 22 focus solely on nursing 
care related to the forms of communication that intervene in

patient satisfaction, such as knowing how to listen, being 
approachable, explaining what is going to be done, and practicing 
good interdisciplinary communication, unlike other studies, such 
as those by Romero-García et al. 5 and Jover-Sancho et al., 20 which 
describe aspects beyond communication. In contrast, Dikme 23 

links satisfaction solely to psychoemotional aspects such as active 
listening, being attentive, and being able to empathise.
A literature review carried out by Ahmed et al. 24 highlights the 

need to understand the satisfaction of hospitalised patients as 
multidimensional. The articles analysed in the review highlight 
strategies such as nurse attitude, punctuality, emotional support, 
respect, smiling, patient participation in care, and effective commu-
nication. To a lesser extent, we find articles that address the aspects 
that nurses believe are involved in patient satisfaction during hospital 
admission. Studies such as those by Mehta et al. 25 focus on the worst 
period of the COVID-19 pandemic, describing the possible alteration 
in patient satisfaction that occurred when introducing protection and 
isolation measures that interfered with nurse—patient communica-
tion, health professionals’ fear of infection, lack of protocols or 
changing protocols, use of technology in communication with family 
members, and restrictions in physical contact.
Finally, there are studies detailing strategies to improve the 

quality of care for critically ill patients in relation to family 
participation, 26 emotional support and comfort, 27 and pain man-
agement, 28 among others.
In sum, we identified a range of studies addressing specific 

aspects of patient satisfaction with nursing care and improve-
ments in care for the critically ill. However, we identified no 
studies that focus on the multidimensional nature of satisfaction 
in critically ill patients with respect to nursing care. This study fills 
this gap in the literature.

2. Objective

The objective of this study was to describe the strategies for 
improving satisfaction with nursing care identified by nurses and 
critically ill patients.

3. Methods 

3.1. Design

This study is part of a larger mixed-method project using a two-
phase sequential explanatory design. 29 Phase I involved a quanti-
tative assessment of critically ill patients’ satisfaction and its as-
sociation with sociodemographic, clinical, and organisational 
variables. 6 Phase II, reported here, is a qualitative, exploratory, 
multicentre study with a descriptive and interpretive design, 30 

following the COnsolidated criteria for REporting of Qualitative 
studies-32 guidelines. The study adopts a constructivist para-
digm, 31 which views reality as a collection of diverse mental 
constructions shaped by individual experience and context. In this 
framing, knowledge is coconstructed through the interaction be-
tween researcher and participant and interpreted through her-
meneutic analysis.

3.2. Study setting and recruitment

The study was carried out in eight medium- and high-
complexity university hospitals in Spain (Table 1) between January 
and March 2022. The specific context consisted of eight multi-
purpose ICUs with single beds and a nurse-to-patient ratio of 1:2. 
The patients who took part in the study had the following 

characteristics: (i) over 18 years of age; (ii) admitted to the ICU for 
at least 48 h; (iii) verbal consent after the explanation of the study;
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(iv) able to speak, read, and write in Spanish; and (v) oriented to 
person, place, and time. The orientation of recruited patients was 
assessed in person for those who were still admitted to the hos-
pital and via telephone for those who had already been discharged. 
Participants were chosen by means of nonprobabilistic conve-
nience sampling until theoretical saturation of the data was ach-
ieved among those discharged from any of the eight participating 
ICUs, starting in January 2022 (Table 2).
We recruited nurses at meetings held during different shifts, in 

which we provided them with written information about the 
study objectives. Those interested in participating sent informa-
tion regarding their age, years of experience in the ICU, and work 
shift via email. The nurses who took part in the study had the 
following characteristics: (i) experts in the care of critically ill 
patients with a minimum of 5 years of experience in the ICU and 
(ii) gave informed consent. The nurses were selected using non-
probabilistic convenience sampling until theoretical data satura-
tion was achieved (Table 3).

3.3. Data collection

Data were obtained through online focus groups, 32 using the 
Teams application. Participants received a link via email to connect 
to the focus group 24 h before the established start time. In total, 
four focus groups were conducted―two with nurses and two with 
patients―each consisting of five to seven participants and lasting 
approximately 1 h. The groups of nurses were constructed for 
heterogeneity across the different work shifts and public and 
private hospitals.
At the beginning of each focus group, patients completed a 

questionnaire to find out their sociodemographic profile (age, sex, 
marital status, level of education, and hospital of admission), and 
nurses completed a questionnaire covering their socio-occupational 
profile (age, sex, care profile, years of experience in the ICU, training, 
work shift, type of ICU, hospital level, and hospital type). All groups 
were moderated by an expert female author with experience in this 
data collection technique accompanied by a novice male author as 
observer. Neither worked at any of the ICUs under study.
Table 4 presents the open-ended script used in the four focus 

groups. The purpose of the script was to encourage participants to 
express their perspectives in relation to the nursing care provided 
or received. All questions were included by consensus of the 
research team and supported by the existing literature. 33

The sessions were recorded in both video and audio formats to 
ensure the reliability of data transcription. Notes were taken by the 
observer in a field diary. The transcripts were returned to the 
participants to confirm or correct the content.

3.4. Data analysis

Speech from the focus groups and the field diary was tran-
scribed verbatim, and we performed a content analysis of it using

NVivo 12 (QSR International. (2022). NVivo (Version 12.6.1, 2021). 
Lumivero. This approach is suitable for analysing and categorising 
qualitative data based on empirical or theoretical criteria. 30 All 
data obtained from focus groups and diaries were recorded word 
for word. Once the participants confirmed the authenticity of the 
transcript (content verification), the text was segmented into 
descriptive codes assigned purely according to their semantic 
content. In the second stage, these codes were grouped into more 
analytical subcategories, according to the meaning of the lin-
guistic units and their combinations. In this way, the third hier-
archical stage was reached, in which the subcategories were 
classified according to the purpose of the study, based on the 
semantic analysis. The data analysis was performed jointly by two 
researchers in the first phase of data coding and independently 
during the subsequent analysis. Finally, a comparison of the 
findings obtained was conducted until a consensus was reached 
on the analysis.

3.5. Ethical considerations

During the study, national and international guidelines and 
legal regulations on data confidentiality were followed (Organic 
Law 3/2018 of 5 December on the Protection of Personal Data 
and Guarantee of Digital Rights). The directors of the partici-
pating hospitals and the ethics committee of Hospital del Mar 
approved the protocol (Code nº2018/7818/l dated 21 February 
2018). Regarding the ethics of the participation process, the in-
dividuals voluntarily agreed to participate and signed the 
informed consent form after receiving oral and written infor-
mation related to the study and its objectives. To preserve the 
confidentiality of the study participants, alphanumeric codes 
were used (N for nurses and P for patients). Only the research 
team had access to the password-protected database; no per-
sonal data appeared in the reports to avoid the identification of 
patients.

3.6. Rigour and reflexivity

Guba and Lincoln's 31 criteria of reliability and authenticity were 
applied. To give credibility to the study, we have provided a detailed 
description of the participants and the context. The privacy of pa-
tients who were still admitted to the hospital was ensured so that 
they would not feel pressured to respond in a certain way. The data 
were recorded in audio and video formats so as not to miss any 
details. Finally, transcripts were verified by the participants, and 
the data analysis was triangulated across two researchers. In cases 
of disagreement, a third researcher was consulted.

4. Findings

4.1. Characteristics of participants

There were 25 participants in the study (11 patients and 14 
nurses). Of the 11 patients, eight were men and three were women, 
with a mean age of 59.54 years (min: 31; max: 79). Of the 14 
nurses, 11 were women. The mean age was 38.28 years (min: 27; 
max: 53), and the mean ICU experience was 11.64 years (min: 5; 
max: 25). In terms of work shifts, five of the nurses worked during 
the day, three at night, and six on a rotating shift.

4.2. Thematic findings

Strategies to improve critically ill patients’ satisfaction with 
nursing care are organised into four inter-related themes, all 
important for both patients and nurses. Specifically, strategies for

Table 1
Description of participating hospitals.

Hospitals Level Private No. of beds Number of ICU beds

H1 III No 404 18
H2 III No 516 46
H3 III No 1146 56
H4 III No 831 56
H5 II No 400 14
H6 II Yes 172 10
H7 II No 385 12
H8 II No 402 18

ICU: intensive care unit.
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holistic nursing care encompass physical care strategies and psy-
choemotional and spiritual care. Strategies related to forms of 
communication include both verbal and nonverbal communica-
tion. Strategies concerning professional behaviours cover team-
work and scientific—human skills. Finally, strategies to improve 
unit infrastructure involve the physical structure, human re-
sources, and unit policies (Fig. 1.) In this section, we present the 
themes along with their associated categories and subcategories.

4.2.1. Strategies for holistic nursing care
This category groups the subcategories that are related to 

strategies aimed at improving physical care and psychoemotional 
and spiritual care.

4.2.1.1. Physical care strategies. The strategies identified by par-
ticipants in this subcategory are related to pain management, 
hygiene and hydration, and sleep and rest.
Strategies to improve pain management include pain moni-

toring and recording, the use of validated scales and training, and 
postanalgesia assessment. Pain monitoring and recording was 
discussed as follows:

“(…) It’s a problem of documentation rather than assessment. I 
consider that all of my colleagues manage pain correctly, but we 
fail when it comes to documenting it” (Nurse 1).

“(…) So I believe it’s essential to have that control and ensure they 
don’t experience pain at any time, meaning, trying to administer it

Table 2
Sociodemographic profile of the participating patients.

Identification Age Sex Marital status Education level Hospital Hospital level

P1 57 F Married University H4 III
P2 61 F Married EGB H4 III
P3 49 M Married Baccalaureate H5 II
P4 70 F Widow No studies H4 III
P5 31 M Unmarried Student H1 III
P6 57 M Married ESO H4 III
P7 66 M Widower EGB H5 II
P8 67 M Married Student H4 III
P9 46 M Married Baccalaureate H4 III
P10 79 M Married EGB H4 III
P11 72 M Married University H5 II

Note: EGB is an educational level typically finished at age 13—14 years under Spain's previous education system. ESO is a level typically finished at age 15—16 years and is the 
culmination of obligatory schooling in Spain's current system. Baccalaureate is an optional 2-year college preparatory level typically finished at age 17—18 years. Level II 
hospitals have specialities including general surgery, gynaecology, anaesthesiology, and internal medicine. Level III hospitals are equipped with advanced technology and 
offer highly specialised care, covering areas such as cardiology, dermatology, psychiatry, neurology, and nephrology.

Table 3
Sociodemographic profile of the participating nurses.

Identification Age Sex Years in nursing Years in the ICU Contract Shift Hospital Hospital level

N1 30 F 09 06 Interim Rotating H4 III
N2 31 F 07 06 Permanent Rotating H6 II
N3 45 F 19 18 Interim Day H3 III
N4 45 F 23 21 Interim Night H8 II
N5 28 F 07 07 Interim Day H1 III
N6 51 F 28 25 Permanent Rotating H5 II
N7 37 F 15 15 Interim Night H1 III
N8 40 F 08 08 Permanent Night H1 III
N9 53 F 14 14 Permanent Day H4 III
N10 41 F 15 10 Permanent Rotating H2 III
N11 41 M 20 14 Interim Day H7 II
N12 27 F 05 05 Permanent Rotating H6 II
N13 37 M 17 08 Interim Day H4 III
N14 30 M 09 06 Interim Rotating H7 II

ICU: intensive care unit.

Table 4
Interview script for study participants.

Presentation Hi! How's it going? I would like to thank you personally and also on behalf of the entire research team for your valuable collaboration. [For 
patients]: All of you present here are individuals who have recently been hospitalised in an intensive care unit. Each of you has your own 
experience and knowledge regarding the hospitalisation you have undergone, so the aim of this focus group is to identify strategies to improve the 
quality of nursing care in intensive care units. [For nurses]: Each of you has professional experience and knowledge as the professional who spends 
the most time with the patient in intensive care units. This focus group aims to identify strategies to improve the nursing care received by patients 
during their stay in an ICU.

Framework As you can see, this is a focus group in which various people participate remotely. The duration will be approximately an hour to an hour and a half. 
However, we will use just the right amount of time needed so that no one feels uncomfortable or tired. To ensure that no detail of the conversation 
is missed, it will be recorded in both audio and video, as previously discussed.

Opening question I will ask you a few broad questions so that you can freely express your opinion. To start, I will pose an initial general question to set the stage, and 
then we will delve into different topics. Drawing from your experience, let's begin with a very general question and later focus on other issues:
(1) What should an intensive care unit have in order to offer excellent nursing care?
(2) What aspects/strategies related to nursing care provided/received during hospitalisation can be improved?
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quickly, in short intervals, every 2 hours or every 3 hours, asking the 
patient about the pain; everything is fundamental (…)” (Nurse 4).

“(…) The nurses paid a lot of attention to you. They constantly 
asked you: ‘What hurts?’ You see? (…)” (Patient 6).

“Yes, because it gave me a lot of confidence in them. Of course, they 
explain to you at all times what they’re going to do, and they 
continuously ask if I’m in pain” (Patient 9).

Regarding the use of validated scales, a nurse stated that

“(…) scales are used for patients. For example, for those who are 
awake, we use scales like VAS or scales like ESCID in patients who 
are sedated (…)” (Nurse 4).

In addition, some participants mentioned training in the use 
of scales:

“(…) The training that we said before, especially in the use of the 
scales, there are lots of mistakes when it comes to knowing how to 
correctly assess or use these scales and sometimes it’s due to lack of 
training (…)” (Nurse 1).

Finally, nurses and patients described the postanalgesia 
assessment, as seen in these examples:

“(…) So the assessment before administering analgesia and after 
administering analgesia normally doesn’t get done” (Nurse 1).

“(…) Even after giving me the medication, they would ask me 
about the pain” (Patient 10).

Secondly, the strategies to improve hygiene and hydration 
identified in the participants’ talk include promoting patient au-
tonomy and their participation in care, favouring privacy, and

providing comprehensive assessment. Promoting patient au-
tonomy/participation in care was described as follows:

“(…) They are aware and independent for certain things, to wash their 
faces, to be able to brush their teeth, and even to wash their genitals. 
Sometimes we start doing things and we forget about their autonomy 
as we chat between one thing and another (…)” (Nurse 5).

Patient privacy would be improved with bathrooms in the 
unit, as reported in the following examples:

“(…) A bathroom for patients who, if they can get up, because we 
don’t have a bathroom and the poor things have a terrible time and 
say, ‘But do I really have to go in the bedpan?’” (Nurse 12).

“There is a lot of normalisation of the situation; they don’t expose 
you; they cover you, they protect you. Well, I felt comfortable (…)” 
(Patient 1).

Taking advantage of the moment of bathing to carry out a 
comprehensive assessment is essential:

“The moment of grooming is essential for us to conduct a 
comprehensive examination of the patient’s body and see what 
points they may have that are susceptible to forming sores (…) and 
make them an active part of the care” (Nurse 2).

Ultimately, in relation to the strategies identified for promoting 
sleep and rest, participants highlighted the clustering of nursing 
interventions, regulation of light and noise levels, the use of ear-
plugs, and pharmacological measures to facilitate sleep. Con-
cerning the clustering of care activities, one participant noted

“(…) I believe it’s crucial that as professionals, we ensure that during 
a time frame that can be from 11:30 pm or midnight until 6 or 7 in 
the morning, we minimise techniques and care tasks” (Nurse 2).

Fig. 1. Relationships between categories, subcategories and emerging codes. ICU: intensive care unit.
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Managing the intensity of light and noise was described by 
participants in the following ways:

“(…) I believe it’s crucial to lower the intensity of the lights, to talk 
in separate areas so as not to disturb them (…)” (Nurse 2).

“(…) They respected me a lot, they spoke very softly so as not to 
bother me at night (…)” (Patient 9).

Nurses provided earplugs:

“(…) We have earplugs that we give to them. They are offered these 
[earplugs] that are made out of foam rubber to try to promote 
sleep (…)” (Nurse 12).

Finally, participants described the use of sleep aids:

“(…) At night, it was terrible, and I made the decision to take pills 
early in the evening to be able to sleep because otherwise, I 
wouldn’t sleep all night: my nerves would attack me” (Patient 2).

“(…) If possible, we should add the use of painkillers or some type 
of sedative or sleep inducers that encourage rest (…)” (Nurse 2).

4.2.1.2. Strategies related to psychoemotional and spiritual care. 
Participants identified the following strategies for improvement: 
listening attentively, taking advantage of moments in which pa-
tients decide to express themselves, employing empathy, and of-
fering recreational activities.

Listening attentively was described as follows:

“(…) Talking to the patient, listening to them, that is, attending to 
what the patient is really worried about. Normally we’re always on 
the run and we don’t stop to talk a little with the patient, to listen 
to them, to see what they really need (…)” (Nurse 4).

The nurses also emphasised taking advantage of moments 
when patients expressed themselves:

“(…) Taking advantage of the moment when the patient wants to 
talk to us or tell us something or communicate something. I mean 
taking time out and ensuring that there are good conditions be-
tween the patient and the nurse to make sure that both verbal and 
nonverbal communication is the best possible (…)” (Nurse 2).

Also, both nurses and patients highlighted the importance of 
empathy:

“(…) Having empathy for the patient, right? (…) There are times 
when they lose control. [You have to] have a lot of patience when it 
comes to addressing the problem they have and try to be a psy-
chologist with respect to the problems they may have at that 
moment” (Nurse 4).

“A lot of nurses put themselves in your shoes and tried to find a so-
lution, you know? As if they were unwell themselves (…)” (Patient 1).

Finally, nurses and patients agreed on the need to offer recre-
ational activities during ICU admission:

“(…) Or even if the patient reads a book, something, talk to the 
patient and find out what they need, music or whatever they ask 
for and talk to the family so that they can facilitate that type of 
thing (…)” (Nurse 7).

“(…) “From there they asked me, ‘Do you want to watch movies? 
Do you want to listen to music?’” I went like this, giving them a 
thumbs up, and they put on some music for me (…)” (Patient 6).

4.2.2. Strategies related to forms of communication
Strategies related to forms of communication included verbal 

communication and nonverbal communication.

4.2.2.1. Strategies related to verbal communication. The strategies 
identified by the participants to improve verbal communication 
include introducing oneself, providing prior information, encour-
aging expression when the patient wants to talk, using simple 
language, using the alphabet, utilising technology, and receiving 
communication training.
Nurses and patients stressed the importance of introducing 

themselves, saying

“(…) When we address a patient for the first time or start the shift, 
‘Good morning, Antonio, I’m Juana and I’m going to be your nurse 
this morning’. Let him have a name, a reference (…)” (Nurse 2).

“(…) The nurse would arrive first and introduce herself to you: 
‘Look, my name is such and such, I’m going to be your nurse today 
(…)’” (Patient 6).

Second, they also detailed the importance of giving prior in-
formation before any nursing actions are taken. In this sense, 
nurses and patients agreed.

“(…) Telling them what we’re going to do, what we’re going to 
administer to them since they often feel disoriented within the 
unit, they don’t know their progress, what’s happening to them, or 
what is being administered to them (…)” (Nurse 6).

“(…) They explained to me before doing something so that I could 
understand what actions are going to be done, so that I can be 
calmer and feel secure. In my case, I felt very safe being there (…)” 
(Patient 12).

Thirdly, strategies were identified to answer questions and 
promote communication, such as the need to encourage patients 
to express themselves, the use of simple language, the use of the 
alphabet, the use of technology, and communication training. 
Encouraging patients to express themselves was described as 
follows:

“(…) Make it easier for them to express their emotions, if they’re 
afraid, if they’re sad, if they’re happy, if they’re angry … under-
stand that sometimes you get into topics that are a bit compli-
cated, but they need it (…)” (Nurse 3).

“(…) The moment is when they want, when they feel like it, when 
they see us passing, when they tug on our uniform, because at that 
moment we know how to recognise it, and we’re able to put aside 
other things and focus on what they want to tell us” (Nurse 2).

As for using simple language,

“(…) Adapting our message according to the interlocutor in front of 
us, I think it’s also important (…)” (Nurse 3).

“(…) An older person, because perhaps things should be explained 
to them in a way that is more understandable, simpler. Each person 
is different, but the language has to be simple (…)” (Nurse 12).

“(…) And they explained things to me in a simple way” 
(Patient 7).

Nurses and patients also detailed the benefits of using the 
alphabet:
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“(…) Sometimes to communicate you only need something simple, 
a few sheets of paper with the alphabet, with drawings and 
numbers, I don’t know, things like that (…)” (Nurse 1).

“(…) They gave me a piece of paper, with an alphabet, with the 
alphabet put there so that I could spell letter by letter, and the 
letters formed what I wanted to say (…).” (Patient 6).

Using technology was also highlighted:

“(…) So in the ICU, we use a system with the nonverbal commu-
nication tablet that uses a face, with [pictures of] people, with a 
‘yes’, with a ‘no’ and then in patients, especially those who are on 
mechanical ventilation, who find it more difficult to communicate, 
it makes it much easier for us to communicate with the patient 
(…)” (Nurse 3).

Finally, they detailed the need for communication training:

“(…) We have a “support unit”, it’s called, which consists of other 
nursing colleagues who have more resources, strategies, training, 
and communication skills. So if we see that someone needs addi-
tional help in difficult moments or for something important, we 
alert these colleagues. (…)” (Nurse 5).

4.2.2.2. Nonverbal communication strategies. The strategies iden-
tified by the participants to improve nonverbal communication are 
related to the use of gaze, touch, and signs.
Patients grasped the nurses’ use of the gaze and its meaning:

“(…) They transmitted confidence to you, their gestures, how they 
looked me in the eyes when it came to telling me things and you 
thought, ‘It’s all right; he’s telling me with his eyes’ (…)” 
(Patient 4).

“(…) When the nurse passes by and looks at you, you know that 
things are going to be okay. The look is everything. They don’t have 
to take off their masks for you to be able to see their faces (…)” 
(Patient 8).

Nurses described the importance of the use of touch:

“(…) Just having contact by putting a hand on them, holding their 
hand, gives them a lot of security, much more than the words you 
say (…)” (Nurse 14).

“(…) They held my hand, touched me, told me not to worry, that 
nothing bad was going to happen to me. That reassured me (…)” 
(Patient 5).

Finally, with regard to the use of signs during the hospital stay:

“(…) With the pandemic, due to the issue of the mask, commu-
nication is very complicated, well, you can use your hands and 
such, but it’s very complicated because we don’t see each other’s 
mouths” (Nurse 4).

4.2.3. Strategies related to professional behaviours
In this category, participants identified strategies related to 

teamwork and scientific—human skills.

4.2.3.1. Teamwork strategies. The strategies to promote teamwork 
include interdisciplinary communication, joint nurse—doctor 
visits, and teamwork training.
Both nurses and patients stressed the importance of interdis-

ciplinary communication:

“(…) Having good communication of information between the 
different professionals and a good working environment, good 
transmission of information (…)” (Nurse 2).

“(…) Everyone has to work as a team. In fact, I saw them holding 
meetings in the morning to organise the day a bit (…)” 
(Patient 12).

The need for joint nurse—doctor visits was described as 
follows:

“(…) When a doctor informs the family with the patient in front of 
me, I always try to be with them, mostly to know exactly what 
information they have about the current state (…)” (Nurse 3).

Finally, training in teamwork was described as follows:

“(…) This year, we did something like hypothetical cases … and 
then all the staff participated: The trainers would give you a case 
and explain the situation, and then you realise that if you work as 
a team, everything works better (…)” (Nurse 7).

4.2.3.2. Strategies to enhance scientific—human skills. The strate-
gies identified to enhance scientific—human skills include treating 
the patient as a person, clinical judgement, and attitude.
The importance of treating the patient as a person was 

manifested in the following words:

“(…) Treating the patient really as what they are, a person, a hu-
man being, not a number, a pathology, an organ. Call them by their 
name, not by their illness (…)” (Nurse 2).

“Treating me as the person that I am is fundamental” (Patient 6). 

As for the use of clinical judgement, one nurse said,

“(…) Anticipating [their needs]. Often they won’t ask us, but often 
we need to anticipate those problems they have” (Nurse 4).

“(…) They anticipate, they stay a step ahead by analysing the 
situation” (Patient 11).

Finally, they highlighted the nurses’ attitude:

“(…) It’s important to monitor what we communicate, how we 
express ourselves, and what we say, right? The image we convey to 
them or the impression they have of working with serious and 
trustworthy people, rather than with those who are sometimes a 
bit more careless, well, I think that’s important” (Nurse 8).

4.2.4. Strategies to improve unit infrastructure
Strategies identified by participants to improve the unit's 

infrastructure include addressing the physical structure, human 
resources, and the unit's policies.

4.2.4.1. Strategies for improving the physical structure. 
Strategies to improve the physical structure include humanised 
architecture and infrastructure and material resources.
The need for humanised architecture and infrastructure was 

related as follows:

“(…) To have a unit with a good architectural structure that allows 
you to have enough space and work with tranquillity” (Nurse 2).

“(…) We have a newly refurbished, circular ICU that allows us to 
see all patients from anywhere. This is also important for their 
care” (Nurse 9).
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“(…) The structure of the ICU undoubtedly results in better or 
worse care for the patient” (Nurse 10).

“(…) They put up photos to encourage me” (Patient 12).

Regarding the strategies related to material resources, the 
participants stated the following:

“(…) Dynamic mattresses have come a long way and nowadays, it’s 
much more difficult for patients to develop pressure ulcers. Having 
quality resources greatly benefits daily care (…)” (Nurse 4).

“(…) I believe that the material aspect is important, having state-
of-the-art beds that allow you to move on your own and avoid 
getting bedsores (…)” (Patient 11).

4.2.4.2. Strategies for improving human resources. Strategies to 
improve human resources involve continuous training; sufficient 
staffing and rotation; the incorporation of psychologists, physio-
therapists, and a nurse of reference; and caring for the 
professionals.
In relation to strategies to improve human resources, the need 

for continuous training was detailed as follows:

“(…) Continuous training means that the whole team has the same 
knowledge about a subject, which helps the team and improves 
care a lot” (Nurse 14).

“(…) Good continuous training of all staff, both new and veteran” 
(Nurse 3).

In the same way, staffing and rotation were mentioned:

“(…) What I see is that there are too few people for the number of 
patients, (…) to be able to attend to all of them properly” 
(Patient 1).

“(…) There’s a need for more personnel resources. We have more 
and more work, but the staff is always the same, and if we want to 
ensure humanised care and give a more humane service to our 
patients, sometimes we’re overwhelmed with our workload (…)” 
(Nurse 1).

Participants mentioned the need to incorporate psycholo-
gists, physiotherapists, and a nurse of reference:

“(…) Including professionals who would work with us and be part 
of the team. Having a physiotherapist in the ICU would allow 

patients to be discharged faster; they would be up and moving 
earlier, and in the end, the health system would save money (…)” 
(Nurse 7).

“(…) Now we have a psychologist who has been put in the ICU, and 
the truth is that he comes to see patients who are going through a 
very difficult stage and encourages them and tries to give them 

tools to cope with their stay in the ICU (…)” (Nurse 12).

“Yeah, I mean they give it to you, they put your cream on when 
they bathe you, but what I mean is something more professional, 
something more like a physiotherapist" (Patient 9).

Some mentioned the need for a nurse of reference in the ICU:

“(…) It’s important for there to be a reference person to ensure that 
quality care is provided (…)” (Nurse 2).

“In my case, I logically had the nurse assigned to each shift, and I 
always had the same one from each shift, so the experience was 
very positive” (Patient 7).

Finally, the importance of caring for the professionals who 
provide care was emphasised:

“(…) They should also take care of the staff, which is very impor-
tant, the schedule, making it easy to take a day off if possible, or 
making it easy to change shifts, those things should also be taken 
into account” (Nurse 5).

4.2.4.3. Strategies to improve unit policies. Strategies to improve 
the unit's policies include the open-door ICU, technology, pets, and 
outings.
As for open-door ICUs

“(…) It is essential to have doors open 24 hours a day, so a family 
member is there 24 hours a day, regardless of whether the patient 
is conscious or not (…)” (Nurse 9).

“There is only one visiting hour in the afternoon, and barely that 
(…) There should be more” (Patient 8).

The use of technology during the pandemic in ICUs was 
emphasised:

“When I couldn't speak, they themselves helped me communicate 
with my family through video calls. These are things that really help 
with recovery; for me, it was one of the best things” (Patient 5).

“(…) Trying to make video calls every day with family members 
and those moments was very hard for the nursing staff, but very 
rewarding for the patient” (Nurse 4).

Another nurse highlighted the use of pets during ICU stays:

“(…) Their pets could come, some kind of pet, right? A dog or a bird 
if they’re in a closed bay, since there are lots of patients who wake 
up and ask us about their dog, how is their dog and be able to pet 
them (…)” (Nurse 3).

Finally, both nurses and patients mentioned the importance of 
patient outings so that patients who have been admitted for 
weeks or months can leave the hospital for a few minutes.

“(…) So they can breathe a little bit of fresh air, see light, and have 
the feeling of normal air, just being on the street after having spent
3 or 4 months locked up in an ICU makes them feel alive, and that 
helps a lot (…)” (Nurse 1).

“(…) I spent 105 days in the ICU, intubated for 75 days. They used 
several strategies, especially in the last phase, like taking me out to 
see the sea, so that you can feel the breeze. That gives you a lot of 
energy (…)” (Patient 7).

5. Discussion

In our study, both nurses and patients identified strategies for 
improving satisfaction with ICU nursing care that encompass 
physical, psychoemotional, and spiritual aspects. Some of the 
strategies identified to improve physical care align with other 
published studies 21,34 that refer to the relationship between pain 
management and satisfaction. Darawad 34 also emphasises the need 
to inform patients about the importance of expressing pain when 
they experience it so that it can be addressed as quickly as possible. 
Additionally, the nurse is in a position to promote the patient's 

privacy, autonomy, and participation in care, as well as conduct a 
comprehensive assessment of the patient during washing and hy-
dration procedures. The fact that nurses identified these moments as
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important aligns with what has been reported by other studies. 7,24 

Finally, nurses and patients agreed, as in other studies, that grouping 
nursing care, reducing light or noise intensity, and using medication 
or earplugs are strategies that promote rest and sleep. 17,21,22 

Responding promptly to patients' subjective needs―those tied to 
their experiences, values, beliefs, and culture―and showing interest 
when patients try to express themselves helps patients perceive 
nurses as truly caring and attentive. Several studies find that listening 
attentively to patients is a key element in nursing care. 17,20,23,24 

However, the strategy of considering patients’ recreational needs is 
not identified in any of the studies analysed. These aspects highlight 
the need to provide psychoemotional and spiritual care.
In this sense, satisfaction necessarily includes a holistic 

approach to the care of the person. Both patients and nurses 
highlighted that care is characterised by a combination of human 
and technical elements. In this sense, professionals are experts in 
the use of machines and various techniques, but they also simul-
taneously provide a sense of safety to the patient through more 
psychosocial care. This combination has been described as 
essential for the satisfaction of critically ill patients. 5,20,35 More-
over, care should be individualised and comprehensive, addressing 
all possible needs of the patient during their stay, whether phys-
ical, psychological, spiritual, or social. 11,24 However, two studies 
show that patients place greater importance on human skills than 
on technical ones. 21,24

The strategies identified by patients and nurses to foster pa-
tient satisfaction with nursing care include verbal and nonverbal 
communication. Communication, whether verbal or nonverbal, 
allows interaction that involves human sensitivity and creates a 
connection between the emotions of the patient and those of the 
nurse. 22

Specifically, in verbal communication, nurses and patients 
agreed on the importance of nurses introducing themselves, 
providing information before any care procedure, and using 
alternative communication methods (alphabet boards, white-
boards, and speaking valves, among others). Additionally, nurses 
emphasised encouraging patients to express themselves, using 
simple language, leveraging technology, and enhancing commu-
nication training. The use of technology in ICUs during periods of 
visitor restrictions, as noted in our findings, has been described as 
a fundamental pillar during the most challenging months of the 
COVID-19 pandemic. 36 Finally, communication training is a key 
aspect in improving how nurses communicate with patients, their 
families, and other professionals. Kerr 37 highlights the need to 
train nurses in communication skills to provide effective, safe, and 
patient-centred nursing care.
With respect to nonverbal communication, both patients and 

nurses highlighted the importance of eye contact. Through eye 
contact, people can discern a smile, a sad expression, or a concern, 
even when someone is wearing a mask. 25,38 Our findings align 
with those of other studies, which also emphasise the significance 
of actions such as eye contact and active listening. 7,11,24

Nurses and patients identified strategies to enhance patient 
satisfaction related to professional behaviours, such as interdisci-
plinary communication, addressing the patient as a person, and 
exercising clinical judgement. However, the continuous rotation of 
interdisciplinary ICU staff makes the implementation of some of 
these strategies challenging. 39 Regarding nurses, joint 
nurse—physician rounds, training in teamwork, and maintaining a 
positive attitude were highlighted as strategies. Turning to the 
published literature in this area, Ervin 39 identifies joint visits, 
interdisciplinary communication, and teamwork training as three 
essential strategies for teamwork. The need for good training in 
teamwork in units as large as ICUs is indisputable for professionals. 
The continuous rotation of interdisciplinary staff in ICUs hinders

any type of strategy that can be implemented in these large 
units. 39 Instead, our study details a broader set of strategies for 
improving professional behaviours. Two studies highlight clinical 
judgement and nurses’ attitude as strategies for improving patient 
satisfaction. 22,40 The vulnerability and dependency in which crit-
ical patients find themselves make it particularly important to 
treat the patient like a person, not like a disease. 41 Rapid action, 
together with good technical and human skills, produces a sense of 
security and comfort in the patient. 5,20

Strategies for improving physical infrastructure, enhancing hu-
man resources, and improving unit policies have likely emerged 
due to an increased recognition of the indisputable role of nurses in 
hospital management, as evidenced in recent years. In the context 
of the pandemic, nurses identified the need for increased staffing 
and supportive structures that ease their workload and aid patient 
recovery as key factors linked directly to patient satisfaction. 42 

Furthermore, to increase patient satisfaction with care, nurses 
and patients noted that ICU policies should humanise intensive 
care. In this regard, nurses emphasised the importance of an open-
door ICU, where family members could play a much more active 
role in patient care, as well as enabling patients to walk in the
hospital's garden (see also Ige ~ no-Cano 43 ).

5.1. Strengths and limitations

The study results identify strategies to enhance critical patient 
satisfaction with nursing care. These strategies largely align with 
the dimensions of the instrument used in phase I, the Nursing 
Intensive Care-Satisfaction Scale. 6,44,45 Consequently, the use of 
mixed methods provides a deeper understanding of complex 
concepts such as satisfaction. Incorporating the perspectives of 
both nurses and patients is crucial to ensure their voices are heard 
and to propose meaningful improvements in health care.
The patient recruitment time was longer than expected due to 

hospital constraints related to the COVID-19 pandemic. There may 
be survival bias, in the sense that patients who participated are the 
ones who survived their stay in the ICU. It may also be the case that 
dissatisfied patients did not want to participate in the focus groups. 
While the nurses were well distributed across the participating 
hospitals, most patients were from a single hospital, which could 
have affected the results. A larger study with a more diverse sample 
should be conducted to confirm them. The hospitals studied had a 
nurse-to-patient ratio of 1:2; care must be used in extrapolating 
the results to health systems where a 1:1 ratio is the norm.

5.2. Recommendations for further research

It is essential to continue advancing in the study of satisfaction 
by carrying out experimental designs to evaluate the reported 
strategies, which would allow continuous improvements in the 
quality of the service provided.

5.3. Implications for policy and practice

The strategies identified by patients and nurses can guide 
professionals, managers, and administrators in the development of 
a plan to increase the quality of humanised care by modifying, 
changing, or strengthening behaviours, skills, or attitudes that 
intervene in care and health care in general.

6. Conclusion

We have shown that intensive care nurses and patients iden-
tified similar strategies to improve satisfaction with the nursing 
care received during an ICU stay. Satisfactory nursing care involves
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both technical expertise and human connection. This balance be-
comes especially important during admissions under restrictive 
measures. In such circumstances, patients placed greater value on 
the human aspects of care, particularly when visits from family 
and friends were limited.
The strategies identified allow the patient to reduce moments of 

fragility or uncertainty, providing a more satisfactory stay. The 
development of tools and technologies aimed at humanising the ICU 
environment is increasingly recognised as an important part of pa-
tient satisfaction. Reviewing ICU staffing models and training nurses 
and physicians in empathy and communication skills are important 
strategies to create a positive ICU climate and effective teamwork.
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