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ABSTRACT

Development of a Patient- and Family-Centered Care education
program for nurses in Intensive Care Unit

Joo, Youngshin
Dept. of Nursing
The Graduate School
Yonsei University

Background: Patient- and family-centered care (PFCC) emphasizes consumer-centered nursing
that respects the individuality of patients and families, focusing on their needs, values, and
preferences while fostering collaboration. Despite its proven benefits, including improved patient
satisfaction, better health outcomes, and reduced family anxiety, implementing PFCC in intensive
care units (ICUs) remains challenging. Nurses play a pivotal role in delivering PFCC, and a growing
demand exists to enhance their competencies in this area. However, existing programs for ICU
nurses often fail to adequately address the essential competencies required to implement PFCC
effectively within a theoretical framework. Moreover, systematic and comprehensive educational
programs explicitly designed to enhance these competencies are lacking. Therefore, this study aimed
to develop an educational program to improve PFCC competencies for ICU nurses.

Methods: This methodological study employed the ADDIE (analysis, design, development,
implementation, evaluation) model, focusing on the ADD (analysis, design, development) stages.
The development of a preliminary program was developed through a systematic literature review
and focus group interview conducted with ICU nurses. The program underwent two expert
validations by seven experts, followed by a feasibility evaluation involving 12 ICU nurses. Pre- and

post-intervention assessments measured patient-centered communication skill, empathy, peer
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support, and Person-centered Critical Care Nursing (PCCN) level. Feedback was also collected
through group interviews with participants.

Results: The education program consisted of six sessions designed to develop the core competencies
required effectively implement PFCC: Professional competencies, knowing self, clarity of values
and beliefs, commitment to the job, interpersonal skills including communication, empathy, and
collaboration, management of the physical environment and fostering peer support. The feasibility
evaluation demonstrated significant improvements in patient-centered communication, empathy,
peer support, and PCCN level post-education. Participants reported increased motivation and
practical confidence in implementing PFCC. Feedback highlighted the need for extended role-
playing activities and additional discussion time. These suggestions were incorporated into the final
program, structured into six sessions delivered over four weeks (three in-person, three online), each
lasting 90 minutes.

Conclusion: This study successfully developed an educational program for adult ICU nurses using
the ADD stages. The program effectively bridged theoretical knowledge and practical application,
demonstrating its potential to enhance PFCC competencies. This program is expected to improve
patient and family care experiences and satisfaction while fostering a culture of PFCC. Further
studies should evaluate its effectiveness across diverse clinical settings and explore the development

of tailored PFCC programs for neonatal and pediatric ICU nurses.

Key words: Patient-and Family-Centered Care, Education program, Nurses,

Intensive Care Unit, Nursing competency
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1. Introduction

1.1. Research background

Patient- and family-centered care (PFCC) refers to a consumer-centered approach to nursing
that respects the individuality of patients and families, prioritizing their needs, values, and
preferences over the traditional provider-centered healthcare delivery model (Secunda & Kruser,
2022). According to the Institute of Patient-and Family-Centered Care (IPFCC), PFCC emphasizes
planning, delivering, and evaluating healthcare through mutually beneficial partnerships among
healthcare providers, patients, and families (IPFCC, 2023). In particular, PFCC challenges the
traditional biomedical model, which focuses solely on disease and treatment, advocating for a
biopsychosocial perspective that recognizes patients as empowered individuals (Van Mol et al.,
2017). This paradigm shift has spurred the widespread adoption of PFCC in clinical settings,
demonstrating its value through improved patient satisfaction, better health outcomes, and reduced
anxiety and depression among family members (Scott et al., 2019; Goldfarb, Bibas, & Burns, 2020).
Additionally, PFCC has been linked to enhanced communication quality between patients and
healthcare providers (White et al., 2018), increased job satisfaction, and reduced turnover intentions
among nurses (Park et al., 2018). The growing emphasis on PFCC highlights the importance of
developing competencies among nurses, who play a pivotal role in fostering therapeutic
relationships, improving patient and family satisfaction, and enhancing the overall healthcare
experience for patients and their families (Kwame & Petrucka, 2021; Frakking et al., 2020).

However, intensive care units (ICUs) present unique challenges to delivering PFCC due to the

prevalence of advanced medical equipment, such as life support devices, which can impede nurse-



patient interactions. Moreover, the primary focus on managing hemodynamic symptoms and
treatment may divert attention from PFCC (Ramirez-Elvira et al., 2021). For ICU nurses, individual
factors such as patient-centered communication (Joo & Jang, 2022), empathy (Choi, 2020),
empowerment (Ramirez-Elvira et al., 2021), and moral sensitivity (Yim & An, 2023) significantly
influence PFCC performance. In addition to individual factors, organizational aspects play a pivotal
role. Leadership, a supportive organizational culture, a conducive work environment (Kang & Lim,
2019; Kang & Seo, 2021), and effective teamwork (Jeong & Park, 2019) are critical to fostering
PFCC in ICU.

The person-centered nursing (PCN) theory, proposed by McCormack and McCance (2006),
identifies essential nursing competencies for PFCC. These include professional competence, self-
awareness, clarity of personal values and beliefs, and strong interpersonal skills. Nurses who possess
these competencies are better prepared to implement the care processes of PFCC, ensuring alignment
with and respect for individuals' values and beliefs, actively involving patients and families in shared
decision-making, and providing holistic care (McCance & McCormack, 2006; 2016).

Professional competence encompasses the clinical knowledge and skills essential for patient
diagnosis and treatment. ICU nurses, in particular, excel in technical skills that enable them to
respond effectively to patients’ physiological changes. To promote PFCC, nurses require knowledge
and skills in managing physiological symptoms and comprehensive professional competency. This
includes an in-depth understanding and application of PFCC principles and the ability to navigate
and adjust facilitators and barriers within clinical settings (Walter & Robb, 2019).

Self-awareness involves understanding oneself as a PFCC practitioner and encompasses the
ability to learn through self-reflection continuously. By cultivating self-awareness, nurses enhance
their understanding of and empathy for patients and families, positively influencing PFCC practices

(Abu Lebda et al., 2023). Additionally, ICU nurses must develop a clear recognition of their values



and beliefs while remaining attuned to the diverse ethical situations that arise in the ICU. They must
demonstrate the ability to respect and align with patient and family choices, even when these differ
from their own (McCormack & McCance, 2016).

Interpersonal skills are essential for forming therapeutic relationships with patients and families,
enabling nurses to build trust and foster collaboration. ICU nurses often interact with patients on
mechanical ventilation and their families during restricted visiting hours. Given these constraints,
nurses must exchange information effectively and accurately, assess needs, communicate treatment
plans, and facilitate shared decision-making (Joo & Jang, 2022). Therefore, in this context, patient-
centered communication skills are crucial for enabling nurses to fulfill these responsibilities
effectively (Kwame & Petrucka, 2021). Through empathy, nurses gain a deeper understanding of
patients and their families, allowing them to provide individualized care tailored to each person’s
unique needs and preferences (Mirzaei Maghsud et al., 2020; Choi, 2020). Empathy is especially
crucial in the ICU, where patients and families often face challenges such as post-traumatic stress
disorder, depression, and anxiety. Addressing their psychological promotes treatment cooperation
and enhances the overall quality of care (Ryu & Bang, 2016; Levett-Jones et al., 2019).

While the importance of strengthening PFCC competencies across various domains for ICU
nurses is increasingly recognized (McCance & McCormack, 2016; Kiwanuka et al., 2019), studies
reveal that nurses often lack training experience and awareness of PFCC practices (Jang & Kim,
2019). Furthermore, programs that enhance PFCC competencies for nurses remain limited,
particularly those designed explicitly for ICU nurses. For instance, Kong (2020) developed a PFCC
education program for nurses, nursing assistants, and caregivers working with elderly dementia
patients in nursing homes, while Yoo (2018) created a program targeting clinical nurses (Yoo, 2020).
While these studies are valuable as they focus on practicing nurses, they lack comprehensive content

addressing the unique needs of ICU settings. Although some programs targeting ICU nurses have



been developed (Kim et al., 2011; Eggenberger et al., 2016; Walter & Robb, 2019; Beierwaltes,
2020; Sangi et al., 2023), these initiatives are often limited in their ability to address the
competencies required for implementing PFCC within a robust theoretical framework. Many rely
solely on theoretical sessions, which restrict their effectiveness in developing practical skills for
clinical application. Adult and pediatric ICU differ significantly in terms of patient illnesses, family
needs (Nam et al., 2023), nursing interventions (An & Ahn, 2020), and traumatic experiences.

Considering these considerations, developing a systematic and comprehensive educational

program to enhance PFCC competencies specifically for adult ICU nurses is essential.

1.2. Purpose

This study aims to develop an education program to enhance PFCC competencies for nurses
working in adult ICU. The specific objectives are outlined as follows.
1.2.1. Develop preliminary education program to enhance PFCC competencies among ICU
nurses.
1.2.2. Evaluate the content validity of the developed program through feedback from experts
group.
1.2.3. Evaluate the feasibility of the revised preliminary education program with ICU nurses.

1.2.4. Finalize the program based on the results of the feasibility evaluation.



1.3. Concept definition

1.3.1. Patient-and Family-Centered Care (PFCC)

(1) Theoretical definition: PFCC is defined as the planning, delivery, and evaluation of healthcare
services based on a mutually beneficial partnership between healthcare providers, patients, and their
families (IPFCC, 2018). It involves respecting the choices of patients and their families, making
decisions together, and providing care that enhances their dignity and autonomy, thereby reinforcing
the ethical demands of nursing. Through the formation of therapeutic relationships, holistic care is
provided (Morgan & Yoder, 2012).

(2) Operational definition: In this study, PFCC refers to the levels of patient-centered
communication skill, empathy skill, peer support and Person-centered Critical Care Nursing (PCCN)

among ICU nurses.

1.3.2. PFCC education program

(1) Theoretical definition: PFCC competency refers to the nurse’s ability to respect the beliefs of
patients and their families, actively involve them, shared decision-making, express empathy, and
deliver holistic care, based on the nurse’s personal qualities and the surrounding care environment
(McCormack & McCance, 2016).

(2) Operational definition: In this study, the term refers to a program developed by the researcher,
based on McCormack and McCance’s (2016) Person-centered Nursing (PCN) theory, aimed at
enhancing the PFCC competencies of ICU nurses. The program includes training in professional
competence, self-awareness, interpersonal skills, management of the physical environment, and peer

support.



2. Literature review

This chapter provides an overall understanding of Patient- and Family-Centered Care (PFCC)
in the context of intensive care units and reviews the competencies required of nurses to perform
PFCC based on McCormack & McCance’s (2006) Person-Centered Nursing (PCN) theory, along

with an examination of currently developed programs to enhance PFCC competencies for nurses.

2.1. PFCCin ICU

PFCC involves respecting the individuality of families and integrating them into patient care
through collaboration. The terms Patient- and family-centered care, Patient-centered care, and
Person-centered care are often used interchangeably (Coyne et al., 2018).

This PFCC approach began in pediatric hospitals in the 1990s. As the healthcare paradigm
gradually shifted towards a patients-centered approach—emphasizing the perspective, participation,
and value of healthcare service consumers—efforts to meet the needs of patients and families and
increase satisfaction gained attention (Fernandez-Martinez et al., 2022). Consequently, the
recognition of the importance of family and parental roles in the treatment of hospitalized children
led to the widespread adoption of the PFCC philosophy, which is based on supporting and respecting
family involvement in various aspects of nursing care (Jung et al., 2017).

The core elements of PFCC, as proposed by IPFCC (2018), include respect and dignity,
participation, information sharing, and collaboration. Conceptual analyses by Jung et al. (2017) and
Lacrocque et al. (2021) also identified key attributes such as respect, collaboration, support, and

information sharing (Jung et al., 2017; Larocque et al., 2021). In other words, PFCC emphasizes



fostering participation through information provision and promoting partnership between patients,
families, and healthcare providers across various care environments. As a result, patients and
families are integrated as essential elements in the patient care process, shifting from passive roles
to active participants in decision-making related to patient care (Coyne et al., 2018).

Currently, PFCC is applied to all age groups, including children, adults, and the elderly. Efforts to
enhance the implementation of PFCC have been attempted among ward nurses, intensive care unit
nurses (Joo & Jang, 2022), long-term care hospital nurses (Kim & Shin, 2020), and nursing students
(Michael et al., 2019).

The intensive care unit (ICU) is a setting where patients are critically ill, surrounded by
advanced equipment such as monitors and life-support devices. Approximately 50% of families of
ICU patients experience issues such as anxiety, depression, and post-traumatic stress disorder (PTSD)
due to factors like uncertain prognosis, reduced opportunities for interaction with healthcare
providers, and separation from the patient (Johnson et al., 2019; Secunda & Kruser, 2022). In
response to this ICU environment, numerous studies have been conducted to identify factors related
to the promotion of PFCC. These studies have focused on various aspects, including personal
characteristics and qualities of nurses, such as patient-centered communication skills (Joo & Jang,
2022), burnout and empowerment (Alhadidi et al., 2016), empathic competence (Choi & Song,
2022), emotional intelligence (Youn et al., 2022), and moral sensitivity (Yim & An, 2023). At the
organizational level, factors such as teamwork, supportive organizational culture (Jung & Park,
2019), and work environment (Kang & Lim, 2019) have also been highlighted.

The benefits of PFCC have been documented across various dimensions: from the patient
perspective, improvements in health outcomes and increased satisfaction (Goldfarb et al., 2017);
from the family perspective, increased satisfaction, reduced anxiety and depression, and improved

communication quality with healthcare providers (Dykes et al., 2017; Burns, 2020); and from the



healthcare provider perspective, increased job satisfaction, reduced nurse burnout and turnover
intentions, and higher occupational satisfaction (Dykes et al., 2017). Additionally, the efficient use
of healthcare resources, such as reduced readmission rates, shorter ICU stays, and fewer medical
errors, has been reported as a benefit, further solidifying the case for PFCC (White et al., 2018).

Moreover, with the expansion of PFCC within healthcare systems, nurses have been identified
as having the most significant impact on patients' and families' perceptions of PFCC and their overall
healthcare experience compared to other healthcare professionals (Ben Natan, 2017), underscoring
the importance of enhancing PFCC competencies through education and training for nurses
(McCormack & McCance, 2016).

For the successful implementation of PFCC in the ICU, it is essential to understand the
prerequisites, facilitators, and barriers, as well as the process and outcomes of PFCC interventions
(Kwame & Petrucka, 2021). Prerequisites for PFCC include building trust between healthcare
providers and families, healthcare providers’ knowledge of PFCC, their commitment and positive
attitude, active listening, and empathic skills. Facilitators involve effective interactions between
healthcare providers and patients/families, timely information sharing, the ability to engage in
patient-centered communication, appropriate education tailored to the patient’s level of
understanding, continuous family support, and institutional policies that broadly support, understand,
and are willing to embrace change and innovation in PFCC. Barriers can be categorized into four
areas: patient, family, healthcare provider, and environmental factors. Patient-related factors include
invasive devices connected to the patient, unstable condition, patient demands, and fatigue. Family-
related factors encompass stress, anxiety, fear, lack of understanding and distrust of healthcare
providers. Healthcare provider factors include the burden of ICU work, time constraints, the
perception that patient and family involvement disrupt workflow, lack of motivation or interest in

PFCC, insufficient professional competencies, and poor communication skills. Finally,



organizational factors include the lack of awareness and interest in PFCC at the organizational level,
hospital grading, work environment factors such as patient-to-nurse ratios, and ICU visitation
policies (Heydari et al., 2020; Kiwanuka et al., 2019; Esmaeili et al., 2014).

Upon reviewing the current literature, it becomes evident that the improvement of PFCC can
not only enhance nurses’ competencies at the individual level but also getting supported by

organizational level.

2.2. Nurses’ competency to perform PFCC

2.2.1. Professional competency

Professional competency refers to the nurse's ability to integrate professional knowledge of
patient diagnosis, treatment, and care planning into practice. The concept analysis of patient-
centered care in the ICU (Jakimowicz & Perry, 2015) identified biomedical nursing practice and
professional attitudes as key attributes. This professionalism in the ICU has also been confirmed in
qualitative research related to the perception of patient-centered care from the patient’s perspective
(Hong & Kang, 2018).

A nurse's ability to respond swiftly to changes in the patient's condition, manage situations
appropriately, and skillfully handle ICU devices and equipment is essential and naturally regarded
as a necessary ability that builds confidence in patients and their families.

Due to the fundamental nature of this professionalism, it was deemed to have limited discriminative
power in assessing patient-centered care levels among ICU nurses and was therefore excluded as an
attribute in the development of tools for measuring the level of person-centered nursing in the ICU

(Kang et al., 2018).



The professionalism of ICU nurses encompasses not only medical knowledge and technical
proficiency but also an understanding of PFCC, which aligns with the fundamental philosophy of
nursing that respects the individuality of patients and provides holistic care. It is emphasized that
this competency should not remain only principles level but must be applied in practice, enabling
the nurse to implement PFCC in the clinical settings based on knowledge, understanding, and

experience.

2.2.2. Self-awareness

Through lifelong interactions with the social world, we grow and develop our personal
meanings, beliefs, and values, shaping our sense of self. How individuals perceive themselves and
construct their worlds can impact their practice of PFCC as professionals and influence their
relationships with others. In this regard, “self-awareness” refers to how individuals understand their
identity, presence, and growth as PFCC practitioners through reflection, self-awareness, and
interaction with others.

This self-awareness is fostered through lifelong learning based on self-reflection and personal
growth, highlighting the importance of a nurse’s ability to continuously learn by reflecting on their
own actions (McCormack & McCance, 2006; 2016). This process enables nurses to better
understand and regulate their emotions, remain calm and professional under stress, and enhance their
empathy, focusing on providing care that meets patient needs, instilling trust and stability in patients
and families, which forms the foundation of PFCC (Abu Lebda et al., 2023; Asai, 2011; Ayed et al.,
2021). Nurses with these competencies can manage challenging situations in the ICU and gain
confidence in delivering tailored care to patients from diverse cultural and religious backgrounds

(Younas et al., 2020).
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Programs aimed at enhancing self-awareness among nurses include Yoo’s (2020) program,
which provided clinical nurses an opportunity to reflect on the question “Who am I?” as part of
PFCC competency enhancement. In another study, Kang & Bang (2017) developed a self-reflection
program for pediatric ICU nurses who had experienced patient deaths, finding significant increases
in personal growth and reductions in burnout in the intervention group (Kang & Bang, 2017).
However, practical studies focusing on self-awareness among nurses remain limited (Rasheed et al.,
2019), particularly in terms of providing education that incorporates the concept, importance, and

opportunities for self-reflection related to PFCC for ICU nurses (Younas et al., 2020).

2.2.3. Clarity of values and beliefs

It is crucial for nurses to clarify their values and beliefs and recognize their impact on
caregiving, requiring the ability to align their beliefs and values to promote PFCC. Such
competencies positively influence moral sensitivity, allowing nurses to understand patient
vulnerabilities and moral considerations in decision-making, ultimately enhancing caregiving
efficacy and PFCC practice (McCormack & McCance, 2016). In the ICU, where many patients are
in situations requiring decisions about life-sustaining treatment due to poor recovery prospects,
healthcare providers and families often face the need to consider treatment withdrawal (Lee & Kim,
2017). In such situations, nurses must empathize with the emotions of patient families, recognize
ethical dilemmas, and possess the capability to respect patient and family decisions, even when they
differ from their own values and beliefs (Yim & An, 2023).
Moral sensitivity refers to the ability to uphold firm values, apply ethical knowledge in decision-
making, respond swiftly, and recognize moral conflicts even amidst the urgency of the ICU

environment. Clarifying one’s beliefs and values plays a critical role in enhancing moral sensitivity,
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especially for ICU nurses who frequently encounter terminal patients. Clear beliefs and values
support careful and consistent decision-making in ethically challenging situations and improve
responsiveness to the diverse values and needs of patients and families (Luo et al., 2023).

Studies on nurses' moral sensitivity have primarily focused on its relationship with end-of-life
care performance among ICU nurses (Lee & Ahn, 2019), the relationship between moral sensitivity
and person-centered care among nurses in long-term care facilities (Park & Park, 2018), and the
impact of moral sensitivity on job satisfaction among emergency room nurses (Palazoglu & Kog,
2019). To enhance clinical applicability, nurses need to clarify their values and beliefs, exploring the
extent to which these align with their clinical practice. This process allows nurses to recognize the
gap between their values and current practice, offering an opportunity to adjust or improve care in
alignment with their ideals (Epstein & Street, 2011; McCormack & McCance, 2016). This
foundation helps reduce conflicts between values and practice in ethically challenging situations,
enabling consistent care for patients and families. Therefore, educational programs covering these
topics are essential.

It is also worth noting that nurses' personal behaviors are heavily influenced by the culture,
values, and philosophy of their organizations. For successful PFCC practice, developing and
agreeing on shared beliefs and values at the organizational level is ideal. Specifically, aligning the
team’s shared beliefs and values with behaviors observed in clinical practice is essential
(McCormack & McCance, 2016).

Alanazi et al. (2024) highlight the ethical issues and palliative care practices encountered by
nurses in end-of-life care, emphasizing that communication skills and the ability to involve patients
in shared decision-making are essential yet challenging competencies for nurses. Consequently,
education and organizational support are necessary for nurses to develop the skills and coping

strategies required for this process (Alanazi et al., 2024).
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For nurses to successfully implement PFCC, efforts at the organizational level are essential, not
only strengthening nurses' competencies but also fostering a patient- and family-centered culture
within the organization. This alignment sustains and develops individual behaviors in a way that

promotes PFCC (McCormack & McCance, 2016; Vareta et al., 2023).

2.2.4. Commitment to the job

Commitment to the job reflects an intentional engagement in one’s role, focusing on providing
evidence-based, holistic care to patients and families (McCormack & McCance, 2016). A study
interviewing nurses on factors hindering patient-centered care revealed that participants viewed job
commitment as a critical factor for PFCC and noted that a lack of belief, commitment, and
motivation hinders PFCC (Phiri et al., 2020). Job commitment positively impacts patient satisfaction
and continuous professional development, making it essential for PFCC (Choi & Kim, 2023).

In this regard, commitment to the job aligns closely with job involvement, reflecting the extent
to which organizational members identify with and engage in their roles. Studies indicate that self-
leadership and job satisfaction positively influence job involvement (Sung & Lee, 2017), whereas
emotional labor negatively affects both job involvement and job satisfaction (Gulsen & Ozmen,
2020). Emotional labor and work stress decrease job satisfaction and negatively impact PFCC,
highlighting the need for skills to balance these factors (Jakimowicz et al., 2017).

However, personal commitment and job involvement may be difficult to maintain if they
conflict with the organization’s philosophy. Given that nurses’ behaviors are heavily influenced by
organizational factors, supportive nursing organizational culture is essential to enable effective
PFCC practice based on job commitment (McCance & McCormack, 2016; Shin & Yoon, 2019).

Organizational culture can be categorized into innovation, relationships, hierarchy, and task
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orientation. An innovative organizational culture fosters collaboration, builds trust, and adopts a
visibly supportive approach. This culture enhances multidisciplinary collaboration and promotes
high-quality care, empowering nurses’ self-leadership and positively impacting patient-centered
care (Jeong & Park, 2019). Research on ICU nurses has also shown that organizational culture type
significantly affects job involvement (Kang & Park, 2023). In addition, to establish and spread a
patient-centered care culture within nursing organizations, Shin & Yoon (2019) developed a
measurement tool for assessing patient-centered care culture. Based on these findings, accurately
understanding nurses’ perceptions of organizational culture and identifying areas for improvement

are essential, underscoring the need for relevant training (Shin & Yoon, 2019).

2.2.5. Interpersonal skill

Interpersonal skill, as discussed in the theory, refer to the practitioner’s ability to communicate
effectively with others in various situations, encompassing both verbal and non-verbal
communication skills. This includes not only the ability to establish harmonious relationships with
patients and families but also the capacity to develop these relationships into collaborative
partnerships, deeply understanding and authentically empathizing with others' feelings and emotions

in diverse situations.

(1) Patient-Centered Communication Skill (PCCS)
Patient-centered communication involves health-related goal-oriented interactions grounded in
mutual respect, characterized by nonjudgmental, nondirective, and open dialogue that facilitates
collaborative and continuous care aimed at disease prevention, well-being, and health promotion

(Slatore et al., 2012).
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ICUs require intensive care for critically ill patients, demanding nurses’ rapid and precise
responses facilitated by high-quality communication with patients, families, and healthcare teams
(Bryetal.,2023). However, ICU nurses’ communication competencies are reported to be lower than
those of nurses in other departments, leading to challenges in forming therapeutic relationships with
patients and families, increased stress and psychological burnout, low job satisfaction, and high
turnover intentions (Adams et al., 2017; Kim et al., 2022). Conversely, high patient-centered
communication levels among nurses’ help establish therapeutic and trusting relationships with
patients and families, preventing medical errors and delayed treatments, thereby optimizing patient
health outcomes (Bry et al., 2023).

Communication between ICU nurses and patients is often hindered by factors such as altered
patient consciousness, intubation, and the unpredictable, critical nature of the ICU environment. As
a result, ICU nurses may adopt directive, brief, or even abrupt communication styles, with reduced
emphasis on mutual engagement (Won & Kang, 2014). To address these challenges, scholars have
emphasized the importance of education in overcoming communication barriers and improving
nurses’ communication skills (Kerr et al., 2022).

A patient-centered communication model for ICU nurses, based on the five attributes of Mead
& Bower’s (2000) Person-Centered Care framework, includes the following: The first attribute is
the “Biopsychosocial” dimension, focusing on the patient’s physical and mental state and explaining
the purposes and procedures of nursing interventions to the patient or family. The second attribute,
“Patient-as-person,” emphasizes respect for the patient’s individuality. The third, “Sharing power
and responsibility,” involves actively involving patients and families in treatment decisions. The
fourth, “Therapeutic alliance,” includes multidisciplinary collaboration and support. Lastly,
“Clinician-as-person” involves nurses sharing their emotional experiences in the care environment

with colleagues for support.
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Among these attributes, nurses show the lowest frequency of communication in the areas of
“Sharing power and responsibility” and “Therapeutic alliance.” Specifically, “Sharing power and
responsibility” includes encouraging patient and family participation in decision-making for
therapeutic interventions, understanding their health beliefs and attitudes, and reflecting their needs,
values, and preferences in care planning. “Therapeutic alliance” encompasses multidisciplinary
collaboration, introducing support resources from other professional areas, long-term care planning,
and communication related to end-of-life care (Slatore et al., 2012).

In a study by Park & Oh (2018), ICU nurses’ communication competencies were evaluated
using a tool developed by Yang (2013) based on Slatore et al.’s (2012) research. The study showed
higher scores in the “Biopsychosocial” and “Patient-as-person” domains but lower scores in
“Sharing power and responsibility” and “Therapeutic alliance,” which aligned with Slatore et al.’s
(2012) findings. Notably, communication frequency was lowest in the “Therapeutic alliance”
domain, particularly in areas related to end-of-life care communication (Park & Oh, 2018).

These findings suggest that ICU nurses may view activities such as encouraging patient and
family participation in decision-making and collaborating with other healthcare professionals as
beyond their scope of responsibility. Additionally, they may limit communication with family
members to avoid potential conflicts (Adams et al., 2017). Furthermore, ICU nurses have reported
difficulties in engaging in therapeutic communication with families during end-of-life care,
underscoring the need to incorporate this topic into communication training programs for nurses.

Communication training for ICU nurses has primarily focused on therapeutic communication
with patients on mechanical ventilation. An integrative literature review on communication
experiences and needs with intubated patients showed that common patient needs included
requesting services or information related to physical, physiological, psychological, and emotional

comfort and expressing their emotions or condition. Educational programs for nurses have also been
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identified to enhance their awareness of intubated patients’ needs (Noguchi et al., 2019).

Common tools used for effective communication with patients who cannot vocalize include
picture boards and tablet-based communication devices. A qualitative interview study with nurses
on communication with critical patients emphasized the need for training and knowledge about
augmentative and alternative communication (AAC) devices (Sithole et al., 2017). Happ et al. (2015)
conducted an intervention with three groups to enhance communication with intubated patients: a
control group (a), a group that received basic communication skills training (b), and a group that
received an additional two-hour session on electronic AAC device usage provided by a speech
therapist with specialized training (c). Positive outcomes in communication frequency, duration, and
pain and symptom management were observed in the intervention groups (b, c).

A study by Momennasab et al. (2023) applied an AAC board communication training program
for ICU nurses in both face-to-face and online formats. The program received high satisfaction
ratings from nurses, with improvements in communication knowledge, performance, and reduced
negative emotions associated with the communication process. Another study provided an education
program featuring scenario-based role-play, group discussions, and ICU experience sharing within
small groups (Maatouk-Birmann et al., 2016). Bowen et al. (2020) verified the effectiveness of a
simulation-based intervention on communication for neonatal ICU (NICU) nurses in challenging
communication situations.

However, these training programs tend to focus exclusively on communication competencies
for ICU nurses, whereas PFCC encompasses a broader range of skills beyond communication alone
(Peterson et al., 2021). Therefore, there is a clear need for the development of a comprehensive and
systematic program that not only addresses communication skills but also enhances the full range of

PFCC competencies.
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(2) Nurses’ empathy competence

Empathy is the ability to recognize, understand, and experience another person’s thoughts,
feelings, and intentions as if they were one’s own and to effectively convey that understanding
(Mirzaei Maghsud et al., 2020). Early scholars defined empathy as an emotional or cognitive
element; however, from the late 1970s, studies began to include communicative aspects, and
empathy is now regarded as a complex concept encompassing cognitive, emotional, and expressive
(communicative) elements (Choi, 2019).

Empathy skill is essential for ICU nurses performing PFCC, as it impacts effective
communication with patients and families, fosters positive relationships, and improves the quality
of care (Mirzaei Maghsud et al., 2020). Empathy has also been identified as a key factor influencing
patient-centered care performance (Lee & Kim, 2021). It is crucial for ICU nurses to understand
patients’ psychological needs, values, and preferences on behalf of families and to integrate them
into care. Empathy training helps nurses meet patients’ and families’ psychological needs, supporting
better understanding and individualized decision-making.

The cyclic empathy model focuses on the flow or sequence of interpersonal empathy. Barrett-
Lennard (1981) viewed empathy as a process involving cognitive, emotional, and communicative
flows, unfolding continuously across various levels. The first stage, “empathic attentiveness,”
involves actively and openly paying attention to others, incorporating the cognitive element of
empathy. The second stage, “empathic resonation,” involves understanding and emotionally
engaging with others’ experiences, integrating both cognitive and emotional dimensions of empathy.
The third stage, “expressed empathy,” focuses on expressing this understanding, emphasizing the
communicative element of empathy. The fourth stage, “received empathy,” is the internal perception
of the degree to which one has been empathized with, and the fifth stage, the “cycle of empathy,” is

the feedback process through which additional expressions and empathic attentiveness lead to
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further, expanded empathy (Barrett-Lennard, as cited in Yoon, 2023).

Training programs developed based on the cyclic empathy model have been studied in nursing
students. Jeong & Kim (2019) developed an education program, verifying its positive effects on
cognitive, emotional empathy, and interpersonal relationships. Additionally, Jung (2019) reported
improved cognitive, emotional empathy, communication skills, and self-efficacy following a
simulation-based program applying the cyclic empathy model. Sung & Kweon (2022) developed an
empathy education program based on the cyclic empathy model and Rosenberg’s (2015) Nonviolent
Communication (NVC), confirming its effectiveness in self-esteem, empathy competence, cognitive
and emotional empathy, interpersonal relationships, and communication skills in nursing students
(Sung & Kweon, 2022).

An empathy training program for 80 ICU nurses was conducted over eight 90-minute sessions,
focusing on four key elements of empathy: Visionism (understanding others’ perspectives and
experiences), Imagination (empathizing with others’ emotions and experiences), Empathic Attention
(actively focusing on and understanding others' emotions and experiences), and Personal Distress
(experiencing a personal connection to others' pain and suffering) (Mirzaei Maghsud et al., 2020).
The findings highlight the importance of incorporating cognitive, emotional, and expressive
components into empathy training programs. Practical, experience-based approaches—such as case-
based simulations, role-playing, and group discussions—prove effective in equipping nurses with
the skills needed to apply empathy in real-world clinical settings, thereby enhancing their
competence in empathetic practice.

Currently, however, empathy training programs specifically designed for ICU nurses remain
scarce. To improve PFCC practice, it is crucial to develop a targeted program that focuses on

enhancing empathy skills.
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(3) Collaboration between Nurses, Patients, and Families

Collaboration, as one of the core concepts of PFCC, involves patients, families, and healthcare
providers working together in the development, implementation, and evaluation of policies,
programs, education, and research (IPFCC, 2024). Collaboration also serves as an ethical right,
enabling patients to receive information and make decisions in partnership with healthcare providers,
facilitating shared decision-making based on family involvement during the ICU journey (Force,
2022).

In the ICU, family involvement provides family members the opportunity to participate in
patient care planning, support patients physically and mentally, and engage in decision-making
(Dijkstra et al., 2023). Nurses must possess the competence to educate families and promote their
participation. Additionally, providing appropriate information to families is essential for facilitating
shared decision-making (Hsu & Lin, 2022). For shared decision-making, healthcare providers must
deliver timely information on treatment options, risks, benefits, and alternatives, while families
share the patient’s values and preferences. Decision-making then proceeds as the most suitable
option for the patient is considered (Hsu & Lin, 2022; Kon et al., 2016).

To date, the concept of collaboration has primarily focused on interprofessional collaboration
among healthcare providers (Moirano et al., 2020). While efforts have been made to foster
partnerships between healthcare providers and parents in pediatric care (He et al., 2021; Toivonen
et al., 2023), initiatives aimed at enhancing collaboration between patients and providers in adult
ICU remain limited. Barriers to nurses’ engagement in shared decision-making (SDM) include
limited knowledge about SDM, low self-efficacy, and negative attitudes (Kon et al., 2016). Nurses
often view SDM as a physician's responsibility, deferring critical decisions to physicians despite
recognizing the importance of these decisions (Slatore et al., 2012). Furthermore, most SDM-related

education has been targeted at physicians (Witkop et al., 2021), underscoring the need for nurses to
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develop a positive attitude towards SDM, acknowledge their critical role in the process, and acquire

the competencies necessary to practice SDM effectively in clinical settings.

2.2.6. Peer support among nurses

Psychological well-being refers to an individual's satisfaction with life and overall happiness,
encompassing their sense of fulfillment in various aspects of life. Social support has been identified
as an effective factor in mitigating negative stress and enhancing psychological well-being (Velando-
Soriano et al., 2020). ICU nurses frequently encounter physical and psychological stress due to the
complexities of interpersonal relationships with patients' families and interdisciplinary teams, the
high level of expertise required in the ICU, and the rapid changes in patients' conditions. Such stress
can lead to increased burnout and turnover intentions among nurses (Bresesti et al., 2020). Moreover,
social support plays a pivotal role in ICU nurses' ability to overcome negative environments
following exposure to traumatic events, such as cardiopulmonary resuscitation, postmortem care,
end-of-life care, massive hemorrhage management, conflicts with families and medical staff, and
workplace violence. It has been identified as a significant factor influencing post-traumatic growth,
characterized by positive changes such as personal growth and maturity (Min et al., 2022).

Peer support fosters a positive social and psychological work environment, indicating the
degree to which colleagues, supervisors, mentors, and junior staff provide support related to work
(Kim & Jung, 2022). Studies have explored the effects of peer support on turnover intentions and
burnout among novice nurses (Kim & Lee, 2020; Lyu et al., 2024), the impact of peer support on
work-life balance among nurses returning from parental leave (Jeong & Lee, 2020), and the effect
on turnover intentions among male nurses (Yu et al., 2021).

Peer support can reduce job stress and turnover intentions, while enhancing psychological well-
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being (Sen & Yildirim, 2023), resilience (Kim & Kim, 2022), life satisfaction, job satisfaction, and
work performance (Yu & Cho, 2018). Peer support also positively affects caregiving abilities,
resulting in higher-quality care. The influence of organizational and peer support on nurses’
psychological stability and job performance is particularly relevant for ICU nurses, who face high
levels of psychological burnout and stress. Therefore, emphasizing the role of peer support in
sustaining this support is essential.

A literature review on peer support programs in nursing and medicine (Pereira et al., 2021)
included 11 studies, most of which targeted medical students, with only one study including nurses.
Only two studies used a clear training manual or guidance to structure their programs, indicating the
limited standardization and protocol development for peer support programs. Peer support was
provided through face-to-face, online, or hybrid formats, with in-person programs being the most
prevalent. These in-person programs incorporated elements such as counseling, role-playing,
theoretical lectures, and supervision by mental health professionals. Online programs, primarily
aimed at nursing students, utilized platforms like Facebook and e-mail to facilitate mutual support
and address feelings of anxiety (George et al., 2013; Lau et al., 2007). House (1981) defined social
support in four aspects: emotional support, evaluative support, informational support, and
instrumental support. Emotional support conveys concern, trust, affection, and respect, fostering
psychological stability. Informational support involves exchanging advice, information, and
suggestions among colleagues for problem-solving, while instrumental support includes tangible
acts, such as providing labor, money, or needed items. Evaluative support involves giving
recognition or praise for individual actions, including work-related achievements. While there are
various sources of social support, peer support is a prominent organizational support system (Kim
& Kim, 2022).

Nurses' work involves rotating shifts and encompasses a range of physically and mentally
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demanding tasks in the ICU, such as frequent patient repositioning, providing bed baths, delivering
emergency care, performing CPR, and carrying out invasive procedures. Within this challenging
environment, nurses often rely on interdependent teamwork, with peer support playing a pivotal role
in enhancing organizational performance (Haruna et al., 2022). Furthermore, peer support is
recognized as an essential factor in enabling nurses to apply and develop their professional

competencies (Kim et al., 2021).

2.3. PFCC education programs in nursing area

This section reviews education programs conducted for nurses or nursing students aimed at
promoting PFCC (Appendix 2). In South Korea, two relevant studies were identified. Yoo (2018)
developed a person-centered nursing education program for clinical nurses, which included self-
awareness, interpersonal skills, self-esteem, and peer support. The program consisted of six sessions,
each lasting 60 minutes, held twice weekly over three weeks. Methods such as lectures, discussions,
case presentations, and brain writing were utilized, with statistically significant improvements
reported in self-awareness, interpersonal skills, peer support, and job satisfaction.

Kong (2020) developed a person-centered dementia care education program for nursing
providers in elderly care facilities, including nurses, nursing assistants, and caregivers. The program
content included the definition, components, assessment, planning, and intervention for person-
centered dementia care. It was delivered through one 60-minute on-site session and one 60-minute
online session, primarily in lecture format, and showed significant effects on attitudes toward

personhood in dementia care (Kong, 2020).
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Among studies focused on enhancing PFCC practices in nursing students, Leeuwen (2018)
offered an education program throughout one semester (48 hours of theory and 480 hours of clinical
practice) to foster knowledge, skills, and attitudes regarding person-centered care. A qualitative
content analysis of 70 self-reflection reports submitted by students concluded that the program
effectively enhanced students' self-awareness, understanding, and skills in person-centered care
(Leeuwen & Jukema, 2018).

Kim (2023) developed a person-centered care education program incorporating empathy and

communication skills for third-year nursing students, conducting two 65-minute sessions per week
over two weeks. This program measured empathy, communication skills, and clinical stress, with
significant improvements in all areas (Kim, 2023). Park (2022) provided a design-thinking-based
person-centered care program for fourth-year nursing students, focusing on improving bedside care
in ICUs. The program involved five weekly two-hour sessions and demonstrated significant effects
on students' perception of person-centered care (Park et al., 2022).
In a study by Laird-Fick et al. (2011), five nursing leaders were initially trained, who then educated
35 staff nurses. Faculty conducted two three-hour seminars for the nursing leaders, who
subsequently introduced the same patient-centered model to nurses in four-hour sessions. One-on-
one guidance continued until nurses mastered the model, along with supervision of nurse-patient
interactions. The program emphasized skills for enhancing PCC, such as using the NURS (Naming,
Understanding, Respecting, Supporting) interaction techniques and recognizing personal emotions.
This training showed positive effects on nurses’ knowledge and self-efficacy (Laird-Fick et al.,
2011).

Based on the programs reviewed, it is evident that PFCC competency enhancement programs
for nurses remain limited, and comprehensive programs specifically targeting the competencies

needed for PFCC practice among ICU nurses are scarce.
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3. Theoretical framework

3.1. Person-Centered Nursing theory

The conceptual framework of this study is based on McCormack & McCance's (2010) theory
of Person-Centered Nursing (PCN) (Figure 1). The theory by McCormack & McCance (2016) shares
the philosophical background with PFCC and is composed of four structures: Prerequisites, Care
Environment, Care Processes, and Outcomes. Specifically, it consists of prerequisites as individual
competencies of nurses, the care environment in which care is provided, the processes through which
person-centered care is delivered via various activities, and the resulting outcomes (McCance &

McCormack, 2016).
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Figure 1. Person - Centered Nursing theory

In theory, the prerequisites include "professional competency,”" which emphasizes the nurse’s
professional knowledge and technical expertise and the ability to integrate knowledge into practice.
“Interpersonal skills” refer to the ability to build relationships using verbal and nonverbal tools
throughout the process of addressing a patient's unique concerns and exploring solutions. This
encompasses therapeutic communication, empathy, and the ability to collaborate with patients and
their families. “Commitment to the job” reflects a nurse's dedication to providing optimal care for
patients and families. “Clarity of beliefs and values” involves recognizing one's own beliefs and
values and understanding how these elements influence care for patients and families. "Knowing

self" refers to gaining insight into one's own functioning as an individual, understanding internal
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thoughts and emotions, and recognizing oneself as a social being who impacts others (McCormack
& McCance, 2006; 2016).

Factors within the care environment include appropriate technology integration, shared
decision-making process within organizations, effective interpersonal relationships among staff,
supportive organizational systems, power sharing, opportunities for innovation and change, and the
physical environment. These elements are interconnected with institutional policies, work
conditions, atmosphere, and culture.

A well-rounded blend of skills is a critical concept in nursing, involving a comprehensive array of
resources necessary for delivering high-quality care. In a multidisciplinary setting, this diversity of
skills significantly enhances service quality. Nursing tasks require the integration of various skills,
many of which are observable and objectively measurable. However, PFCC emphasizes not only
technical proficiency but also the importance of subjective, comforting, and aesthetic experiences
for patients, achieving a harmonious balance between technical and aesthetic aspects of care.

all related to institutional policies, work conditions, atmosphere, and culture.

A shared decision-making system supports collaborative, inclusive teamwork within or across
teams. Effective staff relationships foster productive interpersonal interactions, essential for
practicing holistic, person-centered care. Power sharing emphasizes non-dominant, non-hierarchical
relationships among healthcare professionals, focusing on achieving optimal outcomes based on
shared values, goals, hopes, and needs.

The physical environment considers the design of the care setting, noise, lighting, privacy, and
safety to enhance the comfort and health outcomes for patients and families (McCormack &
McCance, 2006; 2016).

These prerequisites and the care environment significantly influence nursing processes. In

person-centered care, “being with the patient's beliefs and values” involves understanding the
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patient's and family’s values and perspectives and incorporating them into nursing and treatment,
closely related to the attribute of personalization. “Participation” encourages patients and families
to engage in goal-setting, care planning, decision-making, and direct care at various levels, reflecting
the quality of the nurse-patient-family relationship. Participation levels range from full participation
to partial participation or disengagement, with skilled nurses adjusting the degree of engagement
based on patient condition and family preferences.

Shared decision-making involves nurses, patients, and families collaboratively setting goals
and plans for care and treatment, reflecting their values, experiences, and concerns. “Being
emotionally present” emphasizes the nurse’s empathy, allowing patients and families to express their
emotions and recognizing their unique value and individuality. “Providing holistic care”
encompasses addressing the physical, psychological, social, and spiritual needs of patients,
understanding factors within their environment, and collaborating with patients, families, and other
healthcare providers (McCormack & McCance, 2006).

Ultimately, “satisfaction with care” and “well-being” reflect the positive effects when patients
and families experience high quality of care, leading to increased satisfaction and reduced mental
stress. This motivates healthcare providers to practice PFCC and contributes to job satisfaction.
Additionally, harmonious interpersonal relationships among nurses play a vital role in establishing
a healthy therapeutic organizational culture (McCormack & McCance, 2006; 2016).

Based on this theory, the conceptual framework presented in this study is illustrated in
Figure 2. Competency in Patient- and Family-Centered Care (PFCC) requires a comprehensive
understanding of its principles, as well as the ability to apply them effectively in clinical practice.
Successful implementation of PFCC is rooted in self-awareness, enabling individuals to reflect on
their experiences, thoughts, and attitudes. This self-awareness is complemented by emotional

regulation, allowing nurses to respond calmly and professionally in high-stress situations. These
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attributes enhance empathy, facilitating care that not only meets patient needs but also fosters trust
and stability for both patients and their families. This process ultimately supports the delivery of
high-quality patient- and family-centered care (Abu Lebda et al., 2023; Asai, 2011; Ayed et al., 2021).

With these competencies, nurses can confidently manage challenging situations in ICUs and
provide tailored care to patients from diverse cultural and religious backgrounds (Younas et al.,
2020). The ability to clarify one’s values and beliefs and harmoniously apply them within the clinical
environment is crucial, as are interpersonal skills. These skills encompass effective communication
with critically ill patients and their families, the ability to express empathy in various situations, and
the capacity to provide trustworthy information, fostering shared decision-making through patient
and family engagement.

In the care environment, peer support represents the degree of assistance provided by
colleagues, supervisors, mentors, and junior staff concerning job-related aspects (Cutrona & Russell,
1987). Additionally, “comfort” has been identified as an essential attribute of patient-centered care
in ICUs (Kang et al., 2017). Issues such as noise-induced disruptions in sleep quality can lead to
various complications for ICU patients. Focusing on patient-centered design, lighting management,
and safety are areas in which nurses can act relatively independently (Joo & Jang, 2022). The ability
to assess and manage these elements is a key PFCC competency and an essential nursing skill
(McCormack & McCance, 20006).

In summary, core competencies for PFCC education for ICU nurses include professional
competence, self-awareness, clarify of values and beliefs, interpersonal skills, the ability to manage
the care environment, and the ability to provide peer support. This study aims to develop an
educational program that integrates these competencies, focusing on enhancing patient-centered
communication skills, empathy, and peer support among adult ICU nurses, ultimately refining and

finalizing the program.
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Figure 2. Conceptual framework of this study
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4. Methods

4.1. Research design

This is a methodological study aimed at developing an educational program to enhance PFCC

competencies for adult ICU nurses.

4.2. Research process

The PFCC education program for ICU nurses was sequentially developed based on the ADDIE
(Analysis, Design, Development, Implementation, Evaluation) model. The ADDIE model is an
instructional design framework that involves analyzing related literatures, educational needs,
identifying solutions, designing, developing, implementing, and evaluating the outcomes of
educational programs. Programs created using the ADDIE model are characterized by their
systematic, iterative, and experiential approach, with each phase closely interconnected. The needs
assessment conducted during the analysis phase ensures the development of programs tailored to
learner requirements (Gustafson & Branch, 2002) (Figure 3). In this study, only the Analysis, Design,
and Development phases of the ADDIE model were utilized to achieve the goal of developing the

educational program.
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Stages of Research - .
Detailed descriptions
ADDIE procedure P
. * Systematic literature review
Analysis I_:ltEl ature
A review & needs
( ) assessment * Conduct educational needs assessment: Focus group interviews with 7 nurses
working in adult ICUs (Participants: >1yr & <10yr work experience in ICU)
v
Pre.llmmary * Develop a preliminary education program structure
education program
= The first expert validity: seven experts group (three nursing faculty, three adult
DESIgll The first expert ICU nurses with over ten years of ICU work experience, and one ICU nursing
(D) validity manager)

CVI (Content Validity Index) = 0.8

The second expert
validity

Modify, enhancement and delete contents based on expert validity
Incorporate detailed scenarios for role play & group discussions for each session
Conduct the second expert validity

Final preliminary
education program

» Develop the final preliminary education program

* Participants: Adult ICU nurses (=1yr & <10yr work experience in ICU)

* Collect participants through convenience or purposive sampling
W72 I * Conduct feasibility evaluation with 12 participants divided into 3 groups
(D) Feasibility
evaluation = Evaluate the levels of patient-centered communication skill, empathy,

peer support, and person-centered critical care nursing at pre- and
post-education

= Gathering feedback from participants on the education program

v
Development of the final PFCC education program
Figure 3. Process of program development
4.2.1. Analysis

(1) Literature review

A literature review was conducted, focusing on domestic and international studies, to

effectively structure an educational program aimed at enhancing the PFCC competencies of ICU

nurses. For the literature search, databases including PubMed, CINAHL, EMBASE, PsycINFO,

Google Scholar, and RISS were used. The search period covered literature published from 2001 to

May 10, 2024, including studies published in Korean and English as well as peer-reviewed articles.

The scope of the study was limited to publications from 2001 onward, aligning with the year
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the Institute of Medicine (IOM) defined six key dimensions of patient-centeredness (IOM, 2001).
The search strategy included both Medical Subject Headings (MeSH) terms and free-text words,
combining keywords related to PFCC, such as “PFCC,” “Patient- and Family-Centered Care,”
“Person-Centered Nursing,” “Person-Centered Care,” “Patient-Centered Nursing,” and “Patient-
Centered Care.” It also incorporated terms related to nurses, including “RN,” “Nurse,” and “Nurse*,”
as well as ICU-related terms such as “Intensive Care Units” and “ICU*,” using combinations of

“AND” and “OR” to refine the search.

(2) Focus group interviews

In addition to the findings from the literature review, focus group interviews were conducted
with ICU nurses to capture their clinical experiences and educational needs, which would be
incorporated into the program content.

@ Participants

The inclusion criteria for the focus group interviews encompassed registered nurses with 1 to
10 years of experience in adult intensive care units (ICUs), actively engaged in shift work, and
currently providing direct patient care. A total of seven participants were recruited through a

combination of convenience sampling and snowball sampling techniques.

@ Interview procedures
Data collection was conducted over June 2024. Following Institutional Review Board (IRB)
approval, recruitment announcements were posted in each adult ICU department with approval from
the nursing education department. Convenience and snowball sampling methods were used to select

participants who met the criteria among nurses who volunteered. Before the interviews, participants
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received detailed explanations of the research purpose, procedures, and methods, and written
consent was obtained.

Despite the increasing emphasis on the importance and necessity of PFCC within the healthcare
system, research on this topic in South Korea has only gained momentum since 2018. As a result,
domestic nurses' understanding of PFCC concepts and attributes may remain limited. Considering
that a lack of theoretical foundation in qualitative research can result in anecdotal participant
responses and restrict their applicability to broader contexts (Nguyen et al., 2022), this study
developed interview questions grounded in the theoretical framework of Patient-Centered Nursing
(PCN) to adequately capture the experiences and educational needs of nurses (Table 1). Additionally,
the interview guide was distributed two days in advance to allow participants time to reflect on their
responses.

The interviews consisted of three stages: introduction, main discussion, and conclusion. In the
introductory stage, participants were encouraged to freely share their PFCC experiences to reduce
anxiety and facilitate a natural transition to the main discussion. During the main discussion,
participants were prompted to share their experiences and educational needs as fully as possible. If
participants struggled to respond or hesitated, simple examples were provided, or additional time
was given for reflection. A critical and flexible approach, rather than rigid adherence to a predefined
framework, is necessary in qualitative research (Shelton et al., 2017). Accordingly, participants were
given the opportunity at the conclusion of the interview to reflect on any unshared responses or to
offer additional insights.

To accommodate the scheduling constraints of shift nurses, the seven participants were divided
into two groups, with each group conducting a single session lasting 60-80 minutes. Interviews were
held in a quiet study room free from interruptions, at a time that accommodated all participants.

Immediately after each interview, recordings were transcribed, and to ensure confidentiality and
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anonymity, each participant was assigned a code number. In appreciation for their participation,
each participant received a 50,000 KRW coffee voucher delivered via mobile.

Qualitative data were analyzed using content analysis to integrate lower categories into higher
categories (Elo & Kynga, 2008). By listening to the recorded focus group interviews and transcribing
participants’ statements, the transcribed content was read repeatedly to grasp the overall meaning of
each response. Similar statements were grouped and categorized by identifying common concepts

or phrases in participants’ responses.
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Table 1. Interview questionnaire for in-depth interview

Type of
guestion

The contents of question

Introductory
Question

Have you ever heard of patient -and Family-Centered Care (PFCC)? What do
you think it is about?

Main
questions

What competencies do you think a nurse needs to perform PFCC in the ICU?

What do you think self-awareness is? And through self-awareness, what kind of
competencies do you think a nurse needs to perform PFCC?

Have you ever reflected on the importance of clarifying your beliefs and values,
as well as your commitment to the job, in delivering PFCC? What kind of
education do you think could support this reflection?

Can you share your experiences communicating with patients or their families
while working in the ICU? What type of education or training do you think is
necessary to enhance these communication skills?

If you have expressed empathy towards patients or their families in the ICU,
could you describe the experience? What education or training do you think is
needed to strengthen nurses' ability to express empathy?

What are your thoughts on collaborating with patients and families in the ICU?
What competencies or types of education do you think are essential for nurses to
maintain and improve collaboration?

What support do you receive while working in the ICU?
What efforts or education do you think are necessary to manage the physical
environment of the ICU effectively?

Closing
question

If you have any additional thoughts or suggestions regarding education to
enhance PFCC competencies for ICU nurses, please feel free to share them.
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4.2.2. Design

1) Developing the preliminary education program

During the design phase, the educational content was structured by integrating key domains of
the PCN theoretical framework based on findings from the literature review and focus group
interviews conducted in the analysis phase.

Previous studies suggest that educational interventions with six or more sessions yield clearer
effects, and based on studies demonstrating the effectiveness of six-session programs for nurses, this
study also consisted of a total of six sessions (Sung & Kweon, 2022; Kim, 2023; Yoo, 2020).
Considering that the participants are shift nurses, making regular face-to-face education challenging,
three sessions were designed as in-person, while the remaining three sessions were conducted
through synchronous virtual classes. This approach was based on studies indicating that face-to-face
and virtual education formats are equally effective in enhancing nursing knowledge and skills
(Saitoh et al., 2023) and that blended learning approaches provide flexibility while maintaining
engagement and interaction in clinical training settings (Du et al., 2022).

2) Expert validations of program

The preliminary educational content underwent two rounds of expert validation. The expert
panel consisted of three nursing faculty members, three nurses with over ten years of ICU experience,
and one ICU nursing manager, totaling seven experts. The validity of the content for each domain
was evaluated on a 4-point scale (1 = very inappropriate to 4 = very appropriate), and a Content
Validity Index (CVI) was calculated. An open-response section allowed experts to freely provide
feedback, with a CVI threshold set at 0.8 or higher for each item. Based on the results, modifications,

additions, and deletions were made to the content in response to expert feedback.
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Following the first validation, the revised and finalized content was structured into six sessions,
each comprising specific learning topics, objectives, and corresponding content. For each session,
tailored scenarios utilizing cases were developed to align with the topics and the ICU context for
practical exercises. Each case was evaluated for its relevance and appropriateness in relation to the
session topic and ICU setting, using the same 4-point scale during the second validation. An open-

response section was also included to collect additional qualitative feedback.

4.2.3. Development

1) Development of the final preliminary education program
Based on the results of the second expert validation, revisions were made to finalize the session

contents, educational plan, and materials for the feasibility evaluation targeting adult ICU nurses.

2) Feasibility evaluation

A feasibility evaluation was conducted with 12 nurses in adult ICU to evaluate the applicability

of the developed PFCC education program.

(1) Research Design

The feasibility evaluation followed a one-group pre-posttest design (Table 2).
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Table 2. Research design of the feasibility evaluation

Group Pre-test Intervention Post-test
One group E1l X E2
Patient- centered 0 0
communication skill
Empathy 0 0
Peer support 0 0
Person-centered
... . 0 1}
critical care nursing
General 0
characteristics

Note. E=Experimental group, X=PFCC education program.

(2) Participants

The participants were nurses with 1 to 10 years of experience in adult ICUs. Based on Benner’s
(1987) model of expertise, clinical nursing experience is categorized into five stages: novice (up to
1 year), advanced beginner (1-3 years), competent (3—6 years), proficient (6+ years), and expert
(10+ years). Considering that ICU adaptation typically requires a minimum of nine months (Park et
al., 2011), the study included nurses with at least one year of experience. The inclusion criteria were
as follows: (i) nurses currently working in adult ICU and (ii) shift nurses directly involved in patient
care. Nurses not engaged in direct patient care were excluded. The sample size was based on
previous studies developing nurse-targeted programs, with feasibility evaluation participation
ranging from 5 to 15 nurses (Shin et al., 2022; Song, 2018), leading to a planned sample of 12.
Participants were divided into three groups based on their shift schedules, with each group consisting

of 3, 4, and 5 individuals, respectively.

(3) Research instruments
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A. Patient-Centered Communication Skill (PCCS)

Patient-centered communication skill was assessed using a tool developed by Joo et al. (2024)
based on Slatore et al. (2012). This scale consists of 12 items divided into three subscales:
information sharing (5 items), patient-as-person (4 items), and therapeutic alliance (3 items), rated
on a 5-point Likert scale. Higher scores reflect greater levels of patient-centered communication.

The tool’s original Cronbach’s alpha was 0.84.

B. Empathy

Empathy skill was assessed using a scale adapted by Lee and Seomun (2016), originally
developed by Lee (2014) for nurses. The 17-item scale is divided into three subscales:
communication ability (8 items), sensitivity (5 items), and insight (4 items). Responses were rated
on a 5-point Likert scale, with higher scores indicating stronger empathy skills. The original
Cronbach’s alpha for the overall scale was 0.91, with subscale reliabilities of 0.88 for
communication ability, 0.77 for sensitivity, and 0.73 for insight. In a study by Kang et al. (2023),

the tool demonstrated a Cronbach’s alpha of 0.88.

C. Peer support

Peer support skill was assessed using the Social Provision Scale (SPS), originally developed
by Cutrona and Russell (1987) and later adapted by Yang (2013). This 20-item scale includes
subscales for attachment, social integration, opportunity for nurturance, reliable alliance, and
guidance, measured on a 5-point Likert scale. Higher scores indicate greater levels of peer support.

The Cronbach’s alpha of 0.94 reported by Yang (2013) and 0.91 by Cho et al. (2018).

D. Person-centered Critical Care Nursing
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PCCN competency was assessed using the Person-centered Critical Care Nursing (PCCN) scale,
developed and validated by Kang et al. (2018) for ICU nurses. The 12-item scale includes subscales
for empathy (4 items), individuality (4 items), respect (4 items), and comfort (3 items), using a 5-
point Likert scale. Higher scores indicate higher levels of PCCN. The Cronbach’s alpha was 0.84 in

the original study and 0.80 in Joo & Jang (2022).

(4) Research procedures and data collection

Following approval from the Institutional Review Board (IRB), the study was conducted with
the support of ICU department heads. Recruitment notices were distributed across adult ICU, and
participants meeting the inclusion criteria were recruited using convenience, purposive, and
snowball sampling methods. Eligible participants were provided with a detailed explanation of the
study’s purpose, content, and procedures, and informed consent was obtained on the first day of the
educational program. To accommodate shift schedules, the 12 participants were organized into three
groups. The six-session program was implemented over four weeks, with sessions 1, 3, and 6

conducted in person and sessions 2, 4, and 5 delivered synchronous virtual classes.

(5) Data analysis
Data were analyzed using IBM SPSS/WIN 25.0 software.

A. General characteristics, patient-centered communication skill, empathy skill, peer support, and
Person-centered critical care nursing (PCCN) levels were analyzed using descriptive statistics,
including frequencies, percentages, median, and range.

B. Changes in pre- and post-program scores for patient-centered communication skill, empathy skill,
peer support, and PCCN levels were analyzed using the Wilcoxon Signed-Rank test.

(6) Ethical considerations
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This study was approved by the IRB at S university hospital (IRB No. H-2404-128-1534). On
the first day of education, participants were provided with an information sheet and received a
detailed explanation of the study’s purpose, methods, benefits, and risks. They were informed of
their right to withdraw from the study at any time without penalty and assured that all study-related
records would be deleted by the researcher. Data were anonymized and used exclusively for research

purposes, with written informed consent obtained from all participants.

3) Evaluation of feasibility

The feasibility of the education program was evaluated by comparing pre- and post-training
assessments of patient-centered communication skill, empathy skill, peer support, and PCCN
competency. After completing the education, group interviews were conducted to collect feedback
on the program’s strengths, areas for improvement, and suggestions from participants. Each
interview lasted approximately 20-30 minutes, was audio-recorded, and subsequently transcribed

for analysis.

4) Researcher preparation

The researcher has over 15 years of experience in adult ICU at a tertiary hospital, has led
clinical practice sessions and case conferences for nursing students, and has conducted PFCC-related
research since master’s studies. The researcher completed qualitative research courses during PhD
program, participated in the simulation championship course at Yonsei University College of
Nursing, and obtained a level 1 leadership certificate through a 5-week communication and debate

leader course from a certified lifelong education center in Korea.
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5. Results

5.1. Analysis

5.1.1. Literature review

In line with the purpose of this study, a literature review was conducted to develop a PFCC
competency enhancement program for ICU nurses. The results are summarized as follows (Table 3).

Areview of 10 studies examined factors influencing PFCC practices among ICU nurses. These
studies, published between 2011 and 2023, were analyzed with a focus on variables significantly
affecting PFCC, particularly those related to nurse competencies and the care environment
(Appendix 3). In interpersonal competence, key communication skills included patient-centered
communication and comprehensive communication abilities. Empathy skill was identified as
another crucial element, with empathy satisfaction and emotional intelligence emerging as its core
components. Nurses with higher levels of empathy satisfaction and emotional intelligence were
found to provide superior care to patients and families, underscoring the importance of these factors.
Additionally, moral sensitivity, defined as the ability to recognize and address moral conflicts,
emerged as a significant variable. Nurses who clearly understand their beliefs and values
demonstrate greater moral sensitivity, effectively navigating and resolving complex situations
(Hosseinabadi et al., 2020). Psychological empowerment and self-efficacy, closely related concepts,
were also identified as influential variables. Greater psychological empowerment was associated
with increased confidence in one’s role, enhanced professionalism, and improved PFCC practices.
In terms of the care environment, factors such as social support, ICU visitation policies, and

structural empowerment at the organizational level were identified as significant contributors to
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PFCC practices.

The qualitative research findings related to experiences, educational needs, and strategies for
implementing PFCC among patients and nurses are presented in Appendix 4. A total of six studies
were included, primarily focusing on adult and pediatric ICU. These studies explored the perceptions,
educational needs, and experiences of PFCC from the perspectives of patients and nurses, as derived
from the interview content. An analysis of the qualitative findings, grounded in the PCN theoretical
framework and focusing on nurse competencies, revealed that key factors contributing to
professional competence included knowledge and understanding of PFCC, evidence-based nursing,
and motivation for practical application. In self-awareness, essential competencies identified were
recognizing one’s clinical capabilities, understanding oneself, and managing personal emotions
effectively. In clarifying values and beliefs, the findings underscored the importance of nurses
possessing a strong sense of ethical responsibility in carrying out their duties. While nurses
expressed pride in their roles, they also reported challenges in balancing the demands of multiple
responsibilities while practicing PFCC, which sometimes negatively impacted their performance.
Thus, striking a balance among these factors enhanced empathy satisfaction and positively
influenced PFCC practices. Regarding communication competence, critical factors included
engaging in therapeutic communication with patients on mechanical ventilation, providing timely
and accurate information to patients and families, and practicing active listening with empathy.
Within the care environment, essential elements were maintaining high-quality teamwork among
healthcare professionals, offering practical support to colleagues, and creating a family-friendly
atmosphere. This atmosphere was influenced by hospital policies, physical structures, and ICU
facilities designed to foster collaboration and support family involvement.

Five studies were identified that focused on educational interventions to enhance PFCC

competencies among ICU nurses (Appendix 5). The study designs included three quasi-experimental
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(non-RCT) and two mixed-method studies. Of these, three studies were conducted in adult ICU, one
in neonatal ICU, and one in pediatric and adult ICU.

The content of the education programs was analyzed using the domains of the PCN theoretical
framework (Appendix 6). In the domain of professional competence, the programs focused on
knowledge, effects, core concepts, barriers, and strategies for overcoming challenges related to
PFCC. They addressed key issues identified from the experiences of patients and families in the ICU,
with an emphasis on evidence-based PFCC interventions. To facilitate the integration of knowledge
into practice, the interventions included supervised meetings between nurses and families, guided
by nurse managers, and group discussions among participants centered on clinical cases.
Additionally, challenges encountered during the implementation of PFCC in real clinical scenarios
were discussed with project managers, fostering collaborative problem-solving and enhancing the
practical applicability of the programs.

In terms of interpersonal skills with patient families, the primary focus was on therapeutic
communication skills and empathy competence. One specific program was identified to foster
collaboration between nurses and families (Kim et al., 2023). The educational content to improve
collaboration included training in communication skills, conflict resolution strategies, and
understanding family needs for practical application.

However, no content related to commitment to the job or the clarification of beliefs and values
was identified in the literature. In the self-awareness domain, storytelling based on the experiences
of nurses and ICU families was employed to encourage self-reflection.

Within the PCN framework’s care environment domain, nurse managers’ training sessions
emphasized communication skills, feedback techniques, and motivational strategies to cultivate a

supportive organizational culture.
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Table 3. Study review on nursing competency in Patient-and Family-Centered Care

Domain Sub-domain Contents Included
study
Prerequisites Professional competency * Knowledge and B5,6
understanding of PFCC C1,2,3,45
* Motivation for performing
PFCC
* Professional expertise in
nursing skills

* Updated nursing techniques
based on scientific evidence
* Integration knowledge into

practice
Knowing self * Self-reflection on action B2, B6
* Self-understanding c2, C3

(emotions, attitudes,
competencies etc.)

Clarity of values * Ethical responsibility Al0, B2
and beliefs (Clarifying values and beliefs

serves as an essential element in
fulfilling ethical responsibilities)

* The ability to harmonize
one’s value and beliefs in
clinical settings (The ability to
respect & listen to the emotions
and values of patients and
families, while harmonizing
them with the nurses’ own
values and beliefs.)

Commitment to the job « Balancing the dedication to B6
practicing PFCC with the
demands of other
responsibilities

Interpersonal Communication ¢ Therapeutic communication  B6
skill skill with mechanically ventilated
patients

* Shared information (Provide = B3,4,5, C3
concise information about
diagnosis, treatments and

prognosis)
* The skills required for B2,4,
developing therapeutic Cl1,2,34

conversation with families
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Empathy » Empathy satisfaction A2, A4,
A9
* Emotional intelligence A5,6
* Active listening, Empathy B1, B2,
expression skills B4, C1,
C2,C5
Collaboration * Meeting the needs and B1, B3,
values of patients & families B4, B5, C1
* Participation of patients and
families (involve in care,
decision making)
* Provide individualized
information
* The skills of promoting
shared decision making
Care Effective staff relationships * Social support A7
environment Supportive organizational * A high functioning team & B1
system support, effective Teamwork
* Qualified nurse manager C5
* Visiting policy A6, B6
Physical environment * Facilities on the ward B5

(Design, privacy, spaces for
families etc.)

Note: Studies from Al to C5, as demonstrated in p129-131.
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5.1.2. The results of the focus group interview

1) General characteristics of participants
The general characteristics of the focus group interview participants are summarized in
Table 4. The group included one male and six females. In terms of total work experience, six
participants had less than five years of experience, while one participant had between 5 and 10 years
of experience. Regarding educational background, all participants except one had a bachelor’s

degree.

Table 4. General characteristics of participants in focus group interview (n=7)

No Gender Age Education Year of
experience in

ICU

R1 F 26 Master’s degree 2Y 8M

R2 M 31 Bachelor’s degree 2Y 5M

R3 F 30 Bachelor’s degree 2Y 10M

R4 F 26 Bachelor’s degree 3Y

R5 F 28 Bachelor’s degree 4Y 5M

R6 F 29 Bachelor’s degree 3Y 8M

R7 F 34 Bachelor’s degree 9Y

Note. F=female; M=male; Y=years; M=month.

2) Content analysis

The focus group interview results were analyzed using a qualitative content analysis method.
Through repeated readings of the participants’ statements and integration of similar content, the data
were categorized into 32 codes and 13 subdomains, focusing on experiences with PFCC and

educational needs (Table 5, Appendix 7).
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Table 5. Content analysis of focus group interview

Theme

Sub-theme

Code

Perception of
PFCC

Lack of understanding
about PFCC

No prior knowledge or insufficient understanding

Difficult to consider practical application in clinical practice

The importance of
enhancing PFCC expertise

Understanding PFCC should come first

Providing information based on professional knowledge is
necessary

Perceived
challenges

Communication

Difficulty in recognizing the intentions of patients on
mechanical ventilation

Handling the demanding needs of patients with delirium

Reluctance to communicate with emotionally upset family
members

Difficulty in responding to questions about uncertain prognoses

Family members unaware of the patient’s core values and
preferences

Belief that explaining the treatment plan is the doctor’s role

Experiencing the limitations of the nursing role in providing
information to families

Uncertainty in understanding how to express empathy

Difficulty expressing empathy to families of terminal patients

Role empowerment

Dedication as a nurse within the boundaries of a job framework
rather than a calling.

Feeling insufficient in meeting patient needs despite giving
one's best effort.

Organizational support

Need for efforts to actively involve patients and families

Frequently gets pressure due to a busy workload

Required
competencies and
education for
PFCC practice

Self-awareness

Gaining a perspective to look inward at oneself

Awareness of how personal beliefs and values influence
caregiving

Flexibility to harmonize with the beliefs and values of patients
and families

Therapeutic communication
skills

Support needed in determining the scope of information
provision

Required ability to explain in ways understandable to patients
and families

Supporting decision-making that reflects the values and needs
of patients and families

Empathy is a fundamental and essential element in nursing
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Learning strategies to effectively express empathy

Families as important collaborators

Family participation Supporting family participation within acceptable boundaries

The importance of providing patients and families with
continuous information about treatment goals and plans.

My essential colleagues

Peer support The importance of peer learning and support through sharing

experience
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(1) Perception of PFCC
D Lack of understanding about PFCC

Nurses reported having little to no prior exposure to PFCC, apart from brief mentions during
academic coursework. Even those with theoretical knowledge found it challenging to apply PFCC

in clinical settings due to a lack of practical experience.

"[ think I've heard of it before. I just know the term.”" (R4)

"I've learned about it theoretically during school, but I wasn’t sure if it could be applied in clinical
practice. As expected, now that I'm working, it feels like there’s a lack of practical connections to

apply it, and I've ended up forgetting about it." (R7)

@ The importance of enhancing PFCC expertise

Due to the insufficient understanding and experience with PFCC, participants emphasized the
need for education to foster a deeper understanding. They also highlighted the importance of nurses
possessing specialized knowledge about patients' conditions, treatment processes, and prognoses to

provide accurate information to patients and families.

"PFCC seems like an important concept, and having education on it could be highly beneficial for

providing higher-quality care.” (R1)
"In the ICU, it is essential to provide professional, objective information about the current

situation and ensure nurses are knowledgeable enough to guide patients and families based on

treatment direction.” (R4)
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(2) Perceived challenges
@ Communication

Nurses faced challenges communicating with mechanically ventilated or delirious patients,
which hindered their ability to identify needs or fulfill requests. They also struggled to manage
interactions with emotionally distressed families and address questions about uncertain prognoses,
often deferring explanations to physicians. Additionally, a limited understanding of empathy or
avoidance of expressing it, particularly with the families of terminal patients, stemmed from

concerns about appearing insincere or overly formulaic.

"Patients with mechanical ventilators can’t speak, which makes communication frustrating. If
they’re not deeply sedated, they try to communicate, but without words, it becomes challenging.
Delirious patients, on the other hand, often have disorganized speech or requests, making effective

communication even more difficult.” (R5)

"Patients with delirium sometimes have disorganized communication, and when they repeatedly

make nonsensical demands, it becomes exhausting since conversations don’t lead anywhere." (R7)

"Sometimes, when an unscheduled patient arrives postoperatively with unstable vitals, I'm still
assessing the patient’s condition, but the family demands immediate explanations, often angrily.”

(R2)

"Even though we explain the patient’s condition objectively, families still ask questions like, ‘What
are the chances of survival?’ I don’t know what to say in those moments." (R5)
"Since I was a new nurse, ['ve been told to refer families wanting detailed consultations or

information to the attending physician.” (RS5)

"[ feel that what families want most is to hear positive reassurances, like the patient will recover,

regain health, or be discharged from the hospital.” (R3)
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"A patient’s wife had her final visit and was overwhelmed with grief. She decided to sign the POLST
(Physician Orders for Life-Sustaining Treatment) and discontinue treatment. She grabbed me, crying

and saying she didn’t know how to continue living. I didn’t know what to do in that moment." (R1)

"Even when I try to express empathy, it might sound formulaic or insincere, so I’m cautious about

it." (R1)

@ Role empowerment

Participants focused on maintaining professional ethics and appropriate dedication within their
work hours rather than emphasizing a sense of personal calling. Although they strove to meet patient
needs with passion for PFCC, they faced realistic constraints due to competing responsibilities.

"Rather than a sense of calling, I focus more on professional ethics as a nurse.” (R1)

"Patients complain about dry mouths or discomfort. I also have to monitor vitals, administer
medications, and complete other tasks. While I try my best to address their needs, patients often see

me as a bad caregiver for not prioritizing their requests.”" (R1)

"A ventilated patient kept insisting they had something to say, banging on the bed rails. I tried to
understand, asking them to write, but I didn’t have the time to stay by their side until they conveyed

their message." (R2)

® Organizational support

Participants emphasized that achieving harmony between personal beliefs, values, and clinical
practice, while maintaining professional passion, requires not only individual competencies but also

organizational support and an enabling work environment.
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"I believe patients have the right and duty to actively participate in their treatment process. However,
in clinical settings, this doesn’t seem to be well-supported due to issues such as time, staffing, and
structural limitations. To address this, efforts need to be made at the organizational level rather than

solely focusing on individual nurses.”" (R1)

"It would be helpful if we had conditions that allow us to dedicate time to family interactions, like
allocating 10 minutes during family visiting hours specifically for family consultations, with

additional staff support to handle other tasks during that time." (R5)

"I want to spend more time empathizing with patients, but when I'm managing two ventilated

patients with unstable vitals, it’s almost impossible.”" (R1)

(3) Required competencies and education for PFCC practice
@ Self-awareness

Participants noted the importance of self-awareness, including understanding their own beliefs,
values, and abilities, as well as objectively evaluating their strengths and weaknesses. They also
recognized the need for flexibility to respect and prioritize patients’ and families’ values while

maintaining their own beliefs and values.

"[ think it’s essential to understand and accept myself fully." (R1)

"If nurses know their own competencies, develop their strengths, and address their weaknesses, they

can provide higher-quality care.” (R3)

"A nurse’s beliefs and values can directly or indirectly influence patients. Therefore, it’s necessary

for nurses to clearly recognize their own beliefs and values." (R1)
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"When practicing PFCC, nurses will encounter patients and families with diverse beliefs and values.
Nurses need to be flexible enough to prioritize patients’ and families’ values without compromising

their own.”" (R7)

(2) Therapeutic communication skill

Nurses highlighted the need for manuals or protocols to guide clear and family-centered
information-sharing, enabling shared decision-making. They recognized empathy as essential for
PFCC and expressed a strong need for training on effectively conveying empathy and comfort,

particularly within time constraints.

"Some nurses provide detailed explanations, like naming specific vasopressors. The next day, family
members might ask, ‘How many vasopressors are being used today?’ It shows that the previous
nurse decided on their own how much to share. We 're essentially setting our own boundaries for

what information we provide to families." (R4)

"It would be helpful for new nurses to have protocols for information-sharing—what to share, where

to start, and how to provide opportunities for families to ask questions along the way." (R7)

"Nurses should be able to explain professional knowledge in lay terms and facilitate communication

to resolve differences in opinions between patients, families, and healthcare providers.” (R1)

"The empathy of nurses is very important. By putting yourself in the family's shoes and thinking of
the patient as your own family member, I believe we could deliver better Patient- and Family-

Centered Care." (R4)

"[ think learning ways to effectively express empathy within a short amount of time would be

beneficial." (R2)

(3) Family participation

Nurses acknowledged the positive impact of involving family members as active participants

in a patient’s care on recovery outcomes. They observed that when families encouraged patients or
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participated in simple caregiving activities, patients demonstrated increased motivation and
engagement in treatment. However, they also recognized the importance of setting boundaries for

family involvement to ensure it remained within safe and appropriate limits.

"During visiting hours, if family members say something as simple as, ‘The nurses will help you with
a lot of things today, so make sure to do your breathing exercises well,’ patients often put in great

effort. They respond very well to such encouragement.” (R3)

"One patient’s son learned how to insert a Foley catheter and perform suctioning because he felt
regretful about his past relationship with his father and wanted to do his best during his father's last
days. While this intention is admirable, I think invasive procedures like these need to be more

carefully managed." (R3)

@ Peer support

Nurses highlighted that peer support and collaboration were essential for implementing Patient-
and Family-Centered Care effectively. Assistance from colleagues, such as helping with tasks or
responding to patient or family needs during busy situations, was described as a significant source
of support. Nurses recognized that peer support extended beyond task-sharing, providing emotional
support and increasing job satisfaction. They also emphasized the value of sharing experiences and
insights among peers as a learning opportunity and a way to find solutions in challenging situations.
" veally rely on my colleagues. For example, if I'm busy dealing with a demanding patient or family,

my coworkers might help by monitoring the vitals of another patient or stepping in to respond to the

family. I think this kind of support is absolutely essential." (R1)
"Sharing experiences among peers has been incredibly helpful for me in many situations.” (R5)

"[ think it’s great when nurses share their cases with each other. It’s an excellent way to learn from

one another." (R2)

-56-



5.2. Design

5.2.1. Development of a preliminary education program

Based on the integration of the literature review and interviews with nurses (Table 6),
preliminary education program was developed, with specific details presented in Appendix 8.

Educational content related to professional knowledge and clinical skills, identified in both the
literature review and interviews, was excluded from this program as it is already addressed through
specialized programs tailored to the characteristics of each ICU.

The content on professional competencies focused on understanding PFCC and related
knowledge, including the conceptual definition of PFCC, its core concepts, the effects of
implementing PFCC in the ICU, and the facilitators and barriers to its adoption. The program also
highlighted the importance of education in enhancing nursing competencies, boosting motivation,
and providing case-based training to support practical application in clinical settings. However, the
initial program draft did not include specific scenarios for group discussions and role-plays.

In self-awareness, the educational content identified from the literature review and interviews
emphasized self-evaluation and reflection on one’s actions. This included defining key concepts,
engaging in self-exploration through guided questions, and sharing experiences of challenges
encountered while practicing PFCC in clinical settings. Such activities were designed to foster self-
reflection and personal growth.

Regarding clarity values and beliefs, both the literature and interviews with nurses highlighted
the critical importance of recognizing how personal values and beliefs influence caregiving. To
address this, the program incorporated content grounded in the PCN theory, emphasizing the PFCC
approach, where families actively participate in patient care and respect patients’ and families’

values and beliefs. Activities were designed to encourage nurses to question, explore, and share how
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their values and beliefs shape collaboration with patients and families in the ICU. Additionally, the
program underscored the importance of aligning personal beliefs and values with clinical practice
and identified the educational needs required to develop this competency.

In job commitment, it was observed that nurses often exhibit a strong passion for their job while
grappling with role conflicts stemming from overlapping responsibilities. The importance of
balancing these aspects was underscored through insights from the literature and interviews.
Consequently, the program was designed to include relevant case studies and practical exercises,
such as group discussions and role-plays, to help participants explore practical strategies for
maintaining balance in clinical practice.

The first topic under interpersonal skills education focused on therapeutic communication. The
literature review and interview findings highlighted challenges in communicating with ICU patients
with limited vocal ability. To address these challenges, the program introduced the concept of
therapeutic communication skills, supported by videos demonstrating therapeutic and
nontherapeutic communication techniques. Quizzes were incorporated to reinforce learning.
Additionally, the program covered the use of a clinical decision pathway to evaluate patient’s
cognitive and motor abilities, enabling the development of low-tech communication strategies
tailored to the needs of patients with limited vocal ability.

Regarding communication competencies with families, the literature review and interviews
revealed that nurses often feel constrained during family meetings and tend to underestimate the
significance of their role. Therefore, the program introduced the facilitated sense-making (FSM)
model by Davidson (2010), highlighting the critical roles of nurses as facilitators, information
providers, builders of therapeutic relationships, and guides in decision-making during family
meetings. The FSM model supports active communication by empowering nurses in these roles

(Huang et al., 2022).
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The program included literature on the differing perceptions between families and healthcare
providers regarding critical information to enhance therapeutic communication strategies with
families. Additionally, it provided educational content for families of unconscious patients during
ICU admission, hospitalization, and transfer. Practical exercises, such as role-plays and discussions,
were also incorporated to help nurses develop communication skills for effective clinical application.

Empathy, satisfaction, and emotional intelligence were crucial factors influencing PFCC. Nurse
interviews highlighted a significant demand for empathy competency training. To address this, the
program clearly defined the concept of empathy to facilitate learners’ understanding and applied
Barrett-Lennard’s (1981) cyclical empathy model, which is widely used in training nurses and
nursing students. This model encompasses empathy’s cognitive, emotional, and expressive
components and explores how these elements interrelate. Educational content included practical
exercises such as case-based group discussions and role-plays, complemented by reflective
journaling to encourage participants to assess and improve their actions.

The program incorporated content based on the literature review and interviews to strengthen
collaboration competencies with patients and families. It emphasizes timely communication of
treatment plans and goals while identifying patient and family preferences to involve them actively
in care decisions. The concept of shared decision making (SDM) was presented as a central process
of collaboration, along with techniques for conveying information using effectively using the BRAN
(benefits, risks, alternatives, nothing) framework. Additionally, decision aids were introduced as
tools to support patient and family decision-making. Participants engaged with educational videos,
case-based role-plays, and reflective journaling to enhance understanding and practical application.

The literature highlights the importance of fostering a supportive organizational culture through
training for nurses and nurse managers in the care environment. However, this program was

specifically designed for nurses, and training for nurse managers was omitted. Interviews revealed
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that nurses believed PFCC could be more effectively implemented through peer support, a
perspective incorporated into the program draft.

Additionally, interviews with nurses confirmed that managing the physical environment in the
ICU and adjusting it to meet the preferences of conscious patients was already a common practice.
However, specific educational needs in this area were not identified. In contrast, the literature
underscores the significance of nurses’ competencies in managing physical factors such as noise and
lighting in the ICU. It emphasizes that PFCC’s key attributes are based on design, structure, and
privacy. Based on these findings, the program was updated to include content to enhance nurses’

ability to assess and adjust the physical environment effectively.
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Table 6. Integration of research results

Domain Sub-domain Contents Lilfzﬁefvl\‘lre Interview
Prerequisites ~ Professional * Expertise in nursing knowledge and skills N N
competency * Knowledge and Understanding of PFCC \/ S
* Motivation for implementing PFCC \/
* Integration in practice \ \
Knowing self « Understanding oneself N N
(emotions, attitudes, capabilities)
« Reflecting on one's own actions v S
Clarity of * Recognizing the impact of one's beliefs N
values and and values on care
beliefs « Ability to harmonize personal values and V \
beliefs in clinical settings
Commitmentto  * Maintaining balance between passion for N N
the job the job (desire to perform PFCC) and
pressures from other roles
 Support at the organizational level R
(work environment)
Interpersonal Communication * Communicating with N N
skills patients unable to
vocalize
» Awareness of one's role \ S
when communicating
with families
« Competence in S S
maintaining
therapeutic relationships
with families through
effective communication
Empathy « Understanding empathy N N
* Compassion S
satisfaction & emotional
intelligence competencies
* Ability to express \ \
empathy
Collaboration « Skilled communication N N
techniques, including
information provision
* Promoting family \ S
involvement (in care and
decision-making)
» Competence in N N

facilitating shared
decision-making

-61-



Care
environment

Physical
environment

* Management of ICU structure, facilities,
and environment

Supportive
organizational
system

* Prepared and qualified nurse managers
 Support from colleagues
* ICU visitation policies

<2 =2 <2 < |
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5.2.2. The first expert validation

The preliminary education program underwent the first round of expert validation, during
which modifications, supplements, and deletions were made based on the results (Appendix 9). The
Content Validity Index (CVI) was calculated for each item, with all items achieving a score of 0.8
or higher.

The key revisions are as follows: In the section on professional competencies, expert feedback
highlighted the need for clarity on the concepts of PFCC and PCC. To address this, definitions of
both concepts were provided, accompanied by an explanation that PCC and PFCC share the same
philosophical foundation when viewed from the perspective of considering patients within a family
system. Moreover, it was emphasized that in critical care settings, patients are often regarded as part
of the family system, with families frequently making decisions on their behalf. Therefore, care
should encompass both the patient and the family. For this reason, PFCC is sometimes regarded as
an inclusive concept within PCC, and the term “patient- and family-centered care (PFCC)” is
preferred over PCC (Mitchell et al., 2021; Kang et al., 2022).

Additionally, recognizing that nurses may not be familiar with PFCC, a brainstorming activity
was added at the beginning of the training, prompting participants to reflect on the question, “What
does PFCC mean to me?” Based on feedback suggesting the need to include the impact of PFCC
implementation in the ICU not only on patients, families, and healthcare providers but also on
healthcare resources, content on this aspect was added. Furthermore, the necessity of education for
enhancing nurses' competencies was deleted, reflecting the opinion that it can be sufficiently
addressed in the previously discussed content. Finally, based on expert feedback, new content was
added to highlight the significance of the family’s role in the ICU and to explore the ICU experience

from the family’s perspective.
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An activity was added to classify facilitators and barriers related to the implementation of PFCC
into personal and organizational levels based on expert opinions and further categorize these factors
into modifiable and non-modifiable ones. Additionally, reflecting the opinion that presenting,
reviewing, and discussing exemplary case would aid in understanding the concept of PFCC, this
content was included.

In the self-awareness section, the scope of the questions was expanded to enable participants
to perceive themselves more broadly as practitioners of PFCC, reflecting the suggestion to revise
the existing questions, "What is my perception of patient and family participation?" and "What is
my perception of collaboration with patients and families?" The revised questions include, "What
kind of nurse am 1?", "What are my strengths and weaknesses as a nurse?", and "What situations in
clinical practice make it difficult for me to regulate my emotions?" Additionally, in the section on
clarity beliefs and values and commitment to the job, an activity was added to reflect the necessity
of exploring organizational resources for PFCC implementation. This activity involves introducing
patient-centered organizational culture, utilizing tools to assess such culture, conducting evaluations,
and sharing the strengths and weaknesses identified through these assessments.

Self-awareness, clarify of beliefs and values, and commitment to the job are interconnected concepts.
Based on the suggestion that these elements should be taught together, the educational structure was
designed to incorporate all these components into a single session.

In the interpersonal skills domain, the educational content on therapeutic communication with
patients was revised to include scenarios that may arise in the ICU. These scenarios were
supplemented with examples of appropriate therapeutic communication responses to enhance
learners' understanding and facilitate skill acquisition, reflecting the suggestion to include
educational elements focused on mastering therapeutic communication techniques. Additionally, the

term "patients on ventilators" was revised to "patients unable to vocalize due to artificial airways,"

-64-



reflecting the recommendation for more precise terminology. To address the importance and
outcomes of therapeutic communication with ICU patients, the content was further enhanced by
utilizing a concept analysis study on therapeutic communication skills. This analysis provided
antecedents, attributes, and consequences to support the development of these competencies.
Furthermore, to improve communication with families, literature was added to address family
members' experiences and challenges in communicating with healthcare providers, as well as their
specific needs, based on suggestions to incorporate such topics.

To enhance communication with families in the ICU, suggestions were made to address
effective communication with families of DNR or terminally ill patients. In response, scenarios were
developed to include such situations, thereby improving the applicability of the training to real-
world contexts. Additionally, based on recommendations to provide example conversation scripts
for family information-sharing, the developed scenarios were supplemented with role-play exercises
and group discussions for family information-sharing training. At the conclusion of these activities,
example scripts were provided as a reference to further reinforce learning.

Regarding nurse collaboration with patients and families, suggestions emphasized the
importance of enhancing the ability to facilitate and guide participation based on patient or family
preferences. It was recommended to structure discussions around the information and care scope
that can be provided at three stages: ICU admission, during hospitalization, and prior to transfer.
Reflecting this suggestion, the program was revised to include a three-session module focused on
providing information to ICU families, incorporating literature-based content to address relevant

aspects at each stage.
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5.2.3. The second expert validation

Based on the first expert validation results, the content was revised and refined. This process
included incorporating detailed scenarios for role play and group discussions for each session.
Subsequently, a second round of expert validation was conducted with the same panel of experts.
The results of the second expert validation revealed that all items achieved a CVI of 0.8 or higher.
Further revisions and enhancements were made to some instances and educational content based on
expert feedback (Appendix 10).

The specific modifications are as follows: The experts observed that the distinction between
the scenarios used in Session 1, focusing on professional competence, and Session 3, emphasizing
practical communication with families, was unclear. Upon review, it was determined that although
scenarios in both sessions addressed different situations, they were similarly structured around
responding to family members of patients unexpectedly admitted to the ICU due to worsening vital
signs.

To address this issue, Session 1 was redesigned to focus on implementing interventions aligned
with the PFCC care process. This approach emphasized respecting family values and beliefs,
encouraging participation, demonstrating empathetic presence, and facilitating shared decision-
making. In contrast, Session 3 was restructured to prioritize training in effective information delivery.
The session featured practical exercises to improve communication with the families of patients
unexpectedly admitted to the ICU, clearly distinguishing its objectives from those of session 1.

Based on the feedback that the example of balancing commitment to the job with work pressure
was not linked to professional commitment, the term “balancing commitment to one’s job and work
pressure” was revised to “balancing the passion for practicing PFCC (the enthusiasm to meet patient
needs as much as possible) with the pressure of fulfilling other responsibilities.” This example aligns

with research findings that ICU nurses often experience job stress from balancing their dedication
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to implementing PFCC with competing responsibilities. This challenge can reduce empathy
satisfaction and negatively impact the delivery of PFCC.

Additionally, suggestions were incorporated to address content related to ICU noise stimuli
perceived by patients within the care environment, specifically focusing on practical applications in
the current domestic context. To achieve this, the literature on patients’ perceptions of ICU noise
and studies on the development and effectiveness of noise reduction interventions were included.
Furthermore, each session was structured to include role-playing activities, followed by a self-
reflection exercise. Questions were developed based on Mezirow’s Transformative Learning Theory

(Mezirow, 1994) to support this reflective process.
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5.3. Development

5.3.1. Final preliminary education program

Based on the second round of expert validation results, the program was revised and refined,
resulting in its final version. Detailed session plans and educational materials were completed
(Appendix 11, 12). The specific content of the program developed for each session is outlined as
follows:

1) Session1

Session 1 focused on enhancing the professional competencies of nurses in implementing
PFCC. The objectives were to increase knowledge, motivate practice, and facilitate the clinical
application of PFCC. The session began with an overview of the program schedule and objectives,
followed by a discussion where participants shared their motivations for joining this program and
their expectations from the training. It continued with a brief introduction to the day’s learning
objectives and content.

In the primary phase, a brainstorming activity was conducted, prompting participants to discuss
the question, “What does PFCC mean to me?” This was followed by an introduction to the
conceptual definition of PFCC, commonly used terminologies, core attributes, and the PCN
theoretical framework. As suggested by the theory, an overview of the competencies required for
nurses to implement PFCC was also provided. A video was shown to deepen participants’
understanding of patient-centered care, followed by a summary of the key points. The session
discussed PFCC'’s effects and factors that facilitate or hinder its implementation. Participants were
then given worksheets to identify factors that promote or obstruct PFCC in their practice. These

factors were further classified into modifiable and non-modifiable categories.
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In the next segment, content was presented based on research findings regarding the importance of
family involvement in the ICU and the unmet needs of families. Participants were encouraged to
reflect on their perceptions of the role of families in the ICU. Best practices relevant to PFCC were
introduced, focusing on the care process elements derived from the PCN theoretical framework.
Using the provided examples, participants were then given time to use worksheets to draft actionable
interventions aligned with the care process elements. A group discussion followed, allowing
participants to share their insights, after which a role-playing exercise was conducted using a
different scenario to apply the concepts discussed. Finally, participants were asked to write
reflections to encourage self-reflection and personal growth.

In the conclusion phase of Session 1, participants were guided to develop their action plans by
setting goals and commitments to apply what they had learned in clinical practice. Key take-home
messages were summarized, and a brief overview of the content for the next session was provided,

effectively concluding the first session.

2) Session 2

Session 2 focused on self-awareness, clarity values and beliefs, and fostering commitment to the
role of practitioner in PFCC. It was conducted as a synchronous virtual class. The objectives were
to deepen participants’ understanding of key concepts and enhance their self-awareness regarding
their thoughts, emotions, behaviors, values, and beliefs as PFCC practitioners. Additionally, the
session aimed to strengthen their ability to align personal beliefs and values with clinical practice
and increase awareness of their organizational culture through self-assessment.

The session began with a review of the content covered in sessions 2 to 6, followed by an

opportunity for participants to share their experiences implementing their action plans. This
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discussion provided a platform for participants to openly reflect on challenges faced and successes
achieved in their practice. Following this, the learning objectives and structure of the session were
introduced, setting the stage for the educational activities.

The definitions of key concepts, such as self-awareness, clarity of beliefs and values, and
commitment to the job, were explained, along with their relevance to the practice of PFCC.
Participants then watched a video on the importance of self-awareness in PFCC, with the researcher
summarizing its key points. Following this, participants engaged in self-reflection through prompts
such as: “What kind of nurse am I?”, “What are my strengths and weaknesses as a nurse?”, “What
situations in clinical practice make it difficult for me to regulate my emotions?”, and “What are my
feelings and attitudes in those situations?”.

Examples specific to the ICU were presented to enhance participants’ ability to integrate their
beliefs and values into clinical settings harmoniously. The program also included group discussions
based on everyday scenarios, allowing participants to practice and apply these skills. Emphasis was
placed on the impact of workload pressure and stress on empathy satisfaction, which can negatively
influence PFCC. To address these challenges, a role-playing exercise was conducted using ICU
scenarios to help participants develop strategies for maintaining balance in such situations. This was
followed by a session for writing individual reflection journals.

To enhance participants’ ability to recognize and evaluate their organizational culture, content
on the role and significance of organizational culture was incorporated into the program. Participants
were allowed to assess their organizational culture using measurement tools to evaluate patient-
centered organizational culture. Subsequently, the program facilitated discussions on strategies for
improving organizational culture, guided by the subcategories in these tools.

At the end of each session, participants were encouraged to develop an action plan based on

the knowledge gained. This was followed by a summary of the key takeaways (take-home messages).
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Lastly, a brief overview of the content to be covered in the next session was provided to conclude

the session.

3) Session 3

Session 3 focused on interpersonal skills (1) and was conducted in person. The learning
objectives were to assess the cognitive and motor abilities of non-verbal patients accurately, select
appropriate communication methods based on communication algorithms, and enhance the ability
to engage in therapeutic communication with patients’ families.

To ensure a clear understanding, the participants were initially provided with a conceptual
definition of therapeutic communication supplemented by videos to deepen their comprehension.
Subsequently, dialogue examples illustrating the elements of therapeutic communication were
presented, followed by exercises to reinforce the material covered.

The session then introduced the "clinical decision pathway" for effective communication with
non-verbal patients. Steps were categorized according to the patient’s cognitive and motor abilities
and corresponding communication strategies for each step. A simple picture board was also
introduced as a practical tool for facilitating communication in clinical settings.

The FSM was applied to emphasize the critical roles of nurses in their interactions with patients’
families. These roles include building caring relationships, engaging in therapeutic communication,
promoting family participation in care, and facilitating shared decision-making. This session also
reviewed studies that utilized FSM interventions developed explicitly for ICU nurses.

To enhance participants’ understanding of the emotions and needs of patients’ families,
literature was presented on the experiences of families in the ICU and their interactions with

healthcare providers. The session emphasized the gap between the information typically provided
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by healthcare providers and the information families consider essential and wish to know. It
highlighted the importance of nurses recognizing this discrepancy and creating opportunities for
families to ask questions.

Building on this foundation, practical strategies for therapeutic communication with families,
particularly for delivering information effectively, were introduced. Relevant literature was
presented to outline the information that ICU nurses should provide at various stages: upon patient
admission, during hospitalization, and at the time of transfer. A discussion on the specific content
appropriate for each stage followed this.

Additionally, examples of using communication tools, such as pamphlets and the ICU
introduction video, were provided, with opportunities for participants to view these resources
together. To reinforce practical application, group discussions based on ICU case studies were
conducted to explore effective methods of information sharing. Subsequently, participants engaged
in role-playing exercises using different scenarios to practice nursing roles. Finally, they were

encouraged to reflect on their performance by writing self-reflections on their experiences.

4) Session 4
Session 4 focused on interpersonal skills (2), specifically enhancing nurses’ empathy abilities,
and was conducted as a synchronous virtual class. The learning objectives were to understand the
concept of empathy, the factors influencing it, and the relationship between empathy satisfaction
and empathy fatigue. Additionally, the session aimed to develop strategies to enhance empathy skills
and cultivate the ability to apply these skills effectively in clinical practice.
To more profound understanding, the session introduced the definition and components of

empathy and the factors influencing nurses’ empathy in the ICU. The relationship between empathy
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satisfaction and fatigue, as well as the effects of empathy, were visually diagramed for clarity. The
five stages of the cyclic empathy model were explained, focusing on how each stage aligns with the
components of empathy.

The second stage of the cyclic empathy model, empathetic resonance (understanding the
perspective of others), was practiced through role-playing exercises. These activities allowed
participants to assume the roles of family members and share the emotions they experienced during
the exercise. Additionally, the sub-concepts of the empathy measurement tool for nurses, such as
communication skills (both verbal and non-verbal), sensitivity, and insight, were introduced, along
with dialogue examples to demonstrate the practical expression of these elements.

Participants then watched a video related to empathy, followed by activities designed to practice
empathy expression in clinical situations. For example, role-playing exercises focused on expressing
sympathy to the families of terminally ill patients or the mother of a young girl facing leg amputation
due to a car accident. After each role-playing session, participants were encouraged to complete
reflection worksheets to promote self-reflection.

Further practice involved scenarios in which the family members of unconscious patients
inquired about the patient’s recovery. Participants practiced providing appropriate explanations and
expressing empathy. These exercises were followed by group discussions to explore practical
applications in clinical work. Scripts with examples of appropriate responses were provided after

each case exercise to reinforce learning.

5) Session 5
Session 5 focused on interpersonal skills (3), specifically collaboration with patients and their

families, and was conducted as a synchronous virtual class. The learning objectives included
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understanding the concepts of collaboration, family participation, and SDM and enhancing the
ability to apply these skills in clinical practice. Special emphasis was placed on developing practical
skills to promote family participation and effectively implement shared decision-making.

The session began with an introduction to the conceptual definition of collaboration and its
relationship to PFCC, shared decision-making, and family participation. This was followed by a
discussion on the meaning and significance of family participation in PFCC and various approaches
to involving families in patient care within the ICU. Additionally, relevant literature highlighting the
effectiveness of family participation interventions was presented to provide evidence-based insights.

Next, the concept and significance of SDM were introduced, along with communication skills
and strategies to enhance SDM. The session also included an explanation of decision aids designed
to support family members in making decisions in the ICU, supplemented with real-life examples
of their application and a discussion on their effectiveness.

To reinforce practical application, a role-playing exercise was planned where participants
simulated the role of a nurse assisting a family facing a critical decision, such as organ donation for
a patient with a low chance of recovery after a sudden accident. Participants were provided guidance
and examples to address challenges during the role-play, ensuring they could effectively apply these
skills in real-life scenarios. Following the exercise, participants were encouraged to self-reflect by
writing individual reflection journals to review their actions and experiences.

In the group discussion, participants watched videos illustrating the decision-making process
of a male patient diagnosed with colon cancer, spanning from pre-surgery to post-surgery. The first
video depicted a scenario where SDM was poorly executed, while the second presented the same
case with SDM effectively implemented.

By comparing these two videos, participants could analyze the key components of an effective

SDM process. This exercise provided an opportunity to enhance their understanding of the
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importance of SDM and to explore practical strategies for applying it in clinical settings.

6) Session 6

Based on the PCN theoretical framework, the final session 6 was designed as an in-person
lecture focused on the care environment, specifically the physical environment and peer support.
The learning objectives for this session were to understand the importance of managing the physical
environment in the ICU and to enhance participants’ ability to assess and control it effectively.
Additionally, the session emphasized improving participants’ skills in providing informational,
emotional, and evaluative support to peers.

The session began with an introduction to the subdomains of the care environment within the
PCN theoretical framework, highlighting the severity of sleep disturbances among ICU patients
caused by noise. Participants were presented with literature on how patients perceive ICU noise and
its impact on their physical and psychological change, then discussed the importance of managing
the physical environment and strategies. The session also included examples of patient-centered
design, supported by visual aids to enhance participants’ understanding. Furthermore, case studies
were presented on developing and applying interventions to reduce noise in the ICU, along with
practical strategies for implementation. This approach aimed to equip participants with concrete
ideas and guidance for improving the ICU environment.

The session covered the concept, key attributes, and positive outcomes of adequate peer support.
A qualitative study analyzing communication experiences among ICU nurses was discussed to
explore how nurses perceive communication with their peers. Participants were then provided with
an open forum to share their experiences, facilitating discussions on the importance of peer support

and identifying areas for improvement.
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To enhance practical application, a scenario was designed in which a new nurse independently
assumed patient care responsibilities in the ICU for the first time. A role-playing activity
incorporated emotional, informational, and evaluative support. Following the role-play, participants
were encouraged to write individual reflection journals, providing an opportunity for deeper
introspection on their experiences and the lessons learned.

Finally, activity cards developed by the researcher were distributed to ensure continued
application of the program’s teachings in clinical practice. These cards were designed to reinforce

the educational content and support its implementation in real-world settings.

5.3.2. Feasibility evaluation

Based on the revised program design following the second expert validation, a feasibility

evaluation was conducted with 12 adult ICU nurses from September 10, 2024 to November.

1) General characteristics of participants

The characteristics of the participants are summarized as follows (Table 7). Among the 12
participants were three males and nine females, with median age of 29 years. Regarding their
educational background, 10 participants held a bachelor’s degree, while two were pursuing a
master’s degree. In terms of ICU work experience, 5 participants had 1 to 5 years of experience,
while 7 participants had 5 to 10 years of experience. The participants included nurses from the

surgical (7 nurses) and emergency ICU (5 nurses).
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Table 7. General characteristics of participants (n = 12)

Characteristics Categories N (%) Median (min-max)
Gend Male 3 (25%)
ender Female 9 (75%)
29 (26 - 38)
Age (years) >25-<30 8 (66.7%)
>30 4 (33.3%)
. Single 10 (83.3%)
Marital status .
Married 2 (16.7%)
> BSN 10 (83.3%)
Education > MSN 2 (16.7%)
> PhD 0
5Y 6M (LY 4M - 9Y)
ICU work experience >1-<5 5 (41.7%)
(years)
>5-<10 7 (58.3%)
SICU 7 (58.3 %)
ICU type
EICU 5 (41.7 %)

Note. BSN=Bachelor of Science in Nursing; MSN= Master of Science in Nursing; PhD= Doctor of Philosophy; Y=Year; M=Month;
SICU=Surgical intensive care unit; EICU=Emergency intensive care unit;
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2) implementation of education program.

This program comprised six sessions, three conducted face-to-face and three delivered as
synchronous virtual sessions. The face-to-face sessions were held in rented study rooms to
ensure all groups could learn in an undisturbed and consistent environment. For the virtual
sessions, most participants joined from their homes or cafes; however, some attended from car
during transit or in noisy environments. One participant forgot to bring laptop chargers,
resulting in disconnections before the session concluded.

The education program was implemented over the first four weeks following participant
recruitment, initially targeting seven nurses from a surgical ICU, who were divided into two
groups. After completing the first phase, five nurses from an emergency ICU participated in the
program. Although the initial plan was to organize sessions with five participants per group,
two out of the six sessions were conducted in two separate groups due to scheduling issues with
participants' work schedules. The number of participants in each session ranged from two to

five, with an average duration of 70 to 75 minutes.

3) Comparison of the pre- and post-education scores

(1) Patient-Centered Communication Skill, Empathy, Peer support, and PCCN level
The differences in scores before and after the training for each variable were analyzed among
the 12 participants. The results indicated that the scores for patient-centered communication

skill, empathy, peer support, and PCCN skills all improved following the training (Table 8).
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Table 8. Each variable in pre- and post-education (n = 12)

Variables Pre-education Post-education
Median (IQR)

PCCS 42.5 (6.50) 50.0 (6.75)

Empathy skill 4.0 (0.00) 5.0 (1.00)

Peer-support skill 80.5 (12.75) 97.0 (9.00)

PCCN 57.0 (17.25) 63.5 (11.75)

Note. PCCS=Patient-centered communication skill; PCCN=Person-centered critical care nursing; IQR=Interquartile range.

5) Participant feedback

This study assessed satisfaction with PFCC education program after completing the six sessions
for each group. Additionally, feedback was collected through 20-30 minutes group interviews,
focusing on the following questions: “What were the positive aspects of your experience during the
training?” and “What areas need improvement or further enhancement?” Based on the feedback, the
training program’s positive aspects and areas for improvement are summarized in Table 9, with

detailed interview transcripts provided in Appendix 13.
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Table 9. Helpful aspects of the PFCC education program

The helpful aspects of the program

Acquisition of

evidence-based
knowledge and
information

* The program’s use of various literature and theories enhanced its
effectiveness.

* Learned new concepts that had not been considered before.

* Gained insight into the importance of recognizing one’s own
emotions.

* Valuable opportunity to understand and learn specific terms and
concepts related to patient- and family-centered care (PFCC).

* The education expanded the awareness of unfamiliar information,
providing valuable insights and confirming the impact of family-
centered interventions on unconscious patients.

* Offering exposure to advanced practices and highlighting future
directions despite challenges in immediate clinical application.

Allow self-
assessment time

* An opportunity for self-evaluation of my ability to express empathy.
* Encouraged reflection on my previously passive attitude.

Realistic case
studies

* The highly relatable case study
* Engaging with relatable scenarios increased immersion in the training

Motivation for
PFCC
implementation and
increased practice

* Realized the importance of family participation, leading to its
application in clinical settings
* Developed greater interest in families and focused more on family-
centered care.
* Concepts from the training frequently came to mind during work,
boosting confidence in applying them.

* After the training, [ became more attentive to the patient’s words.

Benefits of blended
learning

* Good experience with the strengths of both in-person and
synchronous virtual class
* More engaged than expected, even during the virtual classes
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Table 10. Areas for improvement

The areas for improvement in the program

Time allocation

* The time provided was somewhat insufficient to achieve all the
learning objectives.

 Challenging to immediately apply what was learned through role- playing
and group discussions.
* Not enough time to practice applying the concepts to real-life scenarios.

Challenges in
applying SDM

» Experienced difficulties in implementing Shared Decision Making (SDM)
through collaborative efforts.

Suggestions for program improvement

Dividing into levels

« Divide the training into stages, such as Basic and Advanced.

Adjusting the balance
between didactic and
practice session

* 1 hour 30 minutes with 40 minutes of theory, a 10-minute break,
followed by 30 minutes of role-play.
* Separate the theory section and practical application time
« Simplify the theoretical session by assigning pre-class preparation, and extend
the time for practical application.
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5.3.3. Finalization of the PFCC education program

A preliminary program was conducted with 12 adult ICU nurses who completed the six sessions.
The educational content applied in the preliminary education program remained unchanged.
However, adjustments were made to the program delivery: each session was extended from 70 to 90
minutes, with a 10-minute break added midway. Additionally, theoretical instruction was separated
from practical application segments, providing ample time for role-playing and group discussions.
Consequently, the final program was structured into six sessions delivered over four weeks. Sessions
1, 3, and 6 were conducted in person, while sessions 2, 4, and 5 were held synchronous virtual

classes, each lasting 90 minutes, as shown in Table 11.
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Table 11. PFCC education program for ICU nurses

Session Topic Contents Detailed program Method/
Duration
1 Professional « Expertise in nursing 1. Knowledge and understanding of PFCC Lecture
competency knowledge and skills 1) Brainstorming: “What is the PFCC?” (PPT,

« Knowledge 2) Definition, key concepts of PFCC, Video)
& understanding of Nursin_g competenc_y in PFCC based on PCN (Person-centered nursing) theoretical framework /50min
PFCC 3) Watching related video

s 2. The effects, facilitating and barriers to perform PFCC

* Motivation for
implementing PFCC 1) The aspect of effectiveness @ Patients, @ Families, @ healthcare providers

* Integration in practice 2) Facilitators & Barriers: @ Individual, @ Organizational levels

3) What do | think are the facilitators and barriers?
Categorize these factors as modifiable vs non-modifiable factor
3. The importance of the family’s role in ICU, The needs of families,
My perspective on the family’s role and family participation
4. Presenting a Best Practice Example of PFCC Application in the ICU
[Case]: The patient who admitted to the ICU through the emergency room due to a myocardial
infarction, along with their family member (based on the care process of the PCN framework)
Break time 10min
5. Practical Training for PFCC Implementation Group
1) Group Discussion discussion,
Case 1: Mr. Kim (M/65) was diagnosed with lung cancer and underwent a right pneumonectomy. After receiving post-op Role-play
care, he was transferred to a general ward. On the second day after his transfer, he suddenly developed a high fever of 39°C &Self
and complained of shortness of breath. Despite receiving high-concentration oxygen, his condition did not improve, and he reflection
was urgently transferred back to the ICU. The assigned nurse performed an overall evaluation of the patient's condition. .
Endotracheal intubation was performed, and vasopressor administration was started. The patient's wife was then allowed to /30min
visit him for the first time.
A. Patient’s Wife (in a somewhat agitated tone):
“How is my husband's condition? | don't understand what's suddenly happening. How long will he
have to keep that tube in his mouth? He gets cold easily, and his hands and feet are freezing..."
B. Nurse:
Q: In this situation, how would you apply PFCC to the patient and family according to the care process
elements in the PCN theoretical framework?
2) Role play & self-reflection
Case 2: Ms. Lee (F/62) is receiving post-op care in the ICU after a liver transplant. Various medications are being
administered through a central venous catheter, and she is receiving 5L of oxygen via a nasal cannula. Her level of
consciousness (GCS) is 3/3/6, meaning she opens her eyes in response to being called and responds with confusion,
asking "Huh? What?" when asked, "Are you 000?". When instructed by medical staff to “grip your hand," she complies,
but her responses are inconsistent. She appears anxious. The nurse, assessing the situation as posing a potential threat to
her safety, including the risk of self-removal of the lines, applied restraints to both arms. This led the patient to become
more agitated and react strongly, repeatedly asking, “Where am 1?", "Why am | here?", “I need to go home now. Can you
get my shoes?", and "Please take these off," while continuing to shout.
A. Patient: "Where am 1?7, "I need to go home now. Can you get my shoes?" "Call my family."
B. Nurse:
Q: How would you respond in this situation, ensuring the application of PFCC principles to address the patient's anxiety and
confusion while ensuring her safety?
6. Set the action plan & Summary
Total 90min
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Table 11. PFCC education program for ICU nurses (Cont’d)

Session  Topic Contents Detailed program Method,
Duration
2 Knowing * Understanding oneself 1. Understanding the concepts of knowing self, clarity of values and beliefs, commitment to the job Lecture
self, ) + Reflecting on one's 1) Deflnlt!on, importance of each concept_ln PFCC 2) Watching related videos & Grou_p
Clarity of own actions 2. Exploration of oneself as a PFCC practitioner discussion/
values and .. . 1) What kind of nurse am 1? What are my strengths and weaknesses as a nurse? (Myself as a nurse) 40min
beliefs, * Recognizing the impact ) ywhat situations in clinical practice make it difficult for me to regulate my emotions?
Commitment of one's beliefs and How do I behave in those situations? (Awareness of my emotions and attitude)
to the job values on caregiving. 3. Competency to harmoniously integrate
* Ability to harmonize 2) Group discussion based on actual experiences of nurses
personal values and Case 1: Durir)g the CO\_/ID-19 pandemic, visits to the ICU have be_er_1 completely suspended. \
beliefs in clinical Only the families of patients on the verge of death are allowed to visit. Nurse A, who holds the value that
. rules must be strictly followed and applied consistently to everyone, faces a situation where a patient's
settings guardian has brought a pastor, requesting a prayer for the patient. The patient, Mr. Cho (M/72), is currently
in a brain-dead state due to a cerebral vascular attack (CVA) and has a Glasgow Coma Scale (GCS) score
of EIM1 (no response to external stimuli and does not open his eyes), while receiving life-sustaining
treatment via a ventilator. The patient is known to be a devout Christian, and the guardian expresses the
need for religious comfort, stating they never know when the final moment will come. Nurse A is now
struggling with how to handle this request.
Q: If you were the nurse in charge, what decision would you make? Have you ever experienced a similar
situation? If so, could you share your experience?
Break time 10mn
+ Maintaining balance 4. Role-play & Self-reflection Role-play/
between passion for the ~ Case 2: o _ _ _ 15min
job (desire to Ms. K_|m (F/67) is receiving ventilator care in the ICU due to aggravated pneumonia. Her I_evel of
perform PFCC) and consciousness allows her to open her eyes spontaneously and follow medical staff instructions such as
“raise your hand” and “grasp my hand,” scoring 4/E/6 on the Glasgow Coma Scale (GCS). Both of her
pressures arms are restrained, and her motor power in all four limbs
from other roles is graded at I11 (able to lift against gravity). She continuously gestures by hitting the side rails and making
a motion with her mouth, requesting relief from her thirst. Nurse Yang, who has just started her day shift,
has recently completed a bed bath for the patient and, additional orders are being processed based on the
patient's morning lab results, leaving her busy. After quenching the patient’s thirst, the nurse approaches
the patient again as she continues to make eye contact and repeat the request.
A. Patient: (Hitting the side rails with her restrained arms and gesturing by opening her mouth.)
B. Nurse:
* Organizational support 5. The ability to recognize and evaluate whether the organization | belong to is suitable for implementing Lecture
PFCC &Group
1) Understanding patient-centered organizational culture (awareness): discussion/
- The role and importance of organizational culture 25min
2) Evaluating one's organization using an organizational culture assessment tool:
- Utilize the Patient-Centered Nursing Culture Scale (PCNCS)
3) Group discussion on the strengths, weaknesses, and areas for improvement in the organization
6. Set the action plan & Summary
Total 90min
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Table 11. PFCC education program for ICU nurses (Cont’d)

Session  Topic Contents Detailed program Method,
Duration
3 Interpersonal * Understanding of 1. Understanding therapeutic communication skills. Lecture/
Skill (1): therapeutic 1) Definitions, preconditions, attributes, and outcomes. 50min
Communicati communication 2) Therapeutic vs. non-therapeutic communication (watching videos)
on with « Communication with 3) Types of therapeutic communication & provide appropriate dialogue examples for each type of
patients and patients unable to therapeutic communication & quiz time.
families vocalize 2. Enhancing communication skills with patients on ventilators.

« Awareness of one's role
when communicating
with families

» Competence in
maintaining therapeutic
relationships with
families through
effective communication

1) Using a clinical decision pathway to assess cognitive and motor abilities of patients.
2) Using 'low-tech' communication strategies based on patient capabilities.
3. Nurses' awareness of their role in communication with families
1) Awareness of the nurse's role in communication with families:
Participants share their awareness of their role, communication style, and related literature is introduced.
2) Increasing awareness and motivation regarding the important role of nurses:
Introduction of the Facilitated Sense-Making Model (FSM)
4. Understanding families
1) Introduction of the family's experience and challenges in communicating with healthcare providers
2) Discuss the characteristics of information provision in the ICU and the difference between the information
provided by healthcare providers and the information desired by families, based on literature
5. Information provision strategies for managing uncertainty in the ICU
1) Practical strategies for providing information in the ICU:
(1) Develop strategies based on the Facilitated Sense-Making (FSM) model,
(2) introduce ASK-TELL-ASK technique, (3) present evidence-based practices through literature.
2) Utilize communication tools for information provision:
- Use pamphlets and share videos which gives information about the ICU environment.

Break time 10min
6. Practical exercises in communication with families in the ICU through case studies Group
1) Group discussion discussion,
Case 1: A situation where a family member visits ICU for the first time after an unplanned admission. Role-play
Ms. Jeong (F/54) was diagnosed with ovarian cancer and was receiving care in the general ward after a & Self-
total hysterectomy (TAH). Less than a day after surgery, her blood pressure dropped to 80/50, and reflection/
despite full IV fluid administration, it remained low. She also developed a high fever of 39°C, so she .
was transferred to the ICU at 11 p.m. for closer observation. 30min
Q: What information should the ICU nurse provide to the patient’s family during the first visit, and how can the nurse
effectively address the family's concerns? -> After group discussion, a sample dialogue script will be provided
2) Role-play & Self-reflection
Case 2: A 35-year-old male patient, Mr. Lee, is in the ICU with multiple injuries from a car accident. He is currently sedated
and on a ventilator. The patient's condition is critical, and vasopressors are being administered. The family is extremely
worried. Nurse Jeong needs to provide appropriate information to the family but is unsure about what information to share and
how much detail to provide.
A. Daughter: "How is my father doing now? It's shocking because he was fine before this accident. Yesterday, they said he
was on medication to raise his blood pressure.”
B. Nurse:
7. Set the action & Summary
Total 90min
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Table 11. PFCC education program for ICU nurses (Cont’d)

Session

Topic Contents

Detailed program

Method,
Duration

4

Interpersonal « Understanding

skill (2):
Empathy Empathy

1. Understanding Empathy
1) The concept of empathy, compassion satisfaction, and compassion fatigue
(1) Understanding the concept: - Components (cognitive, emotional, and expressive elements)
(2) Factors influencing ICU nurses' empathy, the relationship between compassion satisfaction and
compassion fatigue, and the effects of empathy
2. The cyclic empathy model (5 stages)

« Ability to express
Empathy

3. Strategies for enhancing empathy skills (develop strategies based on the components of empathy)
1) Cognitive and emotional elements:
Putting oneself in the shoes of the patient’s family (role-play & self-reflection) & expressing the
emotions felt when in the family's position
Case 1. Put yourself in the position of the family member of Mr. Kim (M/68), a victim of a drunk driving
accident who is unconscious and lying in the ICU.
A. Family member: (Entering the ICU and looking around)"Excuse me... Can | find out condition of the
patient? Who is the nurse in charge?" (The family member hesitates, watching the nurses busily moving around,
unsure of whom to approach.) (Cautiously) "Excuse me, could | know the condition of the patient?"
B. Nurse in charge: (Typing on the keyboard in front of the patient's computer and glancing at the
approaching family member) "Yes? What is your relation to the patient?"
A. Family member: "I’m the daughter of Mr. [Name]. I’m just wondering about his condition."
B. Nurse in charge: (Looking at the computer screen) "It’s the same as yesterday. The medication is being
administered, and he’s resting now." (Walks away)
(The family member feels anxious and frustrated as they watch the nurse sit at the computer and engage in a
cheerful conversation with another nurse. Until the end of the visiting time, the family member does not get
another chance to speak with the nurse.)

2) Empathy expressive elements — Empathy measurement tool (a tool developed by Lee & Seomun, 2016)
(1) Communication (verbal and non-verbal), (2) Sensitivity (receptive techniques),
(3) Insight: Understanding each subcategory and providing examples of specific expressions of empathy
3) Video viewing

Lecture &
Role play/
50min

Break time

10min

4. Empathy expression training through case studies
(Based on specific cases and experiences where nurses find it challenging to empathize, followed by role play & debriefing)
Case 1: Expressing empathy to the family of a terminally ill patient Mr. Park (M/55) is in his final moments,
and all life-sustaining treatments have been stopped. The family is having their last visit with him. Mr. Park's
wife is standing beside his bed, crying continuously. She says the following to the nurse:
A. Family member (wife): "I just don’t know how to let my husband go... I really don’t know what to do..."
B. Nurse:
Case 2: Facing the mother of a 20-year-old daughter who is paralyzed from the waist down and receiving
treatment in the ICU after a car accident. Ms. Kim (F/23) suffered a car accident that left her paralyzed from the
waist down. She can barely move her arms. Her legs are bandaged after several surgeries, and she is on a
ventilator, struggling to breathe. She is in mild sedation for pain control.

A. Patient's mother: (Crying for a long time) "How is my daughter doing today?"

B. Nurse:

5. Action plan & Summary

Case study
& Self-
reflection/
30min

Total time

90min
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Table 11. PFCC education program for ICU nurses (Cont’d)

Session  Topic Contents Detailed program Method,
Duration
5 Interpersonal o Information sharing, 1. Understanding collaboration in PFCC Lecture
ék':'ls t(]3)3 i « Promotion of family 1) Conceptual understanding of collaboration /40min
w(i)thape?trizr:?sn participation 2) The relationship between family participation, collaboration, and shared decision-making
& families (care, decision-making) 2. The ability to promote, guide, and monitor family participation according to the preferences of
« Competence in patients and faml_llt_es _ ) o _
facilitating SDM 1) Concept of participation, 2) Types of family participation in the care of patients
3) Interventions and effects of family participation in the ICU (Physical and non-physical)
3. Understanding the concept and process of Shared Decision-Making (SDM) for PFCC
implementation and strategies for enhancing competency
1) Definition and key concepts of SDM
2) Situations where SDM should be applied and decision-making for SDM
3) Communication strategies for nurses to facilitate SDM
4) Decision aids to support family decision-making: Introduce literature-based case studies were
decision aids were developed to support decision-making
Break time 10min
4. Role-play & Self-reflection Role play
Case 1: & self-
A young man in his 20s has fallen into a brain-dead state after a bicycle accident. His older sister reflection/
and brother never had a conversation with him about his thoughts on life-sustaining treatment when ~ 40min
he was healthy, and now they feel lost about how to make decisions regarding his future care.
A. Patient’s sister: "The doctor said that there’s little chance my brother will wake up, and they
also mentioned organ donation, but we are at a loss about what to decide in sudden situation."
B. Nurse:
Case 2: Introduction of a case through video (Shared Decision-Making): The case of Mr. Kim
(M/72), who was diagnosed
with colon cancer and underwent a total colectomy
following the recommendation of his medical team.
#1. After watching the inappropriate version of the video, pause it and allow participants 5-10
minutes for discussion. Discuss what interventions, information sharing, and efforts were necessary
during the series of processes the patient experienced in order to carry out Shared Decision-Making
with the patient and family.
#2. Then, watch the appropriate version of the video that follows.
5. Action plan & Summary
Total time 90min
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Table 11. PFCC education program for ICU nurses (Cont’d)

Session  Topic Contents Detailed program Method,
Duration

6 Physical * Management of 1. The care environment in Person-Centered Nursing (PCN) theory Lecture/
environment ICU structure, 1) Understanding the care environment 50min

facilities, and
environment

2) The physical environment of the ICU
(1) Noise in the ICU
(2) Patients' perception of noise in the ICU

2. Physical environment management
1) Assessment and adjustment of the physical environment in PFCC
2) Strategies for creating a patient-centered environment in the ICU and introducing cases of
patient-centered design (presented with photos)

3) Introduction of interventions developed to reduce noise in the ICU and the effects of

application

Supportive
organization
support

« Peer support

3. Effective relationships among staff (focusing on peer support)
1) The concept, attributes, and outcomes of peer support
2) The positive impact of peer support and its relationship with PFCC implementation
3) Introduction of literature on communication experiences among ICU nurses (qualitative
study on communication experiences among ICU nurses) & sharing personal experiences
(experiences of receiving peer support, communication experiences, etc.)

Break time 10min
4. Role play & self-reflection Role play
Case 1: & Self-
Nurse Joo, with 10 years of experience in the adult ICU, has noticed that there have been reflection
numerous near-miss errors lately due to the large number of new nurses. After starting her /30min

evening shift and checking her assignment, she realized that the day shift nurse she is taking
over from is Nurse Jeong, a newly independent nurse working her first solo shift today. After
the overall handover was completed, Nurse Joo began receiving an individual handover from
Nurse Jeong, who appeared visibly anxious and tense.

A. New RN Jeong: (In a trembling voice, with an unorganized environment) “I'll start the
handover... um”

B. Experienced RN Joo:

5. Set the action plan & Summary

Total 90min
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6. Discussion

This study aimed to develop a program to enhance the PFCC competencies of ICU nurses based

on McCormack and McCance’s (2006) PCN theory. This chapter discusses the findings of the study.

6.1. Development of the PFCC education program

A systematic education program aimed at strengthening the PFCC competencies of adult ICU
nurses was developed using the ADDIE (analysis, design, development, implementation, evaluation)
instructional design model, encompassing the stages of analysis, design, and development. This
program was grounded in the PCN theoretical framework, focusing on systematically and
comprehensively addressing gaps and deficiencies in existing programs to enhance the essential
competencies required for delivering PFCC.

From a content perspective, this program emphasizes enhancing ICU nurses’ professional
competencies, focusing on knowledge and skills directly related to PFCC. It addresses critical
barriers to implementing PFCC, such as a lack of knowledge, awareness, and motivation (Lloyd et
al., 2018). While professional competencies in critical care generally include medical knowledge
and skills related to patient conditions, diagnostics, and treatments, these areas were excluded from
this program as they are already covered in tailored ICU-specific training. Instead, the program
concentrated on highlighting the benefits of PFCC based on evidence, incorporating relevant
research, and emphasizing the critical role of nurses in PFCC as outlined by the PCN theory.

To enhance nurses’ self-awareness, clarity their values and beliefs, and strengthen their
commitment to the job by focusing on their ability to identify personal strengths and weaknesses

and effectively manage situations involving value conflicts. To achieve these goals, opportunities
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for self-reflection were provided through guided questions, encouraging participants to explore and
reflect on their roles as nurses. Furthermore, a group discussion based on a case scenario where a
family requested religious rituals involving pastors for a patient during the COVID-19 pandemic, a
period when visitation was restricted to family members only. Strengthening these competencies
helps nurses recognize themselves as PFCC practitioners and perform nursing practices grounded
in clear values and beliefs. This is particularly important in complex environments like ICU, where
ethical dilemmas are common, as it fosters moral sensitivity and supports sound ethical decision-
making (Yim & Ahn, 2023).

Additionally, a case derived from nurse interviews was included in this study, involving a
mechanically ventilated patient who repeatedly hit the bed rails while expressing thirst in this study.
Nurses often experience compassion fatigue when dealing with patients who continuously make
demands despite their efforts to meet their needs. Developing strategies through team activities
allowed nurses effectively address practical challenges. By doing so, this program aimed to
strengthen nurses' ability to maintain their commitment to PFCC while balancing various roles,
ultimately reducing compassion fatigue and promoting the implementation of PFCC (Jakimowicz
& Lewis, 2017). Existing programs have been found to inadequately address these competencies
(Kim et al., 2011; Sangi et al., 2023). Therefore, the significance of this program lies in its use of
specific and practical scenarios to differentiate and enhance the educational content, offering a more
targeted and meaningful learning experience.

In this program, the development of interpersonal competencies was emphasized by
incorporating educational content aimed at enhancing empathy and collaboration skills, along with
the importance of communication skills. Current education programs designed to improve
interpersonal competencies primarily focus on strengthening communication skills (Kim et al., 2011;

Beierwaltes et al., 2020). However, nurses’ interpersonal competencies are critical for successfully
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implementing PFCC, encompassing communication, expressing empathy, and fostering
collaboration with patients and families (McCormack et al., 2021).

This program addressed empathy competencies by focusing not only expressive
elements, which have been the primary focus of previous studies (Eggenberger et al., 2016; Sangi
et al., 2023) but also on cognitive and emotional components. Research suggests that integrating all
three elements—expressive, cognitive, and emotional—is more effective in enhancing empathy
competencies (Mirzaei Maghsud et al., 2020; Bas-Sarmiento et al., 2020). Jeong and Kim’s (2019)
findings, which demonstrated the effectiveness of an empathy education program for nursing
students that integrated these components. Additionally, the program included exemplary
expressions and specific phrases to help nurses effectively express empathy and provided practical
opportunities for skill development through scenarios reflecting challenging clinical situations, such
as expressing empathy to the family of a patient nearing the end-of-life or communicating with the
family of a brain-dead patient facing uncertain prognosis. This approach was designed to equip
nurses with the skills to demonstrate empathy even under difficult circumstances.

This program aimed to enhance nurses’ collaboration competencies by highlighting their
critical role in family meetings. Using the FSM model, it provided strategies such as involving
families in ICU care and reducing barriers to collaboration. Additionally, communication strategies
were introduced, including considerations for information-sharing and specific dialogue scripts
based on research, to facilitate the SDM process with families. The training emphasized addressing
real-world situations, particularly those involving conversations with the families of terminally ill
patients, which many nurses find challenging. Furthermore, nurses play a crucial role as patient
advocates in the SDM (Shared Decision-Making) process. To fulfill this role effectively, it is
essential for nurses to provide timely and reliable information to patients and their families, identify

their concerns clearly, and address them appropriately. Developing a positive attitude toward SDM
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and fostering a willingness to implement it are critical, and these efforts can be facilitated through
participation in educational programs. However, feedback on difficulties encountered in the actual
application of SDM highlighted that SDM based on collaboration with patients and families requires
individual nursing competencies and effective teamwork with physicians at all stages, from
providing information to decision-making (Adugbire et al., 2024). To address this, training and
education aimed at the effective practice of SDM, including collaboration with physicians, are
essential.

In the domain of the care environment, focusing on enhancing comfort is one of the PFCC
attributes identified in a previous study (Kang et al., 2018). The study addressed the impact of noise-
induced sleep deprivation and patients’ perceptions of noise in the ICU while providing specific
strategies for evaluating and adjusting the physical environment. These strategies, primarily
recognized as interventions that nurses can actively and independently implement, underscore the
critical role of nursing in managing the care environment (Joo & Jang, 2022). Previous studies have
often overlooked enhancing competencies related to the care environment, concentrating instead on
educating nurse managers to develop supportive organizational systems (Sangi et al., 2023). In
contrast, this program highlights the importance of managing the physical environment by
incorporating actionable strategies for controlling noise and lighting, addressing gaps in existing
educational programs. This approach offers a comprehensive framework for improving practical
competencies in managing the care environment.

Each session incorporated case-based team learning and role-play, enabling participants to
apply their knowledge in practical scenarios. Case-based team learning and role-play enhanced
interpersonal skills by guiding participants through various challenges (Ahmady et al., 2021). Since
PFCC is fundamentally grounded in relationship-building (Jeppesen et al., 2024), these approaches

are expected to enhance PFCC practice and facilitate the translation of theoretical knowledge into
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practical care settings (Yeung et al., 2023; Alberti et al., 2021). Additionally, this program addressed
the lack of structured reflective journaling in nursing education (Kim, 2023; Yoo, 2020;
Eggenberger et al., 2016) by introducing a systematic process based on Mezirow’s Transformative
Learning Theory (Mezirow, 1994), helping participants critically evaluate actions, apply learning to
practice, and develop actionable plans (Grech, 2021).

The final program developed through this study consisted of six sessions, combining three face-
to-face sessions with three synchronous virtual sessions. A blended learning approach enhanced
applicability for nurses working rotating shifts. This approach has been reported to be cost-effective
in the long term (Liu et al., 2020) and to achieve educational outcomes comparable to traditional
face-to-face training (Du et al., 2022). However, the flexible nature of online learning, which
minimizes time and space constraints, may result in variations in educational outcomes depending
on learners’ motivation and engagement. Additionally, distractions in the surrounding environment
can make it challenging for learners to maintain focus (Han, 2021). To address these challenges, the
program was designed to actively engage participants by providing frequent opportunities to share
their experiences, fostering interaction and enhancing engagement. Additionally, participants were
also given opportunities during didactic sessions to take turns reading aloud the content included in
the educational materials or to role-play the sample dialogue scripts provided as examples. Theses
active interaction between educators and learners, combined with proactive facilitation by educators,

was emphasized as essential for the effective implementation of virtual session (Donkin et al., 2023).
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6.2. Feasibility evaluation of the preliminary education program

In this study, the preliminary education program was implemented for adult ICU nurses, and
its feasibility was evaluated by comparing pre- and post-scores in patient-centered communication
skills, empathy, peer support, and the level of patient-centered critical care practice.

The results revealed that scores for patient-centered communication skills increased after the
program. Although studies measuring patient-centered communication competencies following the
implementation of PFCC programs for nurses are limited and utilize different measurement tools,
making direct comparisons difficult, the findings are consistent with those of Kim et al. (2011). This
study reported improvements in therapeutic alliance performance, including communication
components, after providing 4 hours of theoretical education and practical training for ICU nurses.
Additionally, participant feedback highlighted an increased awareness of differences in information
priorities between healthcare providers and families. As a result, participants reported that the
program encouraged behavioral changes, such as giving families more opportunities to ask questions
freely. These findings emphasize the program’s significance in fostering awareness and behavioral
change through education. The program also introduced the ASK-TELL-ASK technique as an
effective communication strategy to bridge the gap between knowledge and clinical application.
Participant feedback indicated that this approach was straightforward and practical for clinical
settings, supporting the program’s feasibility for broader application.

An improvement in nurses’ empathy skills was observed following the program. This result
aligns with the findings of Kim (2023), who reported enhanced empathy levels in third-year nursing
students after a two-week PFCC education program. Participants engaged in case-based group
discussions practiced role-playing and were provided with example sentences for expressing

empathy to facilitate real-world application. This approach mirrors prior research (Yoon, 2022;
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Choo, 2023), which highlighted the role of case-based group training in fostering empathy practice
and enhancing participants’ empathy skills. Furthermore, participant feedback indicated that the
program offered opportunities for self-reflection on their nursing practices and encouraged them to
apply the exemplary empathetic expressions introduced during the training in clinical settings. This
feedback underscores the program’s feasibility and practical relevance.

Positive changes in peer support levels were also observed after the program, aligning with
Yoo’s (2020) findings, which reported improvements in peer support following implementing a
PFCC education program for clinical nurses. The program incorporated shared experiences of peer
support and role-playing exercises to practice peer support behaviors, delivered in small groups of
2-5 members consisting of nurses from the same department. Although limited evidence compares
peer support outcomes between same-department and mixed-department group training, group
members from the same department likely fostered familiarity and mutual understanding, positively
influencing peer support competencies. Participant feedback indicated that learning alongside
familiar colleagues reduced discomfort during role-playing and facilitated more open exchanges of
opinions during group discussions, highlighting the potential effectiveness of same-department
group training. Nevertheless, future studies are needed to validate the impact of group familiarity on
peer support outcomes.

The observed positive changes in PCCN level suggest the program’s potential to enhance
overall PFCC competencies. Although the measurement tool used in this study differed from those
in previous research, the findings align with studies that report improved PFCC performance levels
among ICU nurses following education interventions (Eggenberger et al., 2016; Sangi et al., 2023).
Participants provided feedback indicating that the program helped them transform previously
abstract knowledge about PFCC interventions into concrete understanding by using evidence-based

resources. This led to increased confidence and motivation for implementation. These changes likely
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contributed to the observed improvements in PCCN level, supporting the program’s feasibility and
relevance. Based on the results, all components of the preliminary program were incorporated into
the final program.

In this study, 12 participants were divided into small groups for educational sessions, with
group sizes ranging from 2 to 5 members per session to accommodate nurses working in three shifts.
While the initial plan was to form two groups of six, adjustments were made to fit scheduling needs.
The feedback from participants in this study indicated that the optimal group size varied depending
on the session format. For synchronous virtual sessions, smaller groups of 2-3 members were
reported to enhance focus and interaction. In contrast, larger groups of five members were preferred
for face-to-face sessions, as they provided greater opportunities for peer learning. These findings
align with the results of Yang and Kim (2020), who emphasized the importance of tailoring group
size to the specific teaching strategy in nursing education programs.

With regard to education durations, each session was initially designed to range from 60 to

70 minutes, informed by previous studies (Cho, 2023; Kim & Kim, 2019). While robust evidence
regarding the optimal duration for nursing education programs is limited, participant feedback in
this program indicated a need for extending the time allocated to role-playing and group discussion
activities to better facilitate the development of practical application skills. In response to this
feedback, the session duration was extended to 90 minutes, consisting of 50 minutes of theoretical
instruction, a 10-minute break, and 30 minutes of application-based activities.

Future studies should further evaluate effectiveness of this program and investigate optimal
group sizes, session durations, and operational methods to enhance PFCC education across diverse
settings.

A key lesson learned was the need to strengthen pre-class guidance. Some participants

attended environments where a quiet setting was not guaranteed, while one participated during
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commute. Additionally, issue such as disruptions caused by low battery levels interfered with the
smooth progression of the classes. While these can be considered limitations of real-time online
learning, they can be partially mitigated by reinforcing pre-class guidance. Future studies should
improve pre-class guidance to ensure learners are better prepared to participate in a quiet learning

environment and remain focused without interruptions.

6.3. Limitation

The limitations of this study are as follows: First, the preliminary research for program
development was conducted exclusively with nurses from adult ICU in a single tertiary hospital,
limiting the findings’ generalizability.

Second, the program developed in this study was tailored explicitly for nurses working in adult
ICU. Adult and pediatric ICU significantly differ in patient disease characteristics, family dynamics,
patient care and decision-making involvement, and preferences (Nam et al., 2023; An & Ahn, 2020).
Consequently, this program did not address the unique needs of nurses working in pediatric ICU,
and the case studies designed for practical application were primarily intended for adult ICU.

Therefore, the program has limitations when applied to nurses in pediatric ICU.
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6.4. Significance of the study

6.4.1. Nursing Theory

This study established a conceptual framework for developing a program aimed at
enhancing patient- and family-centered care (PFCC) competencies among nurses, based on the
Person-Centered Nursing (PCN) theory. By evaluating the applicability of the program with adult
ICU nurses, this study validated the utility of the theory and expanded its scope of application.
Consequently, this theory can serve as a theoretical foundation for developing educational programs
to enhance PFCC competencies, not only for ICU nurses but also for a broader range of nurses and

nursing students in the future.

6.4.2. Nursing Research

The applicability of this education program has been confirmed, and it holds significance
as foundational data for future studies aimed at evaluating its practical effectiveness with a larger
cohort of nurses. Furthermore, by integrating standardized patients and simulation-based teaching
methods into role-playing activities designed around specific cases for practical application training
in each session, it is anticipated that this approach will contribute to the development of more

dynamic and realistic educational programs and promote research to validate their effectiveness.

6.4.3. Nursing Practice

Prior to this study, there were no PFCC education programs specifically designed for adult ICU
nurses in Korea. This study developed an educational curriculum reflecting the needs of ICU nurses
and aimed to enhance practical application by incorporating real-life scenarios commonly

encountered in ICU settings. The program's applicability was evaluated with practicing nurses,

-98-



adding significance to its potential use in clinical practice. Based on these results, it is anticipated
that continuous education and training programs to enhance PFCC competencies will be expanded
for nurses. Additionally, through further procedures, this program could be registered as part of
continuing education for nurses, contributing to the development of specialized nursing
professionals. Furthermore, by extending the program's scope to various nursing settings, such as
hospital wards, long-term care facilities, and community care, this study is expected to contribute to

the expansion and advancement of PFCC nursing practice.
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7. Conclusion

This study is a methodological investigation conducted to develop an educational program to
enhance PFCC competencies among adult ICU nurses. Utilizing the ADDIE model, the study
followed the ADD stages to design a preliminary educational program, evaluate its applicability
among adult ICU nurses, and finalize the program.

The conceptual framework for this program was based on the PCN theory by McCormack and
McCance (2006). The program incorporated key competencies for PFCC: professional competency,
self-awareness, clarity of values and beliefs, commitment to the job, interpersonal skills, peer
support, and the ability to manage the physical environment in ICU settings. The preliminary
education program was developed based on a systematic literature review and interviews with adult
ICU nurses, which focused on exploring their educational needs and experiences regarding PFCC.
Following two expert validity testing, the program was revised and finalized as a preliminary
education program. This program was then applied to 12 adult ICU nurses, and its feasibility was
evaluated through pre- and post-surveys and group interviews. The final program consisted of six
sessions utilizing blended strategies that combined face-to-face and synchronous virtual classes.
Each session lasted 90 minutes and was conducted over four weeks.

The contents of the program focused on enhancing nurses’ professional competencies in PFCC,
self-awareness as PFCC practitioners, recognizing and integrating their values and beliefs into
practice, balancing their passion for PFCC with conflicting roles, developing effective
communication skill with patients and families, fostering empathy, strengthening collaborative skill,

and managing the physical environment and peer support in ICU settings.
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The evaluation results showed an increasing pattern in scores for patient-centered
communication, empathy, peer support, and person-centered critical care nursing levels after the
program. Additionally, group interviews revealed positive feedback, including improved knowledge
and motivation for PFCC, enhanced self-reflection, and behavioral changes, confirming the
program’s feasibility.

The PFCC education program for adult ICU nurses developed in this study can serve as
foundational data for future research to verify the program’s effectiveness. Ultimately, enhancing
PFCC competencies through this program is expected to improve patient and family care
experiences and satisfaction while fostering a culture of PFCC. Based on the study results, the
following recommendations are proposed:

1) This study focused on program development, and the program’s effectiveness for adult

ICU nurses was not evaluated. Future intervention studies should assess the program’s
effectiveness with adult ICU nurses across hospitals of varying sizes and explore its
broader application. Additionally, it is recommended that follow-up assessments be
conducted after a certain period to evaluate the sustainability of its effects.

2) Develop PFCC competency enhancement programs tailored for pediatric and neonatal

ICU nurses, evaluate their applicability and effectiveness, and address the unique
characteristics of these specialized settings.

3) Incorporate standardized patients into role-playing and simulation-based education

aligned with the themes of each session. This approach creates more realistic and
engaging practical training, enhancing nurses’ ability to apply PFCC effectively in

clinical practice.
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Appendix 2. PFCC education program in nursing area

Author (year) Participants Contents Duration Evaluation Outcomes
time point

Kim (2023) Nursing students (3 - Empathy (15min*4), Total: 2 weeks, Pre, post Individualized care
semester) + communication training (15min*4) 2times/week empathy
Total N=60 65min/session communication skill
1G:31, CG:29 clinical practice stress

Park (2021) Nursing students (4 - Design-thinking based PCC education Total: 5 weeks, Pre, Post Perceptions of nursing
semester) program (scenario: improving ICU 1time/week, students about PCC.
Total N=105 bedside environments) 2hrs/session

Leeuwen (2018)  Nursing students, Knowledge: lectures on person-centered Total: One Post (analysis of Awareness
(3 semester) care and a classroom session semester course reflective Understanding, skills
Total N=14 - Skills: reflection skills (reflection on the (20weeks) reports) (reflection skills)
(Qualitative theoretical and practical elements 48hr lecture, Person-centered care
descriptive study) of PCC 480hrs practice

Attitudes: personal interaction with
fellow students, practitioners, lectures

Kong (2020) Nursing home staff
(RN, Nursing
assistant, geriatric
care worker)

Total N=62

I1C:31, CG:31

- Dementia definition, prevalence, causes,
- diagnosis, symptoms, managements

- Person-centered dementia care

- Case of person-centered dementia care

One: classroom-
based education
(60min) & One:
online education
(60min)

Pre-post test

Personhood in dementia

Yoo (2018) Clinical nurses
(General special
ward)

Total N=57

1G:29, CG:28

- Self-awareness

- Interpersonal skill
- Self-esteem

+ Co-worker support

Total: 3 weeks
2times/week
60min/session

Pre, post, after
10weeks

Self-awareness
Interpersonal skill
Self-esteem
Co-worker support
Job satisfaction

Note. 1IG=Intervention group; CG=Control group; PCC=Person-centered care.

-122-



Appendix 3. The results of cross-sectional study (n = 11)

He  Hx (EE) =8 N5 A A, PFCCE®ol ojo 2ls 29
Al Yol & SR 2ABARO| AUFN 2B Cross-sectional ~ Adult ICU - CHM%F 4 A2 S 53
MBI (2021) ikl @3 ol correlational study  N:156 RN
A2 AR & 0019 BEXA A AZEH 2B Cross-sectional ~ Adult ICU - AL ESE
(2020) oBrQ ol MEjSY Ha correlational study N=172 RN . 27 oiE
A3 FAAM & MAL MOl ZIIRA! ZESALO| QIZEEAZIS Cross-sectional Adult ICU . OAAELSH
(2022) AT QSR Ol survey N=147 RN (global & patient centered communication skill)
A4 258 (2020) SEAA B AO| QBN S0 Cross-sectional ~ Adult ICU -3 BE
gt = gol survey N=107 RN
Ab Youn et al. (2022) Person-centred care among intensive care unit Cross-sectional Mixed ICU - ZBRIA 22AH
nurses: A cross-sectional study i =
correlational study - N=188 RN - 3Y BE . AKX 5 (emotional intelligence)
A6 Kim et al (2023) Factors influencing NICU nurses’ parent Cross-sectional NICU/ . QUIQHE (A2|H)
Partnership development study N=140 RN . ZMx|s
- OARASE - Hdx SH JALE
A7 Abu Lebda et al. Self-awareness, empathy, patients-centered care  Cross-sectional, CCuU « AFSE XX
(2023) among critical care nurses in Jordan descript_ive, N=140 RN . OIX|E AEFARE Ash
correlational
design
A8 H. Asai (2011) Predictors of nurses’ family centered care Quantitative 30 NICU «FCcc23Ho| Cist Yakgq ol
practices in the NICU. cross-sectional N=680 RN
JFCCAO| T3 RHAIZ, 2RHE,
survey N=30 Nurse T 4o et A, =73
manager o g
«FCcdof ofet A7 asd el
S 2REE, vy A, I1F0|
xtcarell] EOIE = UAEE St= XX
A9 Alhalal et al. (2020)  Predictors of patient-centered care provision A cross-sectional 5 hospitals . o7t Oi=E
among nurses in acute care setting predictive design N=255 RN in N
SLO 20 A 2F(EN gF
acute care el Oﬂ_1 (75 52
setting c TEN YUAUE (work)
Al0 QURX|H g APZZESIH O ZLIRIA ZHS ALQ| Cross—sgctional Adult ICU . ZhS a0l Al
EF(202)  ASAYAND EEH YO correlational study  N=222 RN ESE Ay
At T=Ol oKX= Fe
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Appendix 4. The results of qualitative study (n = 6)

Author .
No. (year), Main aim of the study  Study Design T‘(geUOf Fs’artlc;papts The nurse competency related to perform PFCC
Country (Sample size)
1) Determine if the three Interpersonal skill
elements of person- » Empathic listening, mentally engaged with the patient
centred care (initiating, » Working the partnership: shared decision making
working and safe- 3 IC.US * Promoting patients and family participation in weaning
Cederwall . Secondary (medical-
guarding the - . process
B1 etal., : analysis of surgical RN . . . .
partnership) were A _ * Design and sharing the plan with patients
(2018), qualitative ICU&?2 N=19 . o .
present « Secure the weaning plan considering patient preference,
Swedden - . data general -
2) Identify evidence of ICUs) time etc.
barriers to person- Barriers to person-centred care
centred care during * Lack of team collaboration
prolonged weaning » Lack of resources (lack of time, nurses)
Professionally competent
* Updated with evidence-based neonatal practice
* Recognizing FCC, practicing nursing skills
* Participating in continued education and professional
development.
o NICU knowing self & empathy skill
Cho & Han To explor_e the need for_ . Qualltatl\_/e (A « Engaging in self-reflection, expressing therapeutic empathy.
nurse-patient partnerships  interpretative N RN -
B2 (2024), , - university _ Interpersonal skill
based on NICU nurses design . N=18 . . L
South Korea ractical experience (Using FGI) hospital * Fostering effective communication
P P ' g NICU) * Identifying parental interests, needs, and priorities
* Responding sensitively to parents’ feeling & situations
Clarity their value and belief
« Ethical responsibility.
Care environment.
* Collaborative teamwork
Interpersonal skill: communication & participation skills
1) Shared information through communication skills
. . * Explain nature of treatment and procedures
. Sensemaking strategies .
Gilstrap . o * Address future experiences and treatment
B3 (2021). nurses use with parents to Qualitative NICU RN « Use familiar language -Promote open communication
) meet the goals of family- methods N=14 _anguag op
India * Develop positive rapport -Keep in constant contact

centered care

* Ask and encourage questions
2) Encourage meaningful involvement
« Involve in care, decision making
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Appendix 4. The results of qualitative study (Cont’d)

Author

S Stud Type of Participants
No. (year), Main aim of the study Desi Y )II?:U S Ip : The nurse competency related to perform PFCC
Country esign (Sample size)
Interpersonal skill
o « Effective communication skills with managing patients’
. . . S Descriptive ) . uncertainty: sharing information and respect
Esmaeili, Explore cardiac patients qualitative Cardiac patients s :
: - . Coronary - * Empathizing skill
B4 Cheraghi, & perception of patient- content re unit N=18 (10 « Shared decisi King: havine rieh K
Salsali, 2016 centred care. analysis care unis women/8men) Shared ¢ecision maxing: having rig Fto make
study independent decisions, give information, consider
patient preference and viewpoints.
Care environments * Visiting policy
Professional competency
* Educating healthcare providers in FCC
Oude Total: 20 « Sharing scientific evidence with healthcare professionals
. * RN (N=7) * Achieve better understanding of the importance of FCC
Maatman et Which factors can A descriptive « Nurse assistant L
. ’ * Motivation to perform FCC
al., 2020 contribute or generic N=1), .
B5 . i NICU . Interpersonal skill
Sweden, withhold the qualitative * Neonatologists NN . .
. . desion N=5) « Participation in patients’ care & medical Rounds
Norway, & implementation of FCC g ) . - S .
« Managers « Shared information based on open communication with
Netherlands
(N=3). parents
Care Environment
« Facilities on the Ward * Legislation (visitation policy)
Professionally competent
« Expert skills and knowledge
* Apply knowledge of pathophysiology and technology
To explore patient-centred Knowing self
nursing, compassion » Knowing self about own clinical competency, and
satisfaction and qualitative adequately getting educate
Jakimowicz compassion fatigue from research » Knowing own feelings, emotions and control
B6 et al (2018) intensive care nurses’ design Two adult RN Commitment to the job
. . Sesis ICUs N=21 ! J . e
Australia perspectives. (in-depth « Passion and pressure: loved their job, describing
(how they viewed PCN interviews) feelings of passion providing PCN vs felt the pressure that

and their role as critical
care nurses)

care with the scope their role
Care environment
* Supportive teams, system: co-worker support
* Physical environment.
: the competency of control physical environment & safety

Note. ICU=Intensive care unit; RN=Registered nurse; NICU=Neonatal ICU; FGI=Focus group interview; PCN=Person-centered Nursing.
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Appendix 5. The characteristics of quantitative study (n=5)

No Author, Country Aim of study Study Type of Participants Educational strategies Outcome
(year) design Icu /Sam(pnl)e size Education session & Duration Va?ss?]lliz &
Methods
C1 Kim et USA Evaluate the Non- - SICU RN Theoretical session ‘Total 4 -The level of
al. (2011) program of family- RCT -NICU 1G (N=206) - Lecture month family-nurse
provider alliance for - IMU CG (N=69) - Group discussion, -Theoretical therapeutic
nurses. - Role play session over a alliance (+)
- video (P/F experience)  period of 2 -Job satisfaction
months & Perceived
(Total one quality of care
session /4hrs)  (-)
Practical session
1) Partnership for 2 months
agreement: One-page
Sheet posted on patient’s
room
+ Build partnership
+ Give information in
timely manner
+ respect family beliefs,
concerns
2) “All about me” poster
- Improve personal
connect with P/F
C2  Eggenber USA Examine Mixed - Adult ‘RN Theoretical session - Workshop RN
ger et al. educational program  method ICU N=24(pre), - Distal stories of family (4 hours) - Quant: The
(2016) on nurses' attitudes 5(FGI), members and nurses level of Family
and confidence in 14(post) - Role play nursing

providing family
care

- Printed Material
(current evidence
family intervention)

- Dialogue b/w nurses
about family experience
and interventions

practice (+),
- Knowledge (+)
‘Qual: RN’
feedback
1)Empathic
understanding
2)Validating the
importance of
family care
3)Learning new
tools for family
practice.
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Appendix 5. The characteristics of quantitative study (Cont’d)

No Author, Country Aim of study Study Type of  Participants/  Educational strategies Qutcome
(year) design Icv ?ﬁ)m ple size Education session & Duration \r/:Srtlj?tk;Ies &
Methods
C3 Walter& USA Increase knowledge ~ Non- -NICU ‘RN Theoretical session Total 8 weeks - Knowledge (+)
Robb of FCC practiceand  RCT N=159 (pre) - Lecture (+online 1) Theoretical  (about FCC
(2019) integrate FCC into (pre- 61(post) version) session overa  concepts)
practices for nurses.  post - Narrative pedagogy period of
design) - Group discussion with 4 weeks
case exemplars (Total one
session
/30min)
Practical session 2) 4 weeks
- Mentoring with the mentoring
project manager session
1) Discussion with
project manager
about situation-
specific concerns
2) Provide evidence-
based practice
literature
3) provide Infographic
care, small charm
c4 Beierwalt USA Facilitate Mixed - IMU - RN (N=36) Theoretical session One day ‘RN: The level
es (2020) implementation of method - Critical - Family - Digital storytelling via workshop of family
family nursing care members video nursing
unit (N=49) - Lecture (related 6 practice (-)
themes) -Family:
- Group discussion perceived
support level
)
-Qualitative
Positive of

satisfaction
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Appendix 5. The characteristics of quantitative study (Cont’d)

No Author, Country  Aim of study Study Type of Participants/  Educational strategies Qutcome
(year) design  1CU s?rr]r;ple stz Education session & Education \r/:Srtlj?tk;Ies &
Methods session &
Methods
C5 Sangi et Iran Effects of Non- -Adult -RN (N=72) Theoretical session 1% 4 weeks - RN: The level
al. (2023) supportive- RCT ICUs - Family - lecture for nurse - Lecture of Family
educational program  (pre— members managers & supervisors ~ (6hrs) nursing
to increase family post (N=45) - Group discussion - 1-month practice (+)
nursing practice for design) - Social media for nurses for nurses - Family:
nurses. due to COVID-19 (originally satisfaction
Practical session planned 6hrs (+), perceived
- Family meeting under workshop) support level
the supervision by 2" 4 weeks +)
nurse managers and - practical
supervisors session

Note. USA=United State of America; RCT=Randomized Controlled Trial; SICU=Surgical ICU; NICU=Neonatal ICU; IMU=Intermediate care unit; RN=Registered nurse; IG=Intervention group;
CG=Control group; FGI=Focus group interview; FCC=Family-centered care.

-128-



Included studies in literature review

Al1-A10
Al. Kang, H. S., & Seo, M. (2021). The factors affecting person-centered care nursing in intensive
care unit nurses. Journal of Korean Critical Care Nursing, 14(3), 14-23.

https://doi.org/10.34250/jkccn.2021.14.3.14

A2.Lee, Y., & Kim, Y. (2021). Influencing factors on performance of person-centered care among
intensive care unit nurses: An ecological perspective. Korean Journal of Adult Nursing, 33(5),
522-531. https://doi.org/10.7475/kjan.2021.33.5.522

A3.Joo, Y. S., & Jang, Y. S. (2022). Predictors of person-centered care among nurses in adult
intensive care units. Journal of Korean Clinical Nursing Research, 28(1), 34—44.
https://doi.org/10.22650/JKCNR.2022.28.1.34

A4. Choi, S. (2020). Factors affecting the person-centered care among critical care nurses. Journal
of Korean Critical Care Nursing, 13(2), 36—47. https://doi.org/10.34250/jkecn.2020.13.2.36

AS5.Youn, H., Lee, M., & Jang, S. J. (2022). Person-centred care among intensive care unit nurses:

A cross-sectional study. Intensive and Critical Care Nursing, 73, 103293.
https://doi.org/10.1016/j.iccn.2022.103293

A6. Kim, E. K., Cho, 1. Y., Yun, J. Y., & Park, B. (2023). Factors influencing neonatal intensive

care unit nurses' parent partnership development. Journal of Pediatric Nursing, 68, e27—e35.
https://doi.org/10.1016/j.pedn.2023.07.005
A7. Abu Lebda, H., Malak, M. Z., & Hamaideh, S. H. (2023). Self-awareness, empathy, and
patient-centered care among critical care nurses in Jordan. Psychology, Health & Medicine,
28(9), 2764-2775. https://doi.org/10.1080/13548506.2023.2177058

A8. Asai, H. (2011). Predictors of nurses’ family-centered care practices in the neonatal intensive
care unit. Japan Journal of Nursing Science, 8(1), 57—65. https://doi.org/10.1111/j.1742-
7924.2010.00158.x

A9. Alhalal, E., Alrashidi, L. M., & Alanazi, A. N. (2020). Predictors of patient-centered care

provision among nurses in acute care settings. Journal of Nursing Management, 28(6),
1400-1409. https://doi.org/10.1111/jonm.13095

A10. Yim, J., & An, M. (2023). The impact of perceived nursing competency and moral sensitivity

on person-centered care among intensive care unit nurses. The Korean Society of Health and

Welfare, 403—403.

-129-


https://doi.org/10.34250/jkccn.2021.14.3.14

B1-B6

B1. Cederwall, C.-J., Olausson, S., Rose, L., Naredi, S., & Ringdal, M. (2018). Person-centred
care during prolonged weaning from mechanical ventilation, nurses’ views: An interview
study. Intensive and Critical Care Nursing, 46, 32-37.
https://doi.org/10.1016/j.iccn.2018.01.001

B2. Cho, I. Y., & Han, A. Y. (2024). Neonatal nurses' educational needs in a family-centered
partnership program: Five ways of knowing. Nurse Education Today, 133, 106028.
https://doi.org/10.1016/j.nedt.2023.106028

B3. Gilstrap, C. M. (2021). Organizational sensegiving in family-centered care: How NICU nurses
help families make sense of the NICU experience. Health Communication, 36(13), 1623—
1633. https://doi.org/10.1080/10410236.2020.1787971

B4. Esmaeili, M., Cheraghi, M. A., & Salsali, M. (2016). Cardiac patients' perception of patient-
centred care: A qualitative study. Nursing in Critical Care, 21(2), 97-104.
https://doi.org/10.1111/nicc.12120

B5. Oude Maatman, S. M., Bohlin, K., Lillieskdld, S., Garberg, H. T., Uitewaal-Poslawky, 1., Kars,
M. C., & Van den Hoogen, A. (2020). Factors influencing implementation of family-centered
care in a neonatal intensive care unit. Frontiers in Pediatrics, 8, 222.
https://doi.org/10.3389/fped.2020.00222

B6. Jakimowicz, S., Perry, L., & Lewis, J. (2018). Insights on compassion and patient-centred
nursing in intensive care: A constructivist grounded theory. Journal of Clinical Nursing,

27(7-8), 1599—1611. https://doi.org/10.1111/jocn.14207

-130-



C1-C5
Cl.Kim, S. C., Yates, A. D., Graham, P., & Brown, C. E. (2011). Family-provider alliance
program in intensive care units. Clinical Nursing Research, 20(3), 245-262.
https://doi.org/10.1177/1054773811409891
C2. Eggenberger, S. K., & Sanders, M. (2016). A family nursing educational intervention supports
nurses and families in an adult intensive care unit. Australian Critical Care, 29(4), 217-223.
https://doi.org/10.1016/j.aucc.2015.11.004
C3. Sangi, S., Abbasi, M., Nabavi, F. H., Miri, H. H., Langari, M., Nekouei, M., & Haji Abadi, F.
(2023). Enhancing family nursing practice: The effect of a supportive-educational programme
on the family nursing practice, family satisfaction and family perceived support in the
intensive care unit. Family Medicine & Primary Care Review, 25(2), 121-127.
https://doi.org/10.5114/fmpcr.2023.127678
C4. Walter, L., & Robb, M. (2019). Promoting discharge readiness through staff education: A
family-centered approach. Journal for Nurses in Professional Development, 35(3), 132-136.
https://doi.org/10.1097/NND.0000000000000539
C5. Beierwaltes, P., Clisbee, D., & Eggenberger, S. K. (2020). An educational intervention
incorporating digital storytelling to implement family nursing practice in acute care settings.

Journal of Family Nursing, 26(3), 213-228. https://doi.org/10.1177/1074840720936733

-131-



Appendix 6. The contents of education program for ICU nurses based on PCN theory (n=5)

Domain Sub-domain Kim et al (2011) ifi‘l’_“a%rfg Wa“(ezroﬁ;“bb Be‘(ez';‘)%')tes Sangi et al (2023)
« Central concept * Provide * Knowledge * Knowledge about  * The knowledge that
of partnership knowledge of about PFCC evidence-based nurses can provide
current evidence  -central tenets of family nursing to the families of
related to family PFCC practice unconscious
practice. -barriers & means  * knowledge about patients.
* The ability to of overcoming Conceptual « Supervision RN’s
. integrate barriers definition and family meeting by
Professional |
knowledge -impact of PFCC background nurse managers
competency . .
principles into * Encourage theory related to
daily discussion to the six concerns
practices. resolve concerns ¢ Address concerns
using case and generate ideas
exemplars for practice
* Supported by change on units.
mentors in
clinical setting
*Positive * Multiple * Communication « Establishing correct
communication strategies for skills with communication
Prerequisites with families developing families using with the patients’
«Conflict resolution  therapeutic appropriate family members
Communication  skills conversation manner (ongoing « Identifying and
& Empathy * Treat with families - information, diagnosing the
skill psychosocial issue  *The ability of a explain unfamiliar ~ needs of families.
* Meeting the nurse in easing environment, » Empathy skills and
needs of family the suffering of responsiveness prevention of
families. family cues) violence in the
Interpersonal » Empathic skills patients’ family
skills *Theoretical
components
*To enhance
personal
connection with
Collaboration P/F using the - - - -
poster
Partnership
agreement:
building
partnership
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With families,
Information
sharing, Respect
for family privacy,
beliefs, concerns.

Commitment to the job

Clarity of beliefs and values

Knowing self

* Reflections on
nurses and ill
- experiences
during critical
illness.

* Encourage
reflection on
professional
practice

Care
Environment

Supportive working environment

* Educate nursing
managers:
communication
skills, monitoring &
feedback,
motivating
employees
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Appendix 7. In-depth interview of participants
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Appendix 8. The preliminary education program

PCN Sub- Contents Details
Domain domain
Prerequisites  Professional * Expertise in nursing » Knowledge and understanding of PFCC
competency knowledge and skills 1) definition, effects, facilitating, barriers.
 Knowledge and 2) Watching related video.
understanding of PFCC « Effects of practicing PFCC in the ICU:
* Motivation for 1)patients 2) families 3) healthcare provider
implementing PFCC * The needs for training to enhance
* Integration in practice competence in PFCC
* Practice applying PFCC through case
studies
Knowing self < Understanding oneself * Understanding the concepts of knowing self,
(emotions, attitudes, clarity of values and beliefs, commitment to
capabilities) the job
* Reflecting on one's own actions 1) Definition, importance of each concept in
PFCC
2) Watching related videos
* Sharing experiences and reflecting on
challenges in practicing PFCC in ICU based
on clinical experiences.
Clarity of * Recognizing the impact * Exploring and sharing personal beliefs or
values and of one's beliefs and values related to PFCC
beliefs values on care

* Ability to harmonize
personal values and
beliefs in clinical settings

« Strengthening the ability to align personal
values with clinical practice.
Q: What causes gaps between
personal values and clinical nursing
practice? What strategies can be
implemented to bridge those gaps?

Commitment to
the job

* Maintaining balance between
passion for the job (desire to
perform PFCC) & pressures from
other roles

« Balancing passion for practicing PFCC
with the pressure of other roles.

: Exploring ways to maintain this balance
through case study & role-play.

Interpersonal
skills

Communication  eCommunication
with patients
unable to

vocalize

« Understanding therapeutic communication
skills.
1) Definitions, preconditions, attributes, and
outcomes.
2) Therapeutic vs. non-therapeutic
communication (watching videos)
& quiz time.
« Enhancing communication skills with
patients on ventilators.

1) Using a clinical decision pathway to assess
cognitive and motor abilities of patients.
2) Using 'low-tech' communication strategies

based on patient capabilities.

*Awareness of
one's role when
communicating
with families

« Understanding the role of nurse in
communication with families.
1) What is the nurse's role in communication
with families?
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* Competence
in maintaining
therapeutic
relationships
with families
through
effective
communication

2) Using Facilitated Sense-Making (FSM)
Model: Recognizing the nurse's role as a
facilitator, information provider,
therapeutic relationship builder, decision-
making guide, and motivating active
communication.

+ Understanding challenges ICU nurses face
in communicating with families.

1) Introducing challenges nurses perceive
during communication with families.

2) Providing opportunities for participants to
freely discuss these challenges

* The ability to evaluate the overall
framework of nurse-family interaction.

« Strategies for therapeutic communication
with families:

1) Sharing experiences of positive responses
in relationships with patients' families.

2) Supporting nurses in finding their own
methods.

3) Introducing ward-specific guidelines or
checklists for providing information to
families.

4) Role-playing through case scenarios.

Empathy * Understanding  + Understanding empathy:
empathy 1) Components of empathy: cognitive,
emotional, and expressive.
2) Five steps of the cyclic empathy model.
* Ability to « Efforts to enhance empathy skills in ICU
express settings.
empathy « Practicing empathy based on scenarios
Collaboration * Skilled « Ability to monitor and guide patient or family
communication participation based on their preferences.
techniques, 1) Understanding family needs and
including preferences for participation.
information 2) Introducing types and methods for
provision families to engage in critical care.
* Promoting 3) Providing appropriate education to
family families.
involvement « Understanding the concept and process of
competence in Shared Decision-Making (SDM):
facilitating 1) Definition and key concepts of SDM,
SDM including watching related videos.

2) Providing information to encourage
patients and families' participation in
decision-making: BRAN (Benefits,
Risks, Alternatives, Nothing).

3) Introducing tools that support family
decision- making.

« Training through role-play for real-world
application.

m Care
environment

Physical
environment

* Management of ICU
structure, facilities, and
environment

* Enhancing the ability to evaluate and
appropriately adjust the physical
environment

Supportive
organizational
system

* Support from colleagues

« Understanding the concept, attributes, and
outcomes of peer support.
» Practicing peer support through scenario
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Appendix 9. Modified contents based on the first expert validation
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processE =4&)1t Bt JbEM €A ASstD A2E +3E

2 Xpalol Alg AEI? S H2 HRANAM 22 1) “Lhe 1M 2tSAIRIDN? 2tSAF Z2H2 2E, AE2

OlLE JFXIONl CHoH HNE £ A 28 SAOIN” (S A2 Al L)

Ea gl R 2) “UAMOUA O[S AS0l LIS AFZTES SSH
A2:1) X2 Jt=0| StE2? UIE B)ls 2388 2010 HHs s
SETAM B2t £ 20/ (Ko 2, BT o14l)
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2) =2 38X care
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3) BXie JIEn 8@
/TMEH Y

-> 29 EME2 PFCC
oAl BHHO Bl
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3.ICUNIAM S aAH 1.0 c USAb SEOUAN MAHREH, 0] 20N 222 M2H A2 domain®lA Xt4&I0I
HIE2 =2 PFCC A& 1) JHEUWA 08 EE Al U2 = U M2t5t= PFCC8 =&, 2ol R0l tHoll SR6t
St odgle B = W8l =201 2 dX &Es = AFGH| ESUE ZE, E2 Ads Z ME ZEo
ol ool B8 & AS 24 232, UsSK SHUA CHoll Ol0KD| Lise ez =3, BEag
o1&, Brd ol MES HX(EE YH, EE2 ¥+ (M2H A2 4. &X)

A2 20| HEs Hsk S)0 2R

® ZZ: SEXAONA  OldgE ZE0 s BHEE 4F

AX ZEE Atell B =0 OtLlet &S & e Atelol

PFCCE & &Gl Hed et 420 38 =30 2 A

e ZE 22 U521 2282 MHBE ZEME EHA

A2 FE0l ATH 2 E 20l S A== E25HAL

0| ASNK? MHGt= A2 HEX 0 CHE oA

Ao1e AlE 1. JHQIA AlE D JHXI 1.0 « XXM PFCCE <Iol &= JtsEt * PFCCES Rlol HAE SF0M RDIIQIAl, =3,

JHXIe) Hetst vs &Ml & 3 N0l S0l ASK S50 SAFEO Ot RAXRAMAML AED, X, X S

Ao sl AOIS] X BEE TAotE A0 s 24 S ZEE ZAISE A, HIE £ UAs A0
EHAISH] ER5iCs W2 820t 9HE HIEgez, axsa

S I OfIA AE A0l CHoll 21, ==l Chol ZOtoh 201,
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M 2t =8 ALOl
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0 0lgs fALNR?

£S5 gap0l UCHH 0l

£ B8 &+ YUs Yot

2 230 UASNK?

2. PFCC=3 vs R 2 1.0 o CREDIQIAT T XEAIS) AIEDE JFRI Q) - 2 HE S0 st HolQ PFCCRLS 2t 0ll CHoH A
QIsh 28t ALOI Ol A e, Ao sal'ol g AYHGtE M2IF /A0 mek s 3010 oledst LWEs
a8 2I| (2X) 2 E0AM 22=0 A=, SN BEote A2 2LF
M E S22 E M ORI 2 FHE0l 8 8d&E
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s & SMNLE 58 BN As WSH QAN EHR : ’5%% HMIAlGtD | 2 N BrSote 240
ISP ES = S st = c OIAIZ MAlBHE 22tA HXE RS gwﬁgw 6H%6}E 2oIXI0 CHet nEWE
& % Aes 1) N2X JALS £ES = YA 42 HAlGHD o2 &3 LU 228
1) 2tXHetel S0l st olah SHE AE0A HHEN oloIg A
[SIPNE == (XI2H ANALASSH OIXIE XNE ZHollZ2L LE
NE2HH2: Xue & 2L ote T E2 A 28
Heffernan, 2021):
o, 48 R0,
=4, 2
2) XIg® vs Hl A=
N MAS (SEH
AE) & Quiz time
2. Ventilator 21 U 1.0 « 'ventilator 21 Aes A~ 'OHA « 21T JIEZ Qo ZAH0| EJts8 A% St
= sFI}EPOI k=g psgel} ‘o1z JIEZ2 ool ZM0l 2JtsEt SIMLES AT ASAY A BSE 22 +FE
AL EE RIE 2tS EXtetel SEQI~'0l LRI « XEH JMLSSZ0 HE 0l HEAARY
ArSl Hg B CHet oA U202 sy
1) Clinical decision o« SEANAM EXI2S o AIAE0]
pathway (ex. A ESQEHK, BXAS JAIASO0I
algorithm)S &&510d Z 0|2 B S M2l outcomes EM
BXtel OIXl, 28 s Bolst & Q= UWEs Fitete A
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s sE0l U2 AL
s 2 'MIE' AL
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EIPNEN == Ol CHSH 2tS A
Kralol HAstolAl
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g o2 AN
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A= s M3

> YRANA IIESA2 0.86 « 2ASAIS0l &K LRE = OIHA  « kS ALY JFEQ MAHO CHoll Otsts S AbX
SE fIs 2SAY GOMKl =85te 240l JtsEX  JFEQ AXOUAM AZELS SJAILE Al HASOILE
ek e AR « ZEX OIEES AENA 2H 2E, JIES @F S0/ LAAX0 ol ChR= HE2
3. S AL JIEQ T, 8S5EIF HMEHKI, JIHFE0I 2 23, 22
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Ol CHsh "ot
2) JtE9 2E, 2F
L HNSEE O
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250l M3
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Ue XA AE
4. JtEe gHel 1.0
SNLEE fIEt Mt
(Krimshtein., 2011;
Jin et al. 2022)
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3. AtAIE S8 32 1.0
ZeEdot)| (23
AS0l 23521
8lE E& Mol ¥ - -

e g J|etez
role play &
debriefing)

1. BXLE JIBS Hd5 1.0 - BEXA A A/FEAA M Z - 330 o2 S 23 N 5 SN HESH
SOl el B2uE [EA WE/3HHZ LHEAM ADIEZ o HBHMES st AdNY Met 2@ 2RUAM 2ES S
=X, XN&E, 2UH JFED HMIEUHE S I ofd F of CHREOHE a3
g g A= =4 25 HM33dt2 AHCIIXl caredtsSHAl (&l &Y, @ 5, 85 g2 F2HS 23 UE)

1) b= Zool s s2 =2ollE=s A: ES A LU=
QAT /HSE I oA

2) JtE0l EoE =+
U= caredz® %

e AN

3) JIE0IH HEs
s M3

2. Shared Decision— 1.0

making (SOM)2l JH'< ot
WS olall
1) SOMS| Hof, Al

g, sg ANE
2) BXt/ES XA

OAZE ’Sg =&
g <&t
FEMESE: BRAN
(Benefits, Risks,
Alternatives,
Nothing) Ofl 3l

+

3) JIIEEQ M2 E
X XIGt= tool 24

(1)Patient Decision
Aids g, &

(2) Decision aids in
|CUs
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relationship
(1) 85 XX HE
Y =4, 2

(BN, 22, "ItXIX)

(2) 88 NXNE =1
ge 2y BR

(3) ABA-ABAF 2
SANAE EYHY

(4

role play &
practice (BA,
S8, Bt XX)

(esp. QAR DO EAL 2H, &S
LY T PFCC =20l &= 012 A
% }\}EEI

2.

3. role play &Al 1.0
S aAA A2t
Sh AEHS BHXHE Tl
SHA JbEO0l 8% X= B B
gtsts ZEoloF ot
ASHIA Sl QAAS
2) sgas S8t Akl
AN
=3 sy &g 1. PCCOI20IA2 1.0 c WA SEXAo & JHS0 CHol » ICU environment SOl CHSt AJHQF HEON US4
A A28, HM, Work environment 2401 ¥I1 W20 ol LWEN s9 A0 e 2HARE ALMD S A FIt
Y S 1) Physical « PFCCE I8t ICU & =T LM - SEXAUMAML A 2 X9 B2 Yoot
environment 2 U= MRS EEGH0 X, IS el Z Sotst A 42 ol & Rl
Zotstn Ao 4o SHAZS M35t Us & 320 2= 22 xHote 2012 ES(Yun et
THole 59 2 UHEOZ HollBe HE E2 al., 2020): &It QAN met 2Lt SAS HSF
(1) A8, Y@M, 2 23S, PFCCE & LIEILHE AKX = BEES BHoE2 STAIIII| s HHOZ2 MAIGHH
g 59 & st F0l O 2 2z tits =& Olcist S ZM QAI 2822 AKX L=
A =t AS Ol)EE L PFCCE NS0 BrEE.
(2) PFCCE I8t ICU SAE = QU S2H0 st 200
g S a0 - O BUE ASFE=E 32T B Yun SH, Choi HY, Lee SH, Peck EH, Yoo YS. Noise Level
STANAME "EHOE"'E2 S& AT by Type in Adult Intensive Care Units of a Tertiary
J| st M2HOZ kS A 0| Teaching Hospital in Korea. Korean J Adult Nurs. 2020
MEE. "A3"0l2t] BEXFRCO=Z Feb:32(1):19. https://doi.org/10.7475/kjan.2020.32.1.1
HelotH, S9& S0 2401 L&
Il g = UAS
E2 XX 2) Effective staff 1.0 c 2 JSEHAUNM= B =2 - E¥0le Bt =

2
el gy, A5 LYol o

&

ES—= 5t 22 Egd e LS

ag, 2AAS YY S UOE MHaUMa 820 2R

NeZ MELA M nEZ2NAME 2dSAMS 2t
o 30l =82 ¥F0 UEs P4
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Appendix 10. Modified contents based on the second expert validation

PCN Sub-domain Contents 2X ElgE nRIZ M HE CVi &2t =3 2=
domain oA et
L=
HEHEA HEH A o 2USEHH XA 1. PFCCONl CHEt Ol aH 1.0
Jl=ol st M2 1) Brainstorming LiDJF A42t5te PFCCEH 321012
(PFCCE Qs 22X 2) B, =2 HE AJH, PCN(Person-centered
S0l SHE =L HE nursing) theoretical framework J18tQ 2 2tS Al - -
Ol Al SEXHA 2tS A oIl st oz A4
E (jaoz NxFo 3) SSY AIB
WE0| ME2gs 9 (Understanding patient—-centered care)
& HelJt U Y= 2. PFCC=&H0l e s, =3 =&/l 0! 1.0
SOl Mg 1) S 28X, JIE, 2A8A, A2 =9
« PFCCOIl CHEt MBHA 2) EX, 26l QI JHOIE | XEH HxF
Ololl & XA 3) UDF M2tete S8, Yol el2 232107 0 - -
« PFCCAIEOfl CHSH 28t RSEE TH Jis vsEJts Relez
=J|120 ZFol 2CHe?
« ARUANE BE 3. SERANAMe JIs 9Eo =4, 0.86 -+ PFCCONl CH « PFCCOIGH=
BN JIEC QT(2E 4)), IE9 A, s oleh 22 F0AME F
DS OOl ChE Ltel olal BR O = A= ol
220 5 Hg, =& 5
Sl= 2400 o o s9 =9
st oA 2 MIot=dl
ES- 1 ]
A X
4. ZETAUAM PFCCEES 2 At HAl 1.0

Atell) AZZMoz SZ4A Sl SN LHASH
X2 ES K0 PFCCEES] 2 H AL MIAI
PCN frameworkOl A2l care process)|BtO 2 )

5. PFCC &AS <8t &F =& 1.0 - MEH o 2HOIIA HIAL
1) group discussion 29| PFCC &t

Atedl 1. 2ZIMI(M/65)= Lung cancer (HI )2 XEteD) AXE 28 SEAAEE
Rt pneumonectomy(2= H & EHMZE) == = post ANEE o OIAIE DlBtS
op caresS Bt YHEO=Z2 ME UL SO S 2t N AEE 2 U39 Atell
Xl OlEM 2XDJ| 392 N &8H sS2ets & 181 OlAI 2t £ PCN theory
A0t facial maskE S8t D=E2 M4AFUNE CHol2HH o 0l A2 PFCC
76t & SH0| U0 SotH SENAZ CHA Zo| ‘=gt care process
OISEIACH. EY 2USAE S 2 SX0H 2B Thal D= Bl
monitorE I8t ZHISS Gt Ao ¥ F=F OJAIA S 2 SNl PFCCE M
£ =%, oA MEIE EQlote S MUHMOl BX A ANAL 5




EHE TOIGICH. D2t 4201 OIR0/ D SN Gil Al 2F XtOI Ngollg =
S0t AIEEQUCH. D20 X 2SXHOIW)E M8 q2 ¥&ol UEE FAHE
HIAHAFE &E0IC. 2I HAS. DirectionXlAl

A. BRSOl OfUi: (Chx HYE 28) "M & &
HE & o8 J12? 21 A7) 017 R 2
OIX BEA. G A 22 C1H VA
0 QOIOF 2?7 22 BEH =8 & Ef
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@

2) Role play & Self- reflection 1.0
Atedl 2. 2t0lAlE &) SEXNANAM post op careE

U= O\M\(F/GZ)E 24T A20| S Fuz=s

e SO0ICH &4 NP (HIZAHE2HS Soll 5L
MBTD ASH Al =F(GCS)2 3/3/62=2 =2

2210 =2 L1 "000Al LANR?" 2te é‘—i—oﬂ
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1. PFCCOIAL REDIQIAlL XAl AlE It
Ao SA0 CHEE JHER FHof,
2y

2. PFCC &R X2 A XHAIM st &M &

1) SAA& AA: self-awareness improves patient
centered care

2) Kraloll CHsr S
(1) Lhe O{® 2FSAHQIDL?

ASAZA 2EY

3F§/\P 2 M9 L)

UM HMs agsol

H ot=dt? 18 o Ue BE=s HMsor?

BN 2%
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ﬂ

(Rt

| 28, Bi=0il CHst O_‘M)
\

O
Al JFXIS LHUMA =

3. Krale
U
(1) B8 Ol Al 208
(2) SEXAMAN 2SAS AMBES I 2
Group discussion
Atedl 1) COVID-19 pandemic A E0IA Z&XA H3|Ot
SO SCHE MEOICH g3 Mo EXtol JEsht
H3IF 8D UCH. HBLA =S VIS Al XIHOE of
SOIAH L2EH HELJNOF &l IHXIE JHd
2tS A A B B8Rl BES X SAIEES 2AID A
JIEE ollF10 ACHD SHCH 28X Zxx(M/72)Me &
TH CVA (Cerebral vascular attack)OE OISt Brain
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=
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=
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4. Role-play & Self-reflection

Atell 2) S XHA0lA aggravated pneumonia@
200(F/67) M= ventilator careS 21 QUCH. & X
O SAlAElE I}“moi F2 £ "EZS0HE2AM

Q 2ZOEMR”
GCS score 4/E/60\E}

1 ZChelel Motor powers= Grade Il (S
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S0l X E ol
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N E0iscle AEH)OICH T NEHoz &
H2ts XM g2 S50l ‘:*E}_ gestureE Soll 23
2 HAdl & 7028 QASIC. €Y 2SS AP Sxxe
dayE22 10 %’E.‘ B BA S=S 0tal AEfol
1, BXol Ot& labZ 0l el QI FItel
e M=o 25 Ef Ch. 8Xel 2702 82 =50
= =0 =0l OtF=& Motct AL 276t U
= BRI CHOF2ECE.
A, B X (ZCI2IDF |0 M H2t2 M 22 gel
= gestureE FStCt.)
B. 2tSAb:

XL XX 5. PFCC=& 2 <loll U

1oF ]
AFO HEEXO HE AAGD WIE > U
%20l BR

D ZE2s oy U 22
2) ZXNSs SHTIE S50 N XH B}
B ENEEE

=X T (Patient-Centered
) B2 (FYX 2104,
HAol I FX, WsHMAH, S2Lt2elkald
&, NXNE g3, AS2L8Y)

3) XEo X A4H, A &8 S: Group

e ok

ro
b=

5t . X2H O AtAS(Therapeutic communication)Ofl
ArE CHst ol ol
1) HL#J(-{ I—{O‘ /\\_8H Qg‘ Qld’ Deiﬂ}
2) AEX JMAS (SSH AH)
3) NEX YJMAE RE & REE AALE Y &
sz time (2-32HM) &MH ZE0 2|

2. 938 Jl&=z O‘OH 240l SItsst 2% St
Ol ML SE v—I b 2ESALS dg BN

1) Clinical decision pathway (algorithm)S & &3at

O &Xte QIX, 28 s "itot)|, SSHAE

BXol OIXAH, 25 sl Mt JALE &

SEH(SO L 8 QAAS ©, ZEIIEF, Vida

Talk app A0H)

2

=
10
12
ot
2

20l that Chet ol
I & (1) JFEDS AL E Al S ALQ Sstof ChEH
PEIINS0l BRE + A=K A, Ol

o OJAFAE Al 1. IS DS AAASOH CHEH 2tS A K
9l t
=




20 dlA Hold =& 0l2 (Facilitated
sense-making model, FSM)2JH

NFEMS XA
2ZH A H¥
(Open
communication &
ESAY HRD])

2. JF=0l CHEt Ol of
IIELFUAML 28D AMAS HE,
SENNANL BEHS2 SE &

o280l M3ste 22 =0l |dts FEX0]

N —

3. SENANAN Sy ORI 28 Z2MS 82

ZEUANAN B, HEEY J2H3E st
AXN Met

DA HOIZ =X OIZ2(FSMEUR M2t O,
ASK-TELL-ASKDIE, 28 Sl evidence based
practice i

2) HENBE RSt ANAS &7 EE

CEEY EE, video2ESH 10U B3 A 4

4. NHHIE ST IS JAMAES AN oS

(1) Group discussion

Al 1) BIHEIMOZ |CULAIGHA 2SSl S&tXtal
X Ol A

Hoo(F/54)= ovary cancer2 &lTHEHD TAH(Total
hysterectomy, 8XN2HEE) = & S0 A care
£ 21 Y= X0t =01 Y X M SRt &
X e0F E20l 80/5022 Moteld £ Full drip®
HE NSO e g, 39529 1E S48 20
HE HES ot & 1AM SSUAZ 0SS ACH
Q0 SEAA €Y 2SAlE SNBSS H g Al
ol FBE M3 £ AW, IHE 238 &2
metst 2NC2 MEE 5= JASH?

-> Group discussion & OIAl scriptE M3 &

(2) Role—play & Self-reflection

Atell 2) 35M1 4 BN OlME WSAIDZ 2l Che

d &4 gD SSTAN L] Soitt. S Y

(Sedation) AEHOI UM, ASSEIIE AEdt U

SLICH 2ol MBI 55010 EAASHE ALE0H

DACH BSTNES Y2 AHS ot UCH. 2SA

ANe BESXUE0HAH NEst Z2E M3HO0F 5HAILH,

o™ HEE HCIDX HMBoHO0F X HEGSHK §42

AEHOICE.

A. BSIHE): “HZF 22 OLM YETF 01 1272
AT ZEBOIE ALEO] O/ AtDE SaiA.
ME 8L Sl ¢ M0 Q0D o182

B. 2tS At

o
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1) 329 g 32 o=, 32 Iz
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D RERA (UXFE, HAR, HEX 24)
(2) SEXA 2ASAS ZAS +8GH=0 2&
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Appendix 11. Detailed education plan

[BR-7IE NS 4% 57 D] DTEIW] DS XEQ
Al 20249, 10& SES el (slal4l)
3| J| 1 3171 s 4 702

2
Al2t
St& - BX-JIEEA2tS (Patient-and family—- centered Ol829 | 22X et
=X care, PFCC) £=8S @8t 2tSAISl MEX0l Azt 74 | (professional
(PFCCOll CHst XA, Latolel &) 24 competence)
&5 1. PFCCOIl CHSt XIAOl SAECH.
=SH 2. PFCCA X0 THEt SI12 0t SItstLt.
3. PFCCOIl CHst XIAE2 dAMSEEBHNM H2E o= UL,
St& PPTZCI XIS, SH4&, &KX
A=z
&5 n SSES &5 =
= oes
s * Program & €& AH *PPT, 15
D20 N S)| L DSS S Jltsis b2 28 s
« 0l8 3K SIEFM, 28, e A
FSp) | 1. PFCCOIl CHSt Ol o 20
1) Brainstorming “LHJF M2t6t= PFCC2t A Q10?7
2) 39, =2 ME AIH, PCN(Person-centered nursing)
theory JIBtCZ2 2FS AU Z st gk 4|
3) =4 (Understanding patient-centered care) Al &
2. ICUNIA PFCC=&0l 2 St & =38 =X /8o 20l
1) 21 8%, Jts, 823, osXdE 5H
2) X, Yol ol eIy, AN =
3. %zFXV"Oﬂ/\-IEI obE dE9 s, JIE d9E,
OO0 st Ltel olAl
4. SJXVé'Oﬂ/\-I PFCCEZ2| 2 ALl HIAl *Group 25
MA)E2BUOS S3d Sof St e ax, 25X diseussion
Ol PFCCH Z 2l 2H Atell (PCN theoretical frameworkOll Al 2l ;‘;’j}?'”
care processs %é.'o HIAl) reflection
5. PFCC A1HZ 918t AN saj -Action
1) Group discussion & JEEZ HAHHA 286D Plan
Atedl 1. 7'M|(M/65)“ Lung cancer( |22 RIcHe Rt.
pneumonectomy(R= H & ZEXM=) == = post op careE &1 YWEo
2 NMS UL ':*'EOH _%ﬂ X OlEM 22| &2 g &8H &
SZ2et2 SA0Y LD facial maskE S& D=2 MAFLUHE =76t
1D ME SE0| S0 ZotH SEAAZ CHAl OISERULCH. S 2SS A
= &85 2 SX0A monitoringe fISt HHI=2 2ot 8o &
A2E FF, LMHE 3“3'0}L S MUINOl B ABE TOISY
Ct. BXe QA2 USot Jtss A0l XAl GE = UACH. &
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JbAIFEASH, 12 4201 DAL Jys 4200 X
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2IALT] 017 RZ OIX BEU. o) YE 2E AU
A 20 200 27 Qe 88 =2 & BELH £, 20/

gs& 24..."

2) role-play & self-reflection (Ati2)
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OIRel | « 259 ss Ws 2 L 0t 10
- SISUES EUZ 2AUAM 8L = Uz Aale SH,
HE L M2t 2 (Action plan)
cQ&A U2 3AX AN
=70 - McCormack & McCance (2016) Person-Centred practice in Nursing and Health care: Theory and
X2 Practice, 2" Edition

- IPFCC. Patient- and family-centered care defined. [retrieved on May 30]; 2024.

- Yoo HJ, Shim J. The effect of a multifaceted family participation program in an adult cardiovascular
surgery ICU. Crit Care Med. 2021;49(1):38-48.

-+ Jin L, Sun L. Application of patient-centered care using guidelines of the Joint Commission on
Accreditation of Healthcare Organizations in patients with acute subarachnoid hemorrhage. Am J Transl
Res. 2021;13(4):2915-22.

- -van Mol MM, Boeter TG, Verharen L, Kompanje EJ, Bakker J, Nijkamp MD. Patient- and family-
centred care in the intensive care unit: a challenge in the daily practice of healthcare professionals. J Clin
Nurs. 2017;26(19-20):3212-23.

- -Salmani F, Mohammadi E, Rezvani M, Kazemnezhad A. The effects of family-centered affective
stimulation on brain-injured comatose patients’ level of consciousness: A randomized controlled trial.
Int J Nurs Stud. 2017;74:44-52.

+ -Dhillon A, Tardini F, Bittner E, Schmidt U, Allain R, Bigatello L. Benefit of using a “bundled” consent
for intensive care unit procedures as part of an early family meeting. J Crit Care. 2014;29(6):919-22.

- Lloyd, B., Elkins, M., & Innes, L. (2018). Barriers and enablers of patient and family-centred care in an
Australian acute care hospital: Perspectives of health managers. Patient Experience Journal, 5(3), 55-64.

- Scott P, Thomson P, Shepherd A. Families of patients in ICU: A Scoping review of their needs and
satisfaction with care. Nurs Open. 2019;6(3):698-712. Published 2019 May 18doi:10.1002/nop2.287

+ Park M, Giap TT, 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. Int J Nurs Stud. 2018 Nov;87:69-
83. doi: 10.1016/j.ijnurstu.2018.07.006. Epub 2018 Jul 26. PMID: 30056169.
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*McCormack & McCance (2016) Person-Centred practice in Nursing and Health care: Theory and Practice,
2" Edition

«Jakimowicz, S., Perry, L., & Lewis, J. (2018). Insights on compassion and patient-centred nursing in
intensive care: A constructivist grounded theory. Journal of clinical nursing, 27(7-8), 1599-1611.
https://doi.org/10.1111/jocn.14231

+Shin, E., & Yoon, S. H. (2019). Development of the patient-centered nursing culture scale for
hospitals. Journal of Korean Academy of Nursing, 49(5), 613-630.

sLee, Y., & Seomun, G. (2016). Development and validation of an instrument to measure nurses' compassion
competence. Applied Nursing Research, 30, 76-82.

*Abu Lebda, H., Malak, M. Z., & Hamaideh, S. H. (2023). Self-awareness, empathy, and patient-centered
care among critical care nurses in Jordan. Psychology, health & medicine, 28(9), 2764-2775.
https://doi.org/10.1080/13548506.2022.2094427
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&1 *Happ, M. B., Sereika, S., Garrett, K., & Tate, J. (2008). Use of the quasi-
= experimental sequential cohort design in the Study of Patient-Nurse Effectiveness

with Assisted Communication Strategies (SPEACS). Contemporary clinical
trials, 29(5), 801-808. https://doi.org/10.1016/j.cct.2008.05.010

* Happ, M. B., Garrett, K. L., Tate, J. A., DiVirgilio, D., Houze, M. P., Demirci,
J. R., George, E., & Sereika, S. M. (2014). Effect of a multi-level intervention on
nurse-patient communication in the intensive care unit: results of the SPEACS
trial. Heart & lung: the journal of critical care, 43(2), 89-98.
https://doi.org/10.1016/j.hrting.2013.11.010

*Happ M. B. (2021). Giving Voice: Nurse-Patient Communication in the
Intensive Care Unit. American journal of critical care: an official publication,
American Association of Critical-Care Nurses, 30(4), 256-265.
https://doi.org/10.4037/ajcc2021666

*Adams, A., Mannix, T., & Harrington, A. (2017). Nurses' communication with
families in the intensive care unit - a literature review. Nursing in critical

care, 22(2), 70-80. https://doi.org/10.1111/nicc.12141

*Davidson JE, Aslakson RA, Long AC, Puntillo KA, Kross EK, Hart J, Cox CE,
Wunsch H, Wickline MA, Nunnally ME, Netzer G, Kentish-Barnes N, Sprung
CL, Hartog CS, Coombs M, Gerritsen RT, Hopkins RO, Franck LS, Skrobik Y,
Kon AA, Scruth EA, Harvey MA, Lewis-Newby M, White DB, Swoboda SM,
Cooke CR, Levy MM, Azoulay E, Curtis JR. Guidelines for Family-Centered
Care in the Neonatal, Pediatric, and Adult ICU. Crit Care Med. 2017
Jan;45(1):103-128.

«Xue, W., & Heffernan, C. (2021). Therapeutic communication within the nurse—
patient relationship: A concept analysis. International Journal of Nursing
Practice, 27(6), €12938.

«Jin, J., Son, Y. J,, Tate, J. A., & Choli, J. (2022). Challenges And Learning Needs
Of Nurse-Patients’ Family Communication: Focus Group Interviews With
Intensive Care Unit Nurses In South Korea. Evaluation & the health
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professions, 45(4), 411-419.

« Huang, H., Dong, H., Guan, X., Zhang, L., & Zhou, Q. (2022). The facilitated
sensemaking model as a framework for nursing intervention on family members
of mechanically ventilated patients in the intensive care unit. Worldviews on
Evidence-Based Nursing, 19(6), 467-476.

*SANGI, S., ABBASI, M., NABAVI, F. H., MIRI, H. H., LANGARI, M.,
NEKOUEI, M., & FATEMEH, H. A. (2023). Enhancing family nursing practice:
The effect of a supportive-educational programme on the family nursing practice,
family satisfaction and family perceived support in the intensive care unit. Family
Medicine & Primary Care Review, 25(2).

«Reifarth, E., Garcia Borrega, J., & Kochanek, M. (2023). How to communicate
with family members of the critically ill in the intensive care unit: A scoping
review. Intensive & critical care nursing, 74, 103328.
https://doi.org/10.1016/j.iccn.2022.103328
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Appendix 13. Group Interview

H Y F

2 A Jlgte
MZ2 XA,
32 &5

‘olg/et ZE2 & JWE 0/E0] FE6IlE X I JIBICE HELH A=

SR AL EYa

“YRHH IE0| e L0 0/ US + z
M2 G FUD JIE0 M35 SHE BE 016 F SIF0/A0/L"

T ZEES QXN A0 LY FS0IL 2F0| B FHED HFOIR FFS
oIAIGlE K ER6ILHE T SEU WM AL P2} B NI BHE A T
Il QN0 HE ERE0 WM LA s HE.

1A PHELE o/ G4 CE £G0F oFEX & S At At 214 T2
BO0/EL & SIEH HFET LA 27 G227

‘018 WEE ZRI0E ) 90 Qe X 2027

“F20 SOIUCIEID BERN ZE HEH.. W BOIFL HARZDI T
TN FE0| U2 TE MAT BHOIR. T SAFO LJR0/2] HHE
2. 017 D= IO 22 S BHE MELS ISSS SEHE J/HOZ
AW FD.. JEH & FAC X 20R.7

S

‘ME 20/d FRE JMZ I 22 BES0 FEI EE H Re/Le FA0/
Aot tEHZE HAZF MIYE &2 JB0IL. o2t 349 & 22 I A0iH &
CLEIVIROIAE BHECZEE o2t HEIHIA £ 2 A7 ik & S92 <
cI7F AE 8&E S8 OFFE NEE = 002 B 2clz 01€7) &2 +2 2

O oo o=

=
=
0

FOI2. oM J8 XES T& = 0K 20/8 SL20/2.7
KNS & ZEoII BE0T R2/E oL oFd ot OfLich B0l B0 &1 WY
RPE I £2 X 20I2. YUE AT} YA FEE + 2= T80 A= I

EO} Ot ) Rl0/0F S|lAE HWHE + 2L/J.”

O A~z
e &2 %

BHE B3 H DI

‘e Y% T ZZopM Z2E 0L &0t HE At EEDME 22 o
OFAl 2t X8 017 QIA1E, BAE, ESFZCZ L0 Jlf % 018 222
&0 0H 2 F o HE X ZUD S0RE I A 2GNE HEL 014 A
& ZZoxF Y27 Z2 IZI} SEHALII SAHFO AJXE OF LIOIID T
SIXONA HEELE I blE I fE 8 FRIF BOE JIE & [ o401

& 2 20’

“AtE day22IF OFLIZ XH3EIJF B350 6= 180/LI0F JI5E BtE J/3/) 79
&1 JIZ0) Het 28 J/9 Y2014 2 NHELH 55 SE28AH JIEES
caretl HWAIF/Z B &&ols e JIZ9 Z2&0) ol &2t & X 20f

2.

DIHFLZ otEX &85/ Ol 0/ =2t 25 UR ZIHZ O XMjt Z2olE
0] et FEE &0 EZFPLE 20/ Q417 ol 2 AH o = 2 <0/}
JZAE 2 2027

OIFUWE ot Y2AHE BT SSTHUN 5 12 W62 HAHER. 20
0/ RS B0 WS Z FY WD AT BHMS LSHD F S &
SHE CJots GAO0/ILf T2 OIS & HigiE= 2 T AASE L2+ 220

= o=

-178-



=27

Mz B SH AILIZE 2SAI T 2SAEA SIS I ZEE0/LF 012171
al 2&E 22 &0/otI/L 0870 21980 FE0] & BAEL daz 420/
&0/ grE 2 2ot

TIF Zof 39 E0) I L2t 0l IAEL B2 HE0 LR S04 E/I/E
SHECI D HE N HE I LR SF0/70 0/Z7) oo 84 ZEUT &2
JEW 2HAZ0] ZEEZE J/90/ 2012, 018 BEE E:OWA% J™E ¥ 25
al oy 28/ /20 SSi L&A & 8 O &3tof & = 2E A/20/0AH &
Qe 2 20k

A FAIOE LR FEJE X 20/, M SENLNA ASEE LIES 04
Z [} S0/FHA 00O o & JE X 20/,

‘peY

N
ky

EJoIAN SANE BEL MW D2 A0S ENE SEotH HD

‘YEIE JYOE G P02 HE TE MANKEY BN SET LUK
OIS0 405 Y5= A2l HE GHSOZ HM S £ £ 22D 0/F
K HECEHM WSS BIIF 0K LOZ 01N HORUCH 012 420] S0/E &
2.7

PFCC=240il CHSt
sIIR0 ¥
A9 Bt

S F2F GHOKX aHOF S 2 2T OEH GHOF SXE F DT B & glE
TS 8} bp%D S22 47/2 YEMHE A% BEH F2 USUN O 014 &
2 S0/=D 0106151 X Q0jI} Q0D EHFA TS B B 0IIE D EIIAH

2l N O 2ZEh J8 B2 & SI/F0I #AS X 2247

‘Hojs BSA Bo A HFO ofFD BRELH HF = FES2 E'/I/J// et
D2, IFE A& QACAILE J2AIB AHEX ZEH FAICH 0/EHL.”

‘Bis 8029 Al2t0) & O ZSAHE otAotI ot BtEZE FE K SL2otUC)
2 H210] SO0IAH BIE A0 JIM D2 EES ofdid g2 HI”

N FEG QAE 2 A Z HFHOIUA 0/8 428+ 5HL10F 0/ 2 0/&F
oz WL J& HES B8 YOGS SI/R0IF J D o OFaHLE”

VIESEH F O IFE I O’LfJ_ OILIEIE SAF S0l HoHA & L & O0f7/
N = =gt & X 20k,

“2LSALC BILF 018 2 ZE HAHF LD EALS _,’:_’QIM//J// HIF XS & &E
A B+ QE FHEE C/fzf 2 20 HOF Ot LA £Z THHol B2 HES &
LI ST JAE BICI L SFH et 2 S —,x—EiJ_ g5 J& OI8IIE
E & = QU & AI20I1UE X 20t

018 WS WEEES MIt JE SENLYM 2F Of SEoH +FE +£ Y=
FE0/ Q0= otAE, ddie HIOF HEIFCZlie & + s XS0 HA0E T
g2 2 2027

Sof AL JH=
SOt CHE %J/—?O#J/

T HRZ0| GHFLAIF HA EHIEL, 018 i
olE HEZIF 20100 X2 OA WEZ L, H Z4 /
2027

Fr IU|0

-179-



H ONgRE & & 220 L8 22

Ca gt “WE0 B otN ZLAELH OIFE FEo/ OF EFHI Y2 A OS 7 o

LAR uSWE | A <2t 3/7/89 X0/ZE HIE6FE 2141610 0130 0] XZ OFHBE 2
202,
‘WE SAEH B2 e TZalSe HEH WELCE S0/ & & #10 22
LZo..”

AR HNES ‘TEo E + UE A2 HdHFCE EZYE 2 202”7

st Al2t0l O

o £E8 A ‘roleplayI} & otE 2 2T/ WL

2t

=E Do
‘role-play Lt & discussion 0/e1Z & [ ZIHoWA.. 2A1S 920/} 2=
IRE £ QU= A2 BOIZE ££2 X 22 L. 27 LS &0l 5= 2
LI} oHBCtes T TS FEE AHE O/ZH LISEXI SLoI00 07 422
HAL. "
“role-playl} group discussionS SaHA Tl AIHE Sof o/ ZEE0H0/LE 0
AlS 2EL 0I2HE AN JHE LILET OILILITF THA9 ZE Ao &2
# QE AIZIE0] B2 £2 X ZI0/I2.

& =g Al "YEROZ O FP0E X3 FSEI ojA2 & X 202"

HESZ0AL

SHE & "role-playl} discussionS OF2H = 0/&7) HF0] O ZEE &g 7"

SDMe| &2 ‘TE 5317/ SN & ) TXO +& SCTIAT ZXLH & 8 HIF L2 involve

HZo| oS ZCIIF 017 ECIROF O ECIROIE FE WA YF B+FCE HIHIHEL. 3X

& Iy 08 LHES0 A0 SSAEtH HEHEL ZSAIF ZE Aggressivedt
.. 24 O WWE0 EoAHE ZEA X 28/6/0 JAAE BE0/HEI L. £ 2
P& GMEE O BIf ALY TRFH 2= ot 2 LW} & & + ASV A &
JP B2t0l & & #HolL.”

‘SONE [} CIAEE O1H XAt Z 2R ZT0/& [ Z2NE [ AEHA 617/
Z OIAIBF 20 BESHEE 40/ LD o1 AL B Blo) OF WY L2t &
QU WifE 20 28 TISEV/C) 496D ZELH LAFHL. 0127 of
I HE TR FEL 20 SONE & [ 2I2A9F ZEHA 2t Z2 S8 S/ AF
AES of8 JIF 2te 9 E 0/FE J0 8= £ £ UZ X 2lE 42
A HA E X 202,

‘SHHNOZ HE61T) 0jefS RES0 AT YU 56 ZRE
YNZHHE MY TE 9 D& YNS2 ZFol=0 2SMI S0ISEX
235 YNSE Ha ASAHSE WHGID B} 2SNSEEH SF6tD 22/2
YNBE [ A& BSHE BOIAIIE ZE AY HE SYBIHLE ZILE 01K

g SEo 8= X Z2I/EL.

OE N 22 H B WE ANE OF &2 FFUN D USH SIH e
JE YMEE Q0K 012 BRE YNZHO & H0/20X D HEGIE Y
ge 2 2o’

-180-



“WFEE basicdt advancedE LIFA HEWNE S& JET YLIGHE PRCCEIE &0/
L} HEE HE &Zote AMEESHE HERH U2 Z2 WS Jols J 85 =
B\/QL/]]/"

mE
IS
1o

SESLE NN THE & Z0/ 3
SSSE 013 WE 22 MESHH DSS L1rs HE TS 2 2012”7
8 =Bo A2t £52 A

s A, £ AN CHoH role—playE idFol7] JO 0] &&8 FOZE I O/EHE ol 2
AR =2 EXNE A o2 258 XI/0F BL0 ofd s 250/ AE AU T
28 I ol WS 20 LB 22 AEOAH WIF £ 0/L ZENE M2t
B0 X3 Ig8 [ O HE 2 2027
ol =&t I+ AlZtE & I8 Il Role-playAlZtE O &0 2 A £=2 2 2
Ao =g 29 o2’
o m& “0I& &t 30-40F7 ot 2 & HACIIF 302 practical &t HE 2&F 0/Z7 F&otE
== e HEE X 2027
oI O|ERE2 &0/ 2t CHHWAH HSolH old, A 0/E+2MHE &8
WE I+ 29 0/E2CE Z0/0 FHo & FEE =2/% interactiong
F OlE AI2IE0) [ BOIE # QAT ZEVH-)"
‘B £2Z2 1A/2F & compactol X oF D HHFLE 2AIZHE EE oA A I
discussionO/L} role-playE C4& [ af 20 Jfe £2 2 20/L.7
ANE oHLY “LWIF 018 NEOIA G 210F LI 0/ HE £ I LI=2/2 o5 0/l 2= &
Ot IPEHNER., AN =& Mo AME 2= 0/e1 Hof Hoh d2taf & 210/
/2] etel M2tof P ] P2t otE CHAIN Y28 £E2 X 207
M JlEt oA

‘9B ofEL R M5 Ol AEE0/ILIV & 2OF & ot et IR

H 253 B OH= MES0/GMH O BHE X 2012, B2= ME0/E o8
& 2us 2 2oe”

"DEIE F0 BENI SO WIE0 =0, 2 SI/8 HE G0 HEoH=
BENI QSO O UL NHE H1 HE X 2027

“DE D220/ OF BUIT G2 Y20 B o LT 0K % 270 012elE
B0 50182 A6 EAC O/ Y OHRE FS 2N HE FS 2 20
o

-181-



Appendix 14. Survey questionnaire
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