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Abstract

Aim: This study aimed to determine the perspectives of South African nurses working in critical care

units on the frequency of use of alternative communication strategies to support patient-centered

communication with critically ill adult patients.

Background: Critically ill patients have the right to communicate and participate in their treatment to

avoid adverse medical outcomes due to the severity of their illness, their responsiveness and level of

consciousness. This human right has often been neglected by healthcare professionals, as a result of

limited alternative communication support provided to patients who are unable to speak due to, for

example, endotracheal intubation. Despite the successful use of alternative communication strategies

in critical care units in other countries, limited implementation in South African hospitals has been

reported.

Design: The study followed a quantitative non-experimental survey research design.

Methods: A total of 210 nurses working in both private and public hospitals completed a survey on

their perspectives on the use of alternative communication strategies in critical care units.

Results: Nurse participants reported experience working with critically ill and communication-

vulnerable patients. Nurse-patient communication mainly involved the use of pen and paper, facial

expressions and gestures to obtain information relating to patients’ needs and their health history.

Limited use of speech-generating communication devices was reported.

Conclusion: Nurse training on the use and implementation of alternative communication strategies,

such as communication boards or electronic speech-generating devices, should be investigated to

improve nurses’ communication with communication-vulnerable patients in South Africa.

Relevance to clinical practice: The results are applicable in clinical practice due to patients´ need for

alternative communication. The nurses mainly used low tech solutions, which are cheap and easy to

access. However, there exists an opportunity to increase the use of available digital solutions.
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"What is known about this topic"

Communication with critically ill patients in the CCU is challenging due to the patients’

individual levels of consciousness, levels of cognitive impairment and fatigue.

Nurses need to obtain information from patients about their health history to ensure

individualized and appropriate interventions.

Alternative communication supports, such as communication boards, electronic speech-

generating devices and tablets with communication applications, have been used with success

in CCUs.

"What this paper adds”

Critically ill patients have the right to communicate.

Nurses should make available alternative methods of communication support to

patients for use in CCUs.

Nurses working in CCUs should be trained on the implementation of augmentative

and alternative strategies to enable critically ill patients to communicate.

Keywords: augmentative and alternative communication; communication board; communication

vulnerable; nurse-patient communication

1 Introduction

“Everyone has the right to freedom of opinion and expression; this right includes freedom to

hold opinions without interference and to seek, receive and impart information and ideas through any

media and regardless of frontiers” [1]. This statement from Article 19, Section 2, of the Universal

Declaration of Human Rights underscores the principle that all people, irrespective of their age, status,

ability or communicative capacity have the right to communicate [2]. Within the critical care unit

(CCU), critically ill patients also have the need for and right to effective communication to avoid

adverse medical outcomes [3, 4]. This right to freedom of opinion and expression should take into

consideration that interactions between nurses and patients in CCUs are influenced by a patient’s level
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of consciousness, severity of illness and degree of responsiveness [5]. Regrettably, healthcare

professionals working in CCUs sometimes do not give patients the opportunity to provide input and

be part of decision making for their treatment. Thus, they deprive patients of their right to

communicate [6, 7].

Critically ill patients admitted to CCUs frequently require mechanical ventilation. This often

results in patients being unable to speak and may consequently have an impact on effective

communication with nurses [8]. Blackstone [9] defined patients with a limited ability to speak, hear,

understand, read and write as communication vulnerable. Communication-vulnerable patients with

temporary conditions (e.g. conscious but mechanically ventilated) may experience vulnerability,

frustration, anger, stress and anxiety due to ineffective communication and communication

breakdowns [5, 10, 11]. These communication-vulnerable patients may be at risk of developing

physiological distress that causes them to withdraw from interaction with nurses [8]. When patients

withdraw and refuse to continue participating in their own treatment, it could lead to a situation where

nurses and other healthcare professionals no longer have sufficient information to address these

patients’ needs [8, 12]. Patients’ withdrawal may further affect their rehabilitation and recovery time,

and may even result in increased hospital costs due to, for example, prolonged treatment and longer

hospital stay [10, 13, 14]. It is also important to consider that CCU patients are a heterogeneous group

and that their levels of consciousness, physical strength, fatigue and/or cognitive impairment

(especially delirium) may have an impact on their communication [15].

Communication with critically ill and communication-vulnerable patients could be achieved

using alternative strategies such as speaking valves, interpretation of facial expressions, head nods, lip

reading and mouthing, gestures, communication boards, speech-generating devices, and writing or

typing [16, 17]. Alternative communication strategies have been used with communication-vulnerable

patients in CCUs all over the world to improve nurse-patient communication [18-21]. Patients

reported that they were more satisfied and less stressed about their treatment when alternative

communication strategies were implemented during their stay in the CCU [11, 13, 18]. However, in a

study done in the United Kingdom [22] it was found that although assistive communication devices
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were available in CCUs, they were hardly ever used, and nurses still opted for unaided

communication strategies such as lip reading and mouthing.

2 Background

The present study was conducted in South Africa, a country that has a pluralistic healthcare

system with separate public and private sectors. This means that both Third and First World health

conditions are encountered among the population [23]. The higher incidence of acute and chronic

disease (notably HIV/AIDS), as well as high levels of violence affect the acuity of illness and injury,

and these consequently increase the number of patients admitted to CCUs [24]. Healthcare services

focus on increasing the number of critical care beds, while healthcare professionals focus on

providing quality and safe care to critically ill patients. Although the majority of South Africans have

access only to public hospitals, a mere 23% of public hospitals have CCUs, as opposed to 84% of

private hospitals [25]. Of the national total of about 4168 intensive care or high-care beds, 43% are in

the public sector and 57% in the private sector [25]. The CCU bed-to-total hospital bed ratio is 2.2%

in public and 14.3% in private hospitals [26]. The current study sampled professional nurses from

Gauteng – one of the three provinces in South Africa that collectively have more than 80% of the

available CCU beds [25] (49% of these beds are in Gauteng) [26, 27]. To date, limited research has

been done on the use of alternative strategies in nurse-patient communication in South African CCUs.

A pilot study in a public hospital in Gauteng that investigated nurses’ perspectives on the use of a

communication board in a CCU suggested that nurses agreed on the importance of nurse-patient

communication in the CCU [28]. However, the authors found that despite nurses having been trained

on the use of a communication board in the CCU setting, only limited implementation of this type of

board was observed [28]. Since alternative communication strategies are used only to a limited degree

in South African hospitals, it was important to determine the perspectives of South African nurses

regarding the potential clinical implementation of such strategies in CCUs.
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3 Methods

3.1 Study design and aim

This study adopted a non-experimental descriptive survey design aimed at determining the

perspectives of South African nurses working in CCUs of private and public hospitals on the

following three issues: (i) the frequency of patients’ need to communicate with nurses; (ii) the reasons

why nurses communicate with patients; and (iii) the alternative strategies currently used by critically

ill adult patients to communicate with nurses.

3.2 Setting and sample

Participants were professional nurses working in adult CCUs. They met the study’s inclusion

criteria if they were professional nurses who had worked for a minimum of six months in an adult

CCU in either a private or public hospital in Gauteng. Convenience sampling was used as one of the

authors had access to the professional nurses enrolled on a critical care program. These nurses were

working in approximately 26 different hospitals, including all three major private hospital groups and

hospitals in the public sector. A total of 346 professional nurses who were enrolled for the specific

postgraduate critical care program during the time of data collection were invited to participate in the

survey. The sample size for the study was 216 from a population total of 364. From the 216

distributed questionnaires, 214 responses were received resulting in the response rate of 99.07%.

3.3 Research instrument and data collection

A participant information leaflet was shared and discussed with the nurses, and once informed

consent was obtained, data collection was performed over a period of seven months (November 2016

to May 2017). The questionnaire (see Appendix A) that was administered to collect data used a four-

point Likert scale (always, frequently, occasionally, never) and had been adapted from a questionnaire

by Gropp et al. [28] and Patak et al. [21]. Section A requested the participants’ biographical

information, while Section B focused on different communication aspects between nurses and patients
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(i.e. patients’ need to communicate; reasons for nurses to communicate with critically ill patients; and

current alternative communication strategies used by critically ill adult patients in the CCU).

The questionnaire was piloted with four professional nurses, all of whom are experts in the

field of critical care nursing (M = 16 years’ experience; range 5 to 25 years’ experience). The CCU

nursing experts commented on and confirmed the suitability and appropriateness of the instrument for

the South African critical care setting. Minor changes were made with regards to terminology. As the

general accepted rule is that  of 0.6-0.7 indicates an acceptable level of internal consistency

reliability [29], the Cronbach alpha of 0,61 obtained for the 13 questions measured with a Likert scale

showed that the instrument had sufficient internal consistency. Participants received a hard copy of

the questionnaire which was hand delivered for completion. The completed questionnaires were

submitted by the participants after a contact session for data capturing.

3.4 Ethical considerations

This study received ethics approval from the Faculty of Health Sciences of the specific

institution for higher education (Reference number: 397/2016), and permission to conduct the study

was obtained from the head of department of the nursing education institution involved. The

professional nurses were informed that participation was voluntary and that their postgraduate studies

would not be affected if they opted not to participate. Participants consented through completing the

questionnaire, which ensured confidentiality and anonymity. One of the researchers had access to the

professional nurses enrolled, but she did not influence their participation in the study.

3.5 Data analysis

The collected data were coded and captured on an Excel spreadsheet that was further analyzed

using Statistica software to organize, analyze and summarize the results in a scientifically meaningful

way. In order to achieve the aim of the study, the results were presented according to participants’

current work settings, namely private and public hospitals. Comparisons were subsequently drawn,

and conclusions were reached. Quantitative descriptive and inferential statistics were applied to

analyze the data and draw conclusions. The study applied descriptive statistics to determine the
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perspectives of participants from private and public hospitals on the use of alternative communication

strategies. Frequencies and percentages were used to summarize the results of each item being

analyzed. Inferential statistics, namely the chi-square test, were applied to test the level of association

between the different perspective and participants’ work setting. A chi-square test was applied to test

the level of association between demographic information, such as gender, age, language, work

setting (private and public hospital), and categorical data about nurses’ perspectives.

In order to perform statistical analysis, hypotheses were formulated for the data obtained.

Based on the information obtained from the nurse participants, a two-sided hypothesis was posed as

the alternative hypothesis, as it was assumed that the perspectives of nurses working in private

hospitals would differ percentage-wise from those of nurses working in public hospitals:

H0:  There is no significant difference between the perspectives of nurses working in private

and public hospitals.

H1:  There is a significant difference between the perspectives of nurses working in private

and public hospitals.

4 Results

Altogether, 214 (62%) of the potential 346 participants consented to participate. Four of the

214 questionnaires were excluded as the answers were incomplete. As a result, 210 questionnaires

were included for data analysis. More participants worked in the CCUs of private hospitals (70%)

than of public hospitals (30%), and thus the statistician ran an analysis with equal sample sizes, i.e. N

= 62 for both private and public hospitals on a total of 124 to see how these results differed on equal

sample sizes. No significant difference was found, as the same conclusion was reached with data with

equally sized samples [30, 31]. In fact, the current test confirmed greater reliability, since 90% of the

results remained the same when the analysis was run with another set of sample sizes from the same

data set. The results of the study were eventually presented using the original numbers of the data set.
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Table 1 reflects the biographical information of the participants (N=210) according to their

work setting.

Table 1 shows that the majority of the 210 participants were female (90%) and working in

private hospitals (70%). The participants working in private hospitals had a mean age of 36 years

(between 23 and 53 years old), while the age of participants working in public hospitals ranged

between 25 and 55 years (M=37). In both private and public hospitals, the participants’ clinical CCU

experience ranged from 1 to 20 years (M = 6.07; 5.42 respectively), with the majority having worked

in a CCU for three years. The first language of participants represented all of the 11 official languages

of South Africa, and also included French and Malayalam (a language native to India). For the

demography of participants, such as gender (chi-square test = 0.8238; df =1; p-value = 0.3640);

language (chi-Square test = 21.0726; df= 13; p-value = 0.0715), and years’ of nursing experience

working in CCU (chi-square test = 25.3358; df = 23; p-value = 0.3332), the observed number of

participants did not differ significantly from what would have been expected between participants

from private and public hospitals for each category, since p-values were greater than 0.05.

Conversely, age of participants showed a significant difference between observed and expected

frequencies in each age category between private and public hospitals (chi-square =52.4454; df = 32;

p-value = 0.0127). The results thus showed that the demographic information of participants working

in private and public hospital did not differ significantly, except for age.

Table 2 presents a summary of the frequency, percentage, and p-values (and the significance

of their difference) of the perspectives of participants working in private and public hospitals

regarding their communication with critically ill patients. The table shows the participants’

perspectives on (i) the frequency of patients’ needs to communicate with nurses; (ii) the reasons why

nurses communicate with patients; and (iii) the alternative strategies currently used by critically ill

adult patients to communicate with nurses.

No statistically significant difference (chi-square = 5.53818, df = 4; p = 0.236) was found

between the responses of participants working in private and public hospitals on patients’ need to
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communicate with nurses. From the total of 170 participants, 18 (10.6%) were of the opinion that

critically ill patients do not need to communicate, or only need to communicate occasionally. Eleven

of these 18 participants (6.4%) were working in private hospitals and 7 (4.1%) in public hospitals.

The results show that, with regard to obtaining information about patients’ health history as

the reason for nurses’ communication with patients, there was a statistically significant difference in

respect of nurses working in private and public hospitals (chi-square = 12.2922; df = 4; p = 0.0153).

For example, nurses in private hospitals were significantly more likely to perceive communication as

being used to (i) obtain information relating to patient’s history. Conversely, there was no statistically

significant difference between private and public hospitals relating to nurses’ communication with

patients to determine the latter’s (ii) level of understanding (chi-square = 1.94788; df = 3; p-value

0.583), (iii) pain levels (chi-square = 3.92292; df= 4; p-value = 0.417) and (iv) needs (chi-square =

9.21961; df = 4; p-value = 0.056). This was evident from the fact that the p-values were greater than

0.05 and chi-square test did not fall within the rejection region.

There was no significant difference (p > 0.05) between nurses working in private and public

hospitals in respect of the perceived reasons for the breakdown in communication that occurred

between nurses and critically ill patients. There was also no significant difference between nurses

working in private and public hospitals in terms of the reported frequency of caring for

communication-vulnerable patients who could not (i) understand English or other languages spoken to

them (chi-square = 0.696045; df = 1; p = 0.404); (ii) hear what nurses said due to hearing impairments

(chi-square = 0.289997; df = 1; p = 0.590); (iii) speak due to communication disability (chi-square =

0.000598; df = 1; p = 0.980); or (iv) speak due to medical intervention, such as an endotracheal or

tracheostomy tube (chi-square = 0.927451, df = 1; p = 0.336).

There was no significant difference between nurses working in private and public hospitals in

terms of the reported frequency of patients’ communication through the use of (i) pen and paper to

write messages (n = 129; 67.89%; n = 52; 27.37%; chi-square = 4.96599; df = 4; p = 0.291); (ii) facial
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expressions (n = 124; 65.26%; n = 55; 28.96%; chi-square = 2.25969; df = 4; p = 0.688), and (iii)

signs and gestures (n = 103; 55.08%; n = 48; 25.76%; chi-square = 3.81162; df = 4; p = 0.432).

There was no significant difference between nurses working in private and public hospitals in

terms of the reported frequency of the use of electronic speech-generating devices (n = 119; 71.26%;

n = 48; 28.74%; chi-square = 4.86511; df = 4; p = 0.301) and speaking valves (n = 119; 70.83%; n =

49; 29.17%; chi-square = 2.90310; df = 4; p = 0.574). However, there was a statistically significant

difference between nurses working in private and public hospitals in terms of the reported frequency

of the use of communication boards (n = 124; 71.26%; n = 50; 28.74%; chi-square = 15.2206; df = 4;

p = 0.004). Limited use (occasionally, seldom, never) of communication boards was reported (n = 43;

86%) in public hospitals.

5 Discussion

This study aimed to explore the perspectives that nurses working in the CCUs of private and

public hospitals held on the use of alternative communication strategies to support patient-centered

communication with critically ill adult patients. A response rate of 62% was achieved, which could be

attributed to the fact that the second author was actively involved in collaborative research projects.

Valuable relationships with healthcare professionals in the critical care environment had also been

developed over a period of 25 years in the critical care environment in South Africa. The participants’

years of experience in critical care ranged from one to 20 years, which supports the notion that

professional nurses work in the CCU in South Africa for many years before commencing a

postgraduate qualification in critical care. The rationale may be that a limited number of professional

nurses are given study leave to pursue postgraduate studies, as it places additional stress on the nurses

left behind to continue the work in the CCU [27]. In South Africa, professional nurses are allowed to

work in the CCU without a critical care postgraduate qualification.

Although the participants’ first language was representative of the 11 official languages of

South Africa, English continues to be the main language used officially and unofficially in healthcare

settings in South Africa [32-34]. The likelihood of healthcare professionals (such as nurses) and their
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patients not speaking the same first language and having to communicate in English as a second or

third language might also influence communication between the two parties [34, 35]. This difference

between English typically used in South African hospital settings and the first language of patients

could also affect a patient’s right to communicate, as declared by Section 2 in Article 19 of the United

Nation’s Universal Declaration of Human Rights [1, 35]. Blackstone’s [9] definition of

communication vulnerability includes patients with limited proficiency in the language spoken by

healthcare professionals and the subsequent risk of communication breakdown during medical

encounters.

5.1 Patients’ need to communicate with nurses

A question on patients’ need to communicate with nurses was asked to participants in both the

Gropp study [28] and in the current study – both of which were conducted in South Africa. In

alarming contrast to the findings of Gropp’s study, where all nurses (100%) agreed on the importance

of nurse-patient communication in CCUs [28], results from the current study revealed that 10.6%

(n=18) of the participants from both private and public settings were of the opinion that critically ill

patients do not need to communicate, or only need to communicate occasionally. When nurses do not

perceive communication with patients as essential, this may affect nurse-patient relationships and also

deny patients their human right to communicate [1, 5, 36]. Furthermore, if the nurse does not involve

the critically ill patient by means of alternative communication strategies, shared decision making is

not possible [3]. This also implies that neither patients’ input and experiences of their illness, nor their

specific needs are taken into account while their condition is being managed [37]. Ineffective

communication may furthermore compromise the positive continuity of patient care, patient safety

and health outcomes [11, 36]. Therefore, it is vital to understand the value and importance of patient-

centered communication.

5.2 Reasons why nurses communicate with patients

Findings in support of the results revealed two statistically significant differences in the extent

to which each group perceived the need to communicate with critically ill patients: to obtain health
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history information from patients and to determine the patients’ needs. Other studies, furthermore,

found that communication with critically ill patients is necessary to manage the latter’s health

optimally [5, 14, 38]. Nurses need to obtain information from patients about their health history to

ensure individualized and appropriate interventions [6, 37]. Through communication, nurses are able

to provide patient care with humanity and respect, based on the patients’ needs and preferences [6,

39].

5.3 Existing communication strategies used by critically ill patients

Results from this study confirm that the perspectives of nurse participants regarding

communication with critically ill patients in South African CCUs are consistent with global findings

over the past 30 years [5]. Although no statistically significant differences were found between the

perspectives of nurses working in the two types of hospital settings, the three communication

strategies primarily used in CCUs in both private and public South African hospitals were (i) written

messages using pen and paper; (ii) facial expressions, and (iii) signs and gestures. When pen and

paper is implemented as a communication strategy with critically ill patients, the individual’s

language proficiency, literacy and physical strength should be taken into consideration. Cavaco et al.

[17] highlighted that nurses should ensure that they are properly positioned during the nurse-patient

communication to enable their understanding of the patient’s communication attempts and limit the

potential of misinterpreting patients’ facial expressions, signs and gestures. Inaccurate interpretation

of a patient’s communication could result in inappropriate treatment.

In identifying potential barriers to the use of alternative strategies, such as electronic speech-

generating devices and communication boards, Carruthers [19] suggests that hospital staff may

consider them too bulky and that the slow speed of communication likely influences staff who are

under time constraints. Furthermore, due to a lack of training, staff members might be unaware of the

availability of alternative equipment when communicating with patients in CCUs [17, 19, 28].

Literature on the use of communication boards in CCUs in South Africa seems to be limited.

The pilot study done by Gropp et al. [28] in South Africa revealed that nurses did not use a
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communication board when communicating with critically ill patients in the CCU, despite the fact that

nurses agreed on the importance of effective communication with critically ill patients to avoid

adverse medical outcomes. Findings from a study done in Botswana, a neighboring country to South

Africa, indicate that no alternative communication strategies (e.g. communication boards, pen and

paper) were used in the CCU, despite the fact that they were available [40].

The selection of a method of communication should be guided by individual patients’ needs

[41]. For example, the severity of a patient’s illness, their level of consciousness, degree of

responsiveness, understanding of the English language, and literacy skills, may all influence their

preference of the type of communication board to be used. The use of electronic speech-generating

devices and picture-based communication boards rather than words, phrases or alphabet boards to

facilitate communication may be preferred by critically ill patients, as understanding pictures may be

less demanding than reading words [5, 41]. To enable nurses to improve communication with

critically ill patients, communication training to implement their augmentative and alternative

communication strategies in CCUs is recommended [17, 28]. It is further suggested that the right of

critically ill patients to communicate should be emphasized in such a nurse training program.

6 Limitations and Directions for Future Research

Results should be handled with caution as this study was conducted with a convenience

sample of professional nurses working in one province in South Africa, who were enrolled in a post-

qualification critical care course at one nursing institute. As such, professional nurses from other

provinces and institutes in South Africa did not have the opportunity to participate – thus the results

may not be generalizable. It is, furthermore, a concern that some participants were of the opinion that

critically ill patients do not need to communicate, or only need to communicate occasionally.

Therefore, a follow-up study is suggested to determine the importance of communication as perceived

by nurses working in CCUs. Furthermore, the cultural relevance of available CCU communication

boards (e.g. the Vidatak EZ boards) in the South African context should be determined, in an attempt

to address the sustainable use of alternative communication strategies.
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The use of speech-generating devices or tablets with communication applications within

South African CCUs should also be investigated in future research. For example, a quasi-experimental

nonequivalent control group pre-test post-test design could be used. The experimental group could

receive training on the implementation of speech-generating devices or tablets with communication

application after having completed the pre-test and before completing the post-test. The control group,

made up of participants with similar characteristics, would have to complete both the pre-test and

post-test before also receiving the same training that the experimental group had undergone before

completing the post-test. Ethically, this would be important so as not to deprive them from receiving

training simply because they happen to be in the control group.

7 Conclusion

The findings of this study contribute to the body of knowledge regarding the perspectives of

nurses working in CCUs in private and public hospitals on the use of alternative communication

strategies in South Africa. The study failed to reject the null hypothesis that there is no significant

difference between the perspectives of nurses working in private and public hospitals regarding

patients’ needs to communicate and patients’ current communication strategies with nurses. However,

there is enough evidence to reject the hypothesis that there are no significant differences between the

perspectives of nurses working in private and public hospitals regarding the reasons for nurses’

communication with patients. The results support global findings that the majority of nurses

communicate with patients by means of pen and paper, facial expressions, and signs and gestures.

Two main reasons highlighted by nurses for communication with patients were to obtain information

regarding their health history and to determine their needs. Communication was therefore perceived

as a way to enhance respect and promote individualized care, based on patients’ needs and

preferences. The researchers therefore propose that critically ill patients’ right to communicate be

included in a nurse training program on the use of alternative communication strategies between

nurses and communication-vulnerable patients. The use of alternative communication strategies such

as communication boards, speech-generating devices and tablets with communication applications

may also enable critically ill and communication-vulnerable patients to express their basic needs.
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Table 1

Biographical Information of participants (N=210)

Private Hospital Public Hospital Total
Chi-

square
df** p-value

n % n % n %

(i)Work
setting

148 70% 62 30% 210 100

(ii)    Gender 0.8238 1 0.3640

Male 13 6% 8 4% 21 10%

Female 135 64% 54 26% 189 90%

Total 148 70% 62 30% 210 100%

(iii) Language 21.0726 13 0.0715

Afrikaans 33 16% 11 5% 44 21%

English 16 8% 3 1% 19 9%

French 1 0% 0 0% 1 0%

isiNdebele 4 2% 2 1% 6 3%

isiXhosa 9 4% 8 4% 17 8%

isiZulu 23 11% 4 2% 27 13%

Sepedi 30 14% 12 6% 42 20%

Sesotho 8 4% 5 2% 13 6%

Setswana 16 8% 5 2% 21 10%

SiSwati 1 0% 4 2% 5 2%

Tshivenda 2 1% 4 2% 6 3%

Xitsonga 4 2% 3 1% 7 3%

Malayalam
(Indian
language)

1 0% 0 0%
1 0%

Language not
indicated
(missing
data)

0 0% 1 0%

1 0%

Total 148 70% 62 30% 210 100%

Mean Range Mean Range
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Private Hospital Public Hospital Total
Chi-

square
df** p-value

n % n % n %

Private hospital Public hospital

(iv) Age 36.49 (23 – 53) 37.07 (25-55) 52.4454 32 0.0127*

(v) Years of
nursing
experience
working in
CCU

6.07 (1-20) 5.42 (1-20) 25.3358 23 0.3332

Note: *p<0.05 **df=Degrees of Freedom



Running title: Nurses perspectives on alternative communication strategies

21

Table 2

Summary of nurse participants’ perceptions on existing communication in CCU

Private Hospital Public Hospital Total
Chi-

square
df** p-value

n % n % n %

(i) Patient need to communicate with nurses (n=170)

Always 74 60.7 32 66.7 106 62.4 5.53818 4 0.236

Frequently 37 30.3 9 18.8 46 27.1

Occasionally 7 5.7 2 4.2 9 5.3

Never 4 3.3 5 10.4 9 5.3

Total 122 100.0 48 100 170 100.0

(ii) Reasons for nurses’ communication with patients

To obtain information relating to patients’ health history (n=207) 12.2922 4 0.0153*

Always 118 80.8 47 77.0 165 79.71

Frequently 20 13.7 5 8.2 25 12.08

Occasionally 7 4.8 9 14.8 16 7.73

Never 1 0.7 0 0.0 1 0.48

Total 146 100.0 61 100 207 100.00

To determine patients’ understanding (receptive) (n=205) 1.94788 3 0.583

Always 116 80.0 43 71.7 159 77.6

Frequently 22 15.2 12 20.0 34 16.6

Occasionally 6 4.1 4 6.7 10 4.9

Never 1 0.7 1 1.7 2 0.9

Total 145 100.0 60 100.0 205 100.0

To determine patients’ pain levels (n=207) 3.92292 4 0.417

Always 121 82.3 45 75.0 166 80.19

Frequently 24 16.3 12 20.0 36 17.39

Occasionally 2 1.4 2 3.3 4 1.94
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Private Hospital Public Hospital Total
Chi-

square
df** p-value

n % n % n %

Never 0 0.0 1 1.7 1 0.48

Total 147 100.0 60 100.0 207 100

To determine patients’ needs (n=207) 9.21961 4 0.056*

Always 126 86.3 45 73.8 171 82.61

Frequently 18 12.3 12 19.7 30 14.49

Occasionally 2 1.4 3 4.9 5 2.42

Never 0 0.0 1 1.6 1 0.48

Total 146 100.0 61 207 100

(iii) Current communication strategies that conscious, mechanically ventilated patients
use with nurses

Patients write message (pen and paper) (n=190) 4.96599 4 0.291

Always 26 19.5 10 17.5 36 18.95

Frequently 42 31.6 12 21.1 54 28.42

Occasionally 61 45.9 30 52.6 91 47.89

Never 4 3.0 5 8.8 9 4.74

Total 133 100.0 57 100.0 190 100

Patients use communication boards (n=174) 15.2206 4 0.0004*

Always 13 10.5 4 8.0 17 9.8

Frequently 18 14.5 3 6.0 21 12.0

Occasionally 57 46.0 13 26.0 70 40.2

Never 36 29.0 30 60.0 66 38.0

Total 124 100 50 100 174 100.0

Patients use electronic devices (n=167) 4.86511 4 0.301

Always 5 4.2 2 4.2 7 4.2

Frequently 6 5.0 3 6.3 9 5.4

Occasionally 27 22.7 5 10.4 32 19.2

Never 81 68.1 38 79.2 119 71.3

Total 119 100.0 48 100.0 167 100.0
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Private Hospital Public Hospital Total
Chi-

square
df** p-value

n % n % n %

Patients use signs or gestures (n=187) 3.81162 4 0.432

Always 16 15.7 8 13.6 24 12.8

Frequently 30 29.4 21 35.6 51 27.3

Occasionally 31 30.4 19 32.2 76 40.5

Never 25 24.5 11 18.6 36 19.3

Total 102 100.0 59 100.0 187 99.9

Patients use facial expressions (n=190) 2.25969 4 0.688

Always 36 27.7 19 31.7 55 29.0

Frequently 49 37.7 21 35.0 70 36.8

Occasionally 39 30.0 15 25.0 54 28.4

Never 6 4.6 5 8.3 11 5.8

Total 130 100.0 60 100.0 190 100.0

Patients use speaking valves (n=168) 2.90310 4 0.574

Always 2 1.7 2 4.1 4 2.4

Frequently 4 3.4 0 0.0 4 2.4

Occasionally 32 26.9 11 22.4 43 25.6

Never 81 68.1 36 73.5 117 69.6

Total 119 100.0 49 100.0 168 100.0

Note: *p<0.05 **df=Degrees of Freedom


