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Critical illness of a loved one and subsequent admission into the critical 
care unit (CCU) have notable effects on family members (FMs). Many 
studies have acknowledged the importance of identifying the needs of 
FMs during this difficult period in an attempt to ease the effects of this 
crisis.[1-4] Molter’s seminal work[5] that explored the needs of FMs led to 
the development of the Critical Care Family Needs Inventory, which 
categorises family needs into five domains, namely assurance, proximity, 
comfort, support and information.[6] 

The admission of a loved one into the CCU may result in FMs 
experiencing symptoms of a psychological nature, both during and 
after the critical illness, such as generalised anxiety and depression, 
acute stress and post-traumatic stress.[7] A survey by Lemiale et al.[8] 
showed that 36% of FMs of patients admitted to the CCU were taking 
antidepressants or anxiolytic drugs, with 8% of FMs using psychotropic 
drugs after the discharge or death of a loved one. In addition, Pochard 
et al.,[9] who conducted a study among 544 FMs using the Hospital 
Anxiety and Depression Scale, found that depression and anxiety were 
evident in 73.4% and 35.3% of respondents, respectively. Presently, more 
attention is being directed towards family nursing in the critical care 
setting worldwide.[10] Current family-centred interventions in CCUs 

include improving care that focuses on quality of life, symptoms of 
psychological distress and end-of-life care.[11] 

The situation is complicated in resource-constrained settings such as 
South Africa (SA). SA’s healthcare system comprises private (medical 
insurance) and state health sectors, with the focus on service delivery 
evolving from a curative, hospital-based service to a comprehensive 
primary healthcare approach. This redistribution of resources to 
primary healthcare has led to reduced resources being available for critical 
care.[12] Although the state health sector has become a comprehensive, 
integrated national service, failure in leadership and stewardship and 
poor management have led to a struggle in handling major challenges 
associated with issues such as effective and efficient management of 
human resources, moonlighting, and ill discipline and absenteeism 
among staff. There has also been a tendency to retain incompetent staff 
or managers, and as a result ‘loyalty rather than ability to deliver’ has 
been rewarded for many years, with no climate of accountability.[13] 

The CCU admission profile in SA is different from that of 
international CCUs. The majority of patients are typically male (65%) 
and traumatic injuries (motor vehicle accidents, gunshots and stabbings) 
account for a large part (53%) of admissions. The remainder comprises 
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medical conditions such as sepsis, metabolic issues and overdose 
(30%), post-surgical complications (4%), gynaecological ailments (5%) 
and infectious diseases (8%). Mortality in CCUs in SA is 31.5%.[12] 
According to Dondorp et al.[14] sepsis and serious infections are more 
prominent in developing countries (e.g. 29% in South Asia and 56% 
in sub-Saharan Africa) than in higher-income countries (6%). The 
South African Surgical Outcomes Study,[15] conducted in 50 state 
hospitals, established that 56.5% of admissions were planned whereas 
the remainder were unplanned. Planned admissions were linked to 
a 34.5% incidence of infection (suspected or confirmed at the time 
of admission), with a higher incidence in unplanned admissions. In 
addition, diagnoses in unplanned admissions required more ventilator, 
renal and inotropic support in the first 48 hours after admission, 
notably longer stays in the CCU and higher overall mortality. 

The HIV/AIDS pandemic also has a profound effect on CCUs in SA. 
From a total population of 56.52 million people, 7.1 million are living 
with HIV infection,[16] which increases the strain on these healthcare 
services. In addition, 16% of the nursing profession is affected by HIV/
AIDS.[12] Despite SA having a sophisticated healthcare structure 
in some areas, the disease profile reflects that of a less-developed 
world.[17] 

As no documented family care programmes or interventions are 
currently available in SA, there is limited support to foster a positive 
change with regard to family support in CCUs. Despite international 
models and theories of family care being available, it may be difficult to 
apply these to the unique SA context of critical care, compounded by 
SA being a multicultural society. The aim of the study was therefore to 
develop a theory of family care in CCUs for the SA setting. 

Methods
Research design 
This study followed a grounded theory approach based on Strauss and 
Corbin’s paradigm model,[18] which provided some detail and structure 
regarding data analysis and allowed for the development of a theory. 
The grounded theory approach is further also suitable in areas where 
limited research has been conducted, as is the case with research on 
family care in CCUs in SA.[18,19] Epistemologically, the researcher worked 
on the assumptions that the world consists of multiple individual 
realities influenced by context; ontologically, reality was viewed as being 
subjective and multiple. The researcher’s axiological approach was that 
all research is value laden and that biases are present.[20] 

Research setting 
The CCUs of two hospitals in the eThekwini metropolitan area, 
KwaZulu-Natal, were selected. Hospital A is a public tertiary referral 
hospital and relies on public–private partnership for service delivery. It 
consists of 807 beds and has 10 CCUs. Hospital B is a 400-bed private 
hospital that forms part of one of the largest private hospital groups in 
SA. This hospital has three CCUs, focusing on surgical, cardiac and 
general critical care cases. The researcher used a mix of private and 
public CCUs, as FMs, critical care nurses (CCNs) and doctors may face 
different challenges in the private and public sectors. All CCUs from the 
two hospitals were included in the study.

Study participants
The study participants included doctors, CCNs and the FMs of patients 
admitted to the selected CCUs. An initial sample of three participants 

from each site was used and sampling continued until data saturation 
was reached, resulting in a total of 32 participants. All doctors and CCNs 
who had at least 6 months’ experience working in a critical care context 
and FMs who had had a loved one admitted to a CCU for at least 24 
hours were eligible for inclusion in the study. Participants were included 
based on their availability and willingness to participate at the time of 
data collection. 

Data collection 
Data were collected by the researcher during in-depth interviews. At 
the start of an interview, the researcher informed the participant of 
the nature of the study and the associated ethical considerations. FM 
interviews started with two primary questions: (i) ‘Tell me about your 
relationship with the patient’ and (ii) ‘Tell me about your experience of 
having a loved one admitted to the critical care unit.’ Interviews with 
CCNs and doctors started with the following question: ‘Tell me about 
your experiences of dealing with family members.’ These primary 
questions were followed with further probes. Interviews were conducted 
in a private space in the respective CCUs and lasted 30 - 45 minutes. 
All interviews were audio recorded. Data collection spanned a period 
of 6 months. 

Data analysis 
Data analysis involved the characteristic coding phases of grounded 
theory (open, axial and selective coding) suggested by Strauss and 
Corbin.[21] During open coding, the data were segmented into meaningful 
expressions and described using single words or phrases. These were 
then analysed to form categories that could be developed further, based 
on attributes or characteristics (Fig. 1).

The initial open coding was followed by axial coding, which involved 
looking for relationships between the identified categories, as suggested 
by the paradigm model of the grounded theory approach.[18] Categories 
were grouped under specific headings and analysed further with regard 
to their properties (Fig. 2)

The final phase – selective coding – involved integrating and linking 
the main categories into a conceptual framework that represents the 
theory grounded in the data. A storyline had to be formulated to 
facilitate integration. The researcher moved from a descriptive storyline 
to a conceptual one, which meant that the central phenomenon had to 
be identified based on the categories that had been described.

The process of induction, deduction and validation was applied 
throughout data collection,[21] as this allowed the researcher to verify the 
emerging theory.

Academic rigour
The following principles of academic rigour applied:

Credibility: Space triangulation was used to collect data on the same 
phenomenon from two sites (a private hospital and a state hospital) to 
test for cross-site consistency.[22] Peer debriefing was used for external 
validation of the emerging data. Member checking was applied, as 
this was regarded as the most important technique for establishing 
credibility of the data in this study.[23] This involved the researcher 
providing feedback about the emerging data and her interpretation to 
participants to ensure it was a true reflection of their reactions. The 
study participants did not suggest any changes.

Dependability: A dependability audit was performed. This involved 
an expert CCN reviewing the researcher’s audio recordings, transcripts, 
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field notes and reflexive journal used during 
the study.

Confirmability: A confirmability trail was 
established by the researcher’s recording the 

research activities during the study so that 
others can follow the research process.

Transferability: The researcher provided 
sufficiently thick descriptions by providing 
detailed descriptions of the research setting, 
participants, data collection methods and the 
timeframe of data collection. The researcher 
also recorded notes in a field journal, 
which contributed not only to establishing 
confidence in the data but also to ensuring 
the transferability of data.

Ethical considerations
Permission for the study was granted by 
the University of KwaZulu-Natal Ethics 
Committee (ref. no. HSS/0102/10) and the 
management of both the public and private 
hospitals. Written consent was obtained from 
all study participants. Owing to the sensitive 
nature of the topic, a psychologist was available 
for counselling should any participant have 
required this service during the interview 
process.

Results
Sample realisation 
A total of nine FMs were interviewed (mean 
age: 31.5 years), with the majority (89%) 
being women. The average length of patients’ 
stay was 9 days. Participating healthcare 
professionals (HCPs) included 17 CCNs 
(mean age 35 years) and 6 doctors (mean age 
37 years). The work experience among doctors 
and CCNs ranged from 6 months to 20 years. 

The theory 
The emerging theory was called the ‘Theory 
of Family Care during Critical Illness’ (Fig. 3). 
One core concept (empowerment) and four 
subconcepts (information sharing; proximity; 
garnering resources; cultural and religious 
cooperation) emerged.

Core concept: Empowerment 
Empowerment refers to a transition process 

during which FMs move from powerlessness 
to improved personal capacity, enabling 
them to deal effectively with the emotional, 
cognitive, physical and environmental 
challenges associated with the critical illness 
of a loved one. HCPs assist FMs in mobilising 
resources (emotional, cognitive, physical and 
environmental) to adequately manage this crisis 
period. In this context, empowerment also refers 
to the empowerment of HCPs, who, in providing 
family care, interact and develop relationships 
with FMs and so acquire knowledge and skills 
that aid in adequately mobilising resources both 
for themselves and for FMs. 

Fig. 1. Initial codes identified during open coding.

Fig. 2. Example of axial coding in process.
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Empowerment is facilitated by information 
sharing, proximity, garnering resources, and 
cultural and religious cooperation. 

Subconcept 1: Information sharing
Information sharing refers to the exchange 

of necessary data or facts about the critical 
illness between HCPs and FMs, which 
increases the knowledge base of both parties. 
When FMs receive information about the 
patient’s condition, treatment, prognosis or 
outcome, their knowledge increases, enabling 
them to better deal with the critical illness of 
a loved one. Both Cypress[24] and De Beer and 
Brysiewicz[4] reported that sharing information 
contributes to psychosocial support of FMs 
and that providing information to FMs about 
the patient’s care reduces anxiety associated 
with the unfamiliar critical care environment. 
Information regarding the technical milieu of 
critical care also forms a crucial component 
of information sharing, as illustrated in the 
following interview extracts:

�‘I needed information to be able to 
understand what’s happening. To know 
what’s happening could have helped me 
to manage the situation better. Without 
information, I was scared, stressed and 
panic stricken [ed].’– FM (patient’s husband)

�‘They just need somebody to explain things 
to them. They come in and see their loved 

ones with a tube in their mouth or nose, not 
responding, and a whole lot of drugs. And 
even if the patient is getting better… it is the 
first thing that they are seeing, the patient. 
They think the worst, and they get very 
emotional, so you need someone to explain 
to them.’ – Doctor

Subconcept 2: Proximity 
Proximity refers to being flexible with 

regard to the family’s access to the patient and 
making it easier for them to be (physically 
and psychologically) close to their loved one. 
Such closeness allows FMs to monitor the 
situation, track the care given to the patient and 
develop trust and confidence in the care. This is 
supported by Plakas et al.[25] and also Fateel and 
O’Neill,[26] who reported that FMs felt a strong 
need to be close to the patient to see what was 
going on. When FMs are unable to maintain 
closeness to their loved one, the resulting lack 
of reassurance fuels negative emotions such as 
fear, anxiety and helplessness. Allowing FMs to 
be close to the patient reduces these negative 
emotions as they are able to provide support to 
the patient without a loss of intimacy. Closer 
proximity is therefore regarded as beneficial 
to both the patient and the FMs. This was 
explained by a participant as follows:

�‘They also need to be given the opportunity 
to be closer to the patient, to be able to 

provide that support to the patient, and 
give the patient their love. This sometimes 
creates a source of hope for the patient and 
themselves, even if the patient is sedated or 
unconscious.’ – Doctor

Subconcept 3: Garnering resources
Garnering resources refers to FMs acquiring 

resources for themselves, with reference to 
both material and non-material resources. 
Material resources refer to the comfort and 
nutrition needs of FMs. It is important for 
FMs to have adequate periods of rest and 
sleep. This can be encouraged by providing 
comfortable couches in the waiting area or, 
if possible, a designated area that has been 
made homely and comfortable. Jamerson et 
al.[27] suggest that because FMs often feel they 
need to stay near the CCU, it is important to 
provide ready access to fluids and nutrition 
(e.g. coffee stations and vending machines) in 
the waiting area. This concept was described 
as follows by participants:

�‘We need to have comfortable seating 
arrangements for FMs in the waiting area as 
they spend many hours in there. Sometimes 
we try and accommodate FMs [who] are 
travelling [from] far.’ – CCN

�‘Maybe also getting something like, you 
know, like a “lazy boy”, especially when 
people come to [the] ICU. There are people 
[who] come from far and you know that 
they need to be comfortable. They do wait 
in the waiting room, but it’s like normal 
chairs. Maybe they should think about 
things like that: a comfortable environment 
where people can be comfortable waiting 
for many hours.’ – FM (patient’s mother)

The non-material dimension relates 
to maintaining hope. McKiernan and 
McCarthy[28] found that FMs used a sense 
of hope as reassurance, irrespective of 
the diagnosis of the patient. Participants 
expressed that hope was necessary to cope 
with the situation. Non-material resources 
also include FMs’ sharing feelings of suffering 
with others, such as family, friends or HCPs. 
This was described by a patient’s daughter 
as follows:

�‘The staff was [sic] quite warm. The sisters 
are quite happy to give you a hug and ask 
you if you need anything, and that’s what 
you need: you need that human touch. It 
is like the staff are able to put themselves 
in our shoes and know what we are going 
through.’ – FM (patient’s daughter)
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Fig. 3. Theory of family care during critical illness.
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SAJCC   July 2019, Vol. 35, No. 1    23

ARTICLE

Subconcept 4: Cultural and religious cooperation
The concept of cultural and religious cooperation refers to HCPs 

displaying a sense of awareness, respect, understanding and acceptance 
of the attitudes, values, beliefs and practices of FMs during the critical 
illness of a loved one. The patient and FMs are recognised as individuals 
in a cultural and religious context, and care by HCPs should be aimed 
at being culturally and religiously congruent. HCPs should further also 
be aware of their own cultural biases and prejudices and ensure that 
they do not impose these on either the patient or a FM, as it could lead 
to situations of cultural, religious or professional conflict. Cook and 
Rocker[29] stated that cultivating culturally and spiritually sensitive care 
is an essential component of critical care, especially in cases of palliative 
care. According to these authors, the meaning assigned to critical illness, 
especially when death is inevitable, is frequently interpreted through 
a spiritual lens: ‘For many people, critical illness triggers existential 
questions about purpose (of life, death, and suffering), relationships 
(past, present, and future), and destiny.’[29] The importance of cultural 
and religious cooperation was mentioned by participants in the study: 

�‘Well, you’ve got to have a basic understanding of the different 
cultures, and what is acceptable and what is not acceptable in that 
cultural group. For example, giving a patient who’s a Jehovah’s Witness 
blood, is unacceptable, so you’ve got to understand what’s acceptable 
and what’s not acceptable. Whether you agree with it or not is not the 
point; it’s beside the point. But you’ve got to respect the … basically 
their point.’ – CCN

�‘There were religious things that I needed to do, but they [the HCPs] 
did not stop us in any way. They allowed us the opportunity to do 
what we had to do. Like when it was my boy’s last rites … I think they 
should allow us, the family, to do what we have to do.’ – FM (patient’s 
mother)

Discussion
Description of the theory 
Fig. 3 is a diagrammatic representation of the described theory. It 
illustrates that crisis and stress associated with the extreme illness of a 
loved one lead to a state of disequilibrium, which manifests as emotional 
turmoil and interrupted physical functioning among FMs. Family 
disequilibrium is mitigated by HCPs allowing FMs access to the patient, 
sharing information about the patient with the family, assisting FMs in 
accessing resources and support, and being cognisant of the cultural and 
religious customs and beliefs of FMs. These factors empower not only 
the FMs, but also the HCPs. This process is facilitated by the HCPs, who, 
in allowing time to engage with a patient’s family, create a perception 
of partnership. This interaction suggests respect for the person and the 
situation and contributes to FMs feeling dignified. 

Assumptions of the theory 
The following assumptions support the identified theory of family care 
during critical illness:
•	 Family care is a collaborative effort. CCNs, doctors and FMs all have 

key roles and there is an inextricable link between them in providing 
family care in the critical-care environment. 

•	 Family care builds on the strength and connectedness of the family; 
the family is viewed as a unit rather than as individuals.

•	 Family care requires a shift in institutional practices and moving from 
the model of the HCP having expert knowledge to one that facilitates 
knowledge exchange.

•	 The highly technical environment of the CCU is stressful for both 
HCPs and FMs, resulting in their expending considerable time and 
energy to cope during periods of uncertainty and fear.

•	 Family care leads to therapeutic relationships developing between 
HCPs and FMs, which foster trust.

•	 Family care promotes an awareness of caring in a multicultural context.

Context of the theory 
The theory developed in this study is an explanatory approach to the 
process of family care in CCUs in the SA context, which is characterised 
by a diverse multicultural sociopolitical system. The context of the 
theory refers to the technical milieu of the CCU, which is sometimes 
perceived as a ‘hostile’ environment characterised by highly technical 
equipment, bright lights, unexpected noise, restricted visiting allowances 
and a rushed pace, with constant activities aimed at saving the lives 
of critically ill patients. The sudden critically ill state of the patient, 
coupled with the technical environment of the CCU, creates the physical 
context for the theory. However, Strauss and Corbin[18] refer to a context 
as not necessarily being only the physical environment, but rather a 
particular set of conditions in which interactions take place to manage, 
handle, perform and respond to a specific occurrence. The context of 
this theory, therefore, also encompasses family disequilibrium, which 
consists of emotional turmoil, interrupted physical functioning, stress 
and crisis.

Purpose of the theory
According to Chinn and Kramer,[30] the purpose of a theory is important 
because it specifies the context and situations in which it applies. The 
theory developed in this study provides knowledge of and insight into 
family care, and its overall purpose is to enhance family care during the 
critical illness of a loved one. It will equip HCPs with information to 
encourage their shifting from a biomedical model of care to one that 
focuses on caring for the patient within a family context, with the family 
seen as part of the health team. The family is recognised as having 
expertise that, in collaboration with the healthcare team, contributes 
towards achieving the best possible outcome for the patient and 
individual FMs. As the SA health sector is so culturally diverse, one of 
the goals of the theory is to enhance family care through the integration 
of culture-specific healthcare and incorporating the principles of ubuntu 
(solidarity and partnership), a concept that is somewhat unique to the 
people of this country. 

Another purpose of the theory is directly related to the concept 
of empowerment, as both FMs and HCPs can equip them with the 
resources (physical and psychological) to deal effectively with the critical 
illness of a patient. Such empowerment is based on the premise that 
these role players will build on their respective strengths rather than 
their weaknesses. The concepts of this theory further add to the process 
of empowerment by encouraging practices in the healthcare setting that 
are aimed at empowerment. Although the theory was developed in the 
context of critical care, it is not restricted to this area. The concepts are 
broad enough to be applied to other disciplines of healthcare in which 
the empowerment of FMs and HCPs is a goal. 

Evaluation of the theory
The theory was evaluated based on whether it was: (i) fitting; (ii) 
understandable; (iii) general; and (iv) controlled.[31]

The theory was regarded as fitting owing to the essential information 
used to describe the characteristics of FMs and HCPs and the context 



24    SAJCC   July 2019, Vol. 35, No. 1

ARTICLE

used in the study. Information regarding the CCUs included in the study 
was also provided. The fittingness of the study was further demonstrated 
by relating each category of the theory to literature to highlight possible 
similarities or differences between current research and that of earlier 
theoretical constructs. However, despite efforts to ensure fittingness, 
the ‘final judgement of the transferability of the findings ultimately rests 
with the reader’.[31]

To ensure that the phenomenon investigated is accurately identified 
and delineated, study participants should guide the enquiry process. 
In the context of the present study, participants’ responses were used 
to guide further data collection. For example, when participants were 
asked to conceptualise family care; they used words such as ‘partnership’, 
‘togetherness’, ‘humanity’ and ‘collaboration’. These words subsequently 
became codes that directed further enquiry and interview questions 
(for example: ‘What do you mean by family care being defined as 
humanity?’) In addition, two participants, a HCP and a FM, were asked 
to review the final diagrammatic presentation of the theory and its 
descriptions. They indicated that the theory accurately represented their 
experiences and meaning of family care during critical illness in the 
critical care setting.

The researcher strove for generality by writing conceptually about 
the concepts and subconcepts of the theory, rather than simply offering 
descriptions. However, despite in-depth descriptions being provided, it 
is ultimately up to the reader to decide whether the suggested theory can 
be applied to other settings. 

Control was achieved by using the paradigm model during data 
analysis. Causal, facilitative and inhibitive intervening conditions are all 
components of the paradigm model.

Study limitations
This study setting was confined to an urban setting and thus a rural 
setting was not taken into account. Although the findings of qualitative 
research are usually not generalisable to the larger population, having 
excluded a rural setting may mean that the findings reflect only 
the experiences of FMs and HCPs in an urban setting and that the 
experiences of FMs and HCPs in a rural setting may be different. 
Furthermore, as the setting was confined to a single province (KwaZulu-
Natal), the cultural dynamics may not be representative of those in 
other SA provinces. The cultural findings of this study may therefore 
be geographically limited. The majority of the FMs interviewed were 
female, and consequently the findings represent mostly the experiences 
of women. 

Conclusion 
This study put forward a substantive middle-range theory that has 
been grounded in data collected from HCPs and FMs. The theory 
identifies family care as a collaborative effort between HCPs and FMs, 
characterised by partnership and trust. In addition, this theory allows 
for family care to be positioned in a culturally diverse context. The 
constructs of this theory equip HCPs in CCUs to provide appropriate 
family care to meet the needs of FMs and, in doing so, contributing to a 
more manageable and less stressful critical care experience for patients’ 
families. The recommendations include implementing and evaluating 
the theory. Further research needs to be conducted in rural settings in 
SA, where the issue of limited resources is more prominent. 
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