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Abstract

Background
Comparing emotional experiences between patients in ICU and general wards, exploring aspects of
patients' relationships with healthcare staff using the Patient Evaluation of Emotional Care during
Hospitalisation (PEECH) questionnaire.

Methods
A project to humanise the ICU had previously been undertaken, heeding the recommendations set out in
the Humanisation in Intensive Care Units Best Practices. Based on a preliminary study, an alpha risk of
0.05 and a beta risk of 0.20 was obtained in a two-tailed test. 252 general patients and 252 ICU patients
needed to detect a difference equal to or greater than 0.2 units on the PEECH scale. A common standard
deviation of 0.8 units was used. 513 questionnaires were collected, 253 from ICU and 260 from patients
on general wards.

Results
Signi�cantly higher scores were achieved by the ICU on sub-scales level of security 2.83 in ICU v. 2.62 on
general wards (p < 0.001); level of personal value 2.79 v. 2.57 (p < 0.001); level of knowing 2.64 v. 2.55 (p 
= 0.035). Not signi�cative differences were found on sub-scale level of connection with mean score of
1.66 v. 1.46 (p = 0.033).

Conclusion
Signi�cant differences were found on all sub-scales, with the ICU scoring higher than the general wards.
On the contrary, no shortcomings were identi�ed for level of security, level of knowing in the care process
or level of personal value. The level of connection with staff was not perceived in terms of continuous
and coordinated care. Efforts should be made for patients to know the staff caring for them, especially in
short stays.

Background
For healthcare professionals and laypeople alike, the image of ‘intensive care’ is intrinsically linked to a
highly technological and cold environment, where patients are rendered invisible by the machines keeping
them alive while their stricken loved ones wait anxiously, dreading bad news. However, we are now
witnessing what Heras has described as an “emotional awakening” [1]. When it comes to critical patients,
the positive uptake of the Humanisation of Intensive Care Units movement (H-ICU) [2] has in part
demonstrated this, highlighting the need to refocus on the emotional needs of patients and their relatives
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in healthcare. This paradigm shift has spilled over into other areas of medicine. In an article entitled 'The
Name of the Dog' [3] published in the New England Journal of Medicine, Taimur Safder stressed the
importance of doctors having human contact with patients and taking an interest in the person beyond
the illness to enhance care and make it more e�cient.

The primary aim of an intensive care unit (ICU) is to provide life support and care. Humanising implies
ethical responsibility, which, according to Noddings [4], entails reciprocity in forging a unique relationship
with the patient. In ICU, each relationship must be effectively coordinated with the rest of the team and
the family members. This requires knowing the person, beyond merely their vital signs. Some patients
may be unconscious for a time, but they still undergo measurements physiological constants, daily
hygiene procedures, de�nition of surgical strategies, transfers for X-rays, and so forth. During this time, to
ensure a genuinely reciprocal care relationship, hospital staff must ascertain the needs of the person who
is this patient; their fears, hopes and joys when they begin to recover [5]. Seen in this light we can
understand that fully connecting to the emotional state of patients is vital for the care process to be
comprehensive and satisfactory.

ICU doctors are increasingly aware of the emotional care of patients and their families and are setting
more store by the process itself, rather than merely the results. This is borne out by the fact that patient
and family satisfaction has become one of the key points in the “quality indicators in the critically ill”
[6,7,8,9] There are growing numbers of publications regarding the emotional needs of patients admitted
to ICU and their relatives [10,11]. The need to teach communication skills to trainee residents and to
preserve their capacity for compassion is becoming increasingly clear, as indicated in various studies
[12,13]. Nurses have a head start over doctors with this as their care training is far more comprehensive
than ours.

Although previous studies have found that patients and their families are broadly satis�ed with
healthcare in the ICU, there is still room for improvement [7]. Therefore, we decided to carry out the
following study in a unit that had already sought to become more humanised. We believe that although
the ICU is a rather hostile place (in Heras's words "Bunch of hell") [14], well-trained staff can give patients
a similar or even better experience than they may have in other parts of the hospital, despite the severity
of their illness.

With the initial hypothesis that a patient can feel as safe and cared for in the ICU as on general wards, we
decided to carry out this study using a version of the Patient Evaluation of Emotional Care during
Hospitalisation (PEECH) questionnaire, developed by Williams and published in 2008 [15], which was
translated into Spanish and validated in 2019 [16]. We used the results to perform a comparative study of
emotional experiences between patients in ICU and general wards, exploring aspects of patients'
relationship with healthcare staff.

Material And Method
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Study approach:
A prospective study was carried out at the Parc Sanitari Sant Joan de Déu General Hospital in Barcelona,
Spain, from September 2017 to May 2019.

Parc Sanitari Sant Joan de Déu is a public hospital with 200 beds that provides surgical and medical
services for acute patients. The general patients were hospitalised in internal medicine, respiratory,
cardiology, general surgery, trauma and gynaecology wards. The ICU was a 6-bed multi-purpose unit for
critical patients and intermediate care where intensive care staff treat medical and surgical patients.

A project to humanise the ICU had previously been undertaken, heeding the recommendations set out in
the Humanisation in Intensive Care Units Best Practices [17]

Block 1. Open visiting hours: with relatives present and participant in care. The ICU was open for
visiting 24/7, the only restriction being a maximum of two visitors at once per patient.

Block 2. Communications: ICU staff were trained in bioethics and delivering bad news. Staff
members were proactive in this training.

Block 3. Patient wellbeing: self-care was encouraged and accessible clocks, televisions and personal
belongings were recommended to restart the patient's routine as much as possible (radio, glasses,
newspapers, books or electronic devices). The ICU staff had contributed to the hospital’s
'Recommendations on Patient Intimacy'.

Block 4. Staff wellbeing: staff could use the psychological or spiritual and religious support services
if they wished to.

Block 5. Post-intensive care syndrome (PICS): patient follow-up was carried out when PICS was
anticipated. Initially this was done on an ad-hoc basis and later the role of liaison nurse was created.

Block 6. End of life care: comprehensive care was given at the end of life stage. The institution had
documents on 'Adequacy of Diagnostic and Therapeutic Measures' and 'Patient Comfort Protocol at
End of Life', to which the ICU had contributed.

Block 7. Humanised infrastructure: all rooms had natural light. The family room was refurbished with
more comfortable furniture and decorated, and relatives were given 24-hour access. An assisted bath
was put in for patients who could wash alone or with support from relatives or staff. Walks around
the unit were initiated with staff support.

A comparative study of the emotional experience of patients admitted to ICU and patients on general
wards was performed using the translated version of the PEECH questionnaire. The initial hypothesis was
that no differences in emotional experiences would be identi�ed between the two groups of patients
because the ICU had implemented measures to humanise healthcare.

Based on a preliminary study with 132 general ward patients, [16] an alpha risk of 0.05 and a beta risk of
0.20 was obtained in a two-tailed test, with 252 general patients and 252 ICU patients needed to detect a
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difference equal to or greater than 0.2 units on the PEECH scale. A common standard deviation of 0.8
units was used.

The inclusion criteria for both groups were: hospitalisation of more than 24 hours, aged over 18 years,
and competence when completing the questionnaire and for at least 24 hours during hospitalisation.

ICU patients who had been transferred from a general ward were excluded from the study, as were
patients on general wards who had �rst been admitted to the ICU. This sought to avoid comparing both
hospital stays. Patients admitted for long stays or palliative care were also excluded.

Description of the questionnaire:
The PEECH was selected out of various questionnaires because it contains the most questions on the
relationship between patients and staff. This was important because we wanted to centre the study on
care rather than satisfaction alone, since this paper is part of a broader study on ethics in the intensive
care unit.

The �rst section on healthcare staff contained 18 quantitative questions with the answer options 'all',
'most', 'some' or 'none'. The 4 questions in the second section could be answered with 'always', 'usually',
'sometimes or 'never'. The 13 questions on personal characteristics were yes/no answers, with a space
for comments.

The above three sections of the questionnaire are classi�ed into four sub-scales: [18]

Level of security: vulnerability due to illness and dependence on others has a negative in�uence on
the patient's emotional experience. Patients feel secure when they perceive that staff are competent,
they can establish relationships with them, and staff are available.

Level of knowing: being informed about what is happening and what their healthcare process will
entail improves patients' experience.

Level of personal value: patients feel more valued if they have adequate communications with
healthcare staff.

Level of connection: patients feel continuity of contact and therefore have a better experience when
there is continuity of contact with staff and patients can establish amiable relationships with staff.

Patient recruitment:
Patients scheduled to be discharged home or transferred to a general ward in the following 24 to 48
hours were identi�ed as possible participants. For general patients this was done using the hospital
admissions service and by asking ward staff which patients ful�lled the abovementioned criteria. ICU
patients were selected by consulting ICU staff about patients who met the study inclusion criteria. After
selection, participants were given an envelope containing the informed consent document and the
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questionnaire. All patients were informed that participation was voluntary. The documents were
submitted to staff who posted them in a box that the researchers had provided.

Ethical and legal matters:
As the surveys were not anonymous, a process of informed consent was carried out. The data were
processed according to applicable regulations.

Statistical study:
A description of the characteristics of the patients and hospital admission was made using the mean and
standard deviation for quantitative variables, and the frequency and percentage of each category for
qualitative variables. For the comparison of characteristics between two groups of patients (ICU and
general ward), Student’s t-test was used to compare means of independent samples for quantitative
variables, and chi-square test to compare percentages for the qualitative variables.

To compare the sub-scales of the PEECH questionnaire between the two groups (ICU and general ward),
Student’s t-test was also used to compare means of independent samples as they were qualitative
variables.

In all statistical tests, a statistically signi�cant difference was considered when the degree of statistical
signi�cance (p) was less than 0.05. All of the statistical analysis was carried out with the statistical
software Stata version 15.

Results
Between September 2017 and June 2019, 513 questionnaires were collected, of which 253 were from ICU
patients and 260 from patients on general wards. (Table 1,2)
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Table 1
Patient characteristics according to whether they are admitted to ICU or general ward.

  ICU Ward Total  

Patient characteristics n % n % n % p-
value

Patients 253 49.3 260 50.7 513 100.0  

Age (years), mean (SD) 65.8 (16.0) 54.5 (21.1) 60.0 (19.6) < 
0.001

Sex             < 
0.001

Man 154 61.6 84 32.3 238 46.7  

Woman 96 38.4 176 67.7 272 53.3  

Education             < 
0.001

No education 65 27.0 39 15.4 104 21.0 < 
0.05

Primary education 79 32.8 75 29.6 154 31.2  

Secondary education 27 11.2 43 17.0 70 14.2  

Vocational training intermediate level 35 14.5 31 12.2 66 13.4  

Vocational training higher level 24 10.0 31 12.2 55 11.1  

University degree (3 year) or equivalent 9 3.7 17 6.7 26 5.3  

University degree (5 year), senior engineers
and doctors

2 0.8 17 6.7 19 3.8 < 
0.05

Area of residence             0.440

Metropolitan1 235 94.4 241 92.7 476 93.5  

Rural 14 5.6 19 7.3 33 6.5  

Usual residence             0.070

Long-term / geriatric home 3 1.2 10 3.9 13 2.6  

Own home 245 98.4 248 96.1 493 97.2  

Frequency (n) and percentage (%) are shown unless stated otherwise.

SD: Standard deviation

1City or urban area
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  ICU Ward Total  

With a relative 1 0.4 0 0.0 1 0.2  

Communication di�culties             0.113

No 225 90.0 222 85.4 447 87.7  

Yes 25 10.0 38 14.6 63 12.3  

Type of communication di�culty             0.152

Language 7 25.0 14 38.9 21 32.8  

Hearing 18 64.3 14 38.9 32 50.0  

Visual 3 10.7 8 22.2 11 17.2  

Other illnesses or functional limitations             0.029

No 174 69.9 203 78.4 377 74.2  

Yes 75 30.1 56 21.6 131 25.8  

Frequency (n) and percentage (%) are shown unless stated otherwise.

SD: Standard deviation

1City or urban area
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Table 2
Admission characteristics according to whether ICU or general ward admission.

  ICU Ward Total  

Admission characteristics n % n % n % p-
value

Patients 253 49.3 260 50.7 513 100.0  

Place of admission             -

Surgery 47 18.3 - - 47 18.3  

Traumatology 24 9.4 - - 24 9.4  

Gynaecology 90 35.2 - - 90 35.2  

Internal Medicine Ward 95 37.1 - - 95 37.1  

Days hospitalised during this admission,
mean (SD)

3.4 (4.5) 5.4 (7.3) 4.4 (6.1) < 
0.001

1–3 days 179 70.7 150 58.4 329 64.5 0.003

> 3 days 74 29.3 107 41.6 181 35.5  

More than 30 days in hospital in the last year1             0.021

No 228 91.2 250 96.2 478 93.7  

Yes 22 8.8 10 3.8 32 6.3  

1 Including this admission

The patients from the ICU were older than the general patients, with a mean age of 65.5 (± 16) compared
to 54.5 (±21.1), with a statistically signi�cant difference (p < 0.001). There was a higher percentage of
men among respondents from the ICU: 61.6% compared to 32.3% of general ward patients, with p < 0.001.

The mean length of hospitalisation was lower in the ICU than in the general ward respondents (3.4 ± 4.5
days compared to 5.4 ± 7.3), with p < 0.001. The general patients came from medical specialities (37.2%),
gynaecology and obstetrics (35.2%), general surgery and urology (18.3%), and trauma (9.4%).

In response to whether they had illnesses or functional limitations, 30% of ICU patients answered
a�rmatively, compared to 21.6% of general patients, without signi�cant differences.

Of the ICU patients, 10% reported having communicative di�culties, the most common being loss of
hearing (64.3%) followed by language disorders (25%) and impaired vision (10.7%). Among the general
patient group this percentage was 14.6%, of which 38.9% was due to loss of hearing, 38.9% to language
disorders, and 22.2% to impaired vision, without signi�cant differences between both groups.
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Whereas 50.6% of the ICU patients stated that they needed people to help them in their day-to-day
activities in the hospital, among general patients this �gure was 86%, with p < 0.001. In answer to whether
the patient had relatives or friends who could provide help them in hospital if needed, 91% of ICU patients
and 93% of general patients replied a�rmatively. For 16.7% of ICU patients and 15.9% general patients,
this was their �rst hospital admission, without signi�cant differences. More respondents from ICU than
the general wards (72.6% compared to 51.8%) believed that the clinical situation behind their admission
was a recent event rather than a chronic illness, with p < 0.001.(Table 3)



Page 11/19

Table 3
Other patient and admission characteristics according to whether admitted to ICU or ward (questions 29

to 35)

  ICU Ward Total  

  n % n % n % p-
value

Patients 253 49.3 260 50.7 513 100.0  

Do you currently need other people to help
you in your day-to-day activities in hospital
(e.g.: washing, walking, eating)?

No

Yes

123

126

49.4

50.6

167

86

66.0

34.0

290

212

57.8

42.2

< 
0.001

Do you have family or friends who can help
you in hospital if needed?

No

Yes

21

228

8.4

91.6

18

239

7.0

93.0

39

467

7.7

92.3

0.547

Is this the �rst time you have been admitted to
hospital?

No

Yes

210

42

83.3

16.7

216

41

84.1

15.9

426

83

83.7

16.3

0.828

Were you admitted this time because of a new
illness or recent injury?

No

Yes

68

180

27.4

72.6

120

129

48.2

51.8

188

309

37.8

62.2

< 
0.001

Were you admitted in the last 24 hours?

No

Yes

137

107

95.2

43.8

159

94

62.9

37.1

296

201

59.6

40.4

0.128

Have you been in hospital for more than 3
days?

No

Yes

86

164

34.4

65.6

109

147

42.6

57.4

195

311

38.5

61.5

0.059

Are you in a single room for isolation?

No

Yes

137

111

55.2

44.8

230

27

89.5

10.5

367

138

72.7

27.3

< 
0.001



Page 12/19

In response to the question on educational quali�cations, the responses of ICU patients compared to
general patients were as follows: no quali�cations (27% v. 15.4%), primary education (32.8% v. 29.6%),
secondary education (11.2% v. 17%), basic vocational training (14.5% v. 12, 2%), higher vocational
training (10% v. 12.2%), college diploma or equivalent (3.7% v. 6.7%), graduate or post-graduate (0.8% v.
6.7%).

Regarding perception of care, mean scores below two were considered typical of patients potentially in
need of additional care, as in the validation of the original questionnaire [15]. Overall, both groups gave
mean scores above two for level of security (2.72±0.4), level of knowing 2.59±0.57) and level of personal
value (2.68±0.43), while in both groups the mean was below two for level of connection (1.56±0.83).
(Table 4)

Table 4
Patients' perception of care using the PEECH scale according to whether they are

admitted to ICU or ward.

  ICU

(n)

Ward

(n)

Total

(n)

 

Sub-scales mean sd mean sd mean sd p-value

Level of security 2.83 0.29 2.62 0.47 2.72 0.40 < 0.001

Level of knowing 2.64 0.56 2.55 0.58 2.59 0.57 0.035

Level of personal value 2.79 0.31 2.57 0.50 2.68 0.43 < 0.001

Level of connection 1.66 0.78 1.46 0.86 1.56 0.83 0.033

sd: standard deviation

In terms of the comparative study between both groups, signi�cantly higher scores were achieved by the
ICU on all sub-scales. Level of security 2.83 (±029) in ICU v. 2.62 (±0.47) on general wards (p < 0.001);
level of knowing 2.64 (±0.67) in ICU v. 2.55 (± 0.58) on general wards (p = 0.035); level of personal value
2.79 (±0.31) in ICU v. 2.57 (±0.5) on general wards (p < 0.001); level of connection mean score of 1.66
(±0.78) in ICU v. 1.46 (±0.86) on general wards (p = 0.033).

Discussion
Humanising the ICU improves the patient's emotional experience, helping them to overcome hurdles such
as coping with a serious illness and being in a highly technological environment. We believe that we can
ascertain if a patient feels cared for as well as knowing they are cared for by exploring this dimension.

When patients are admitted to ICU, they experience stress and a palpable loss of independence. [19].
Numerous studies have examined ICU patient and family satisfaction. [8,9,20,21]. Satisfaction is one of
the quality criteria that the Spanish Society of Intensive Medicine, Critical Medicine and Coronary Units
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(SEMICYUC) takes into account [6,7]. However, emotional dimensions may be additional to trust in
hospital staff's technical skills. This is one of the reasons why intensive care units can be thought of as a
“bunch of hell” [14], while scoring well in satisfaction surveys. [20] This was the main motivation for this
study. To do so, the PEECH questionnaire created by Williams et al in 2009 [15] and validated in Spanish
in 2019 [16] was used. This questionnaire was also described by Edwards in 2015 as one of the most
salient in this �eld. [22]

The mean age of the patients surveyed from the ICU was signi�cantly higher than those from general
wards (65.5 years compared to 54.5 years, with p < 0.001). This was probably due to the high percentage
of patients from the gynaecology and obstetrics ward, which also explains a higher percentage of women
in the general group (67.7 from general wards compared to 38.4 in ICU). The proportion of responses
from men and women is similar to that described in the validation of the original questionnaire, which
also included gynaecology patients. [15] Because ICU patients were not included in previous studies it is
not possible to draw comparisons. It is worth noting that only 50.6% of ICU patients reported needing
assistance with their daily activities in the hospital, compared to 86% from general wards, with p < 0.001.
Since the mean age of the patients in ICU was higher than on general wards, we believe there are three
possible reasons for this difference: 1) despite having a higher mean age, most of the ICU patients
surveyed had been admitted for a new illness, which could indicate better previous functional capacities;
2) the staff response time to patient requirements is shorter in the ICU than on general wards due to the
nurse/patient ratio and physical proximity, so patients felt less of a need for help despite being in
intensive care, and 3) the ICU humanisation plan encouraged self-care when appropriate during the
healthcare process.

The overall mean scores of both groups were above two for the sub-scales level of security, level of
knowing and level of personal value. A higher percentage of patients (76.2% ICU and 77.8% general ward)
(Table 5) in both groups gave a lower score for the sub-scale level of connection (mean score of 1.7 and
1.5 respectively). These results concur with Williams' studies and the results obtained during validation of
the questionnaire in Spanish. [15,16,18].
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Table 5
Frequency and percentage of patients in each sub-scale split into two

categories (low and high scores).

  ICU Ward Total

Average scores n % n % n %

Level of security            

Lowest scores ≤ 2 8 3.2 32 12.8 40 8.0

Highest scores > 2 or = 3 241 96.8 219 87.2 460 92.0

Total 249   251   500  

Level of knowing            

Lowest scores ≤ 2 46 18.5 54 21.6 100 20.1

Highest scores > 2 or = 3 202 81.5 196 78.4 398 79.9

Total 248   250   498  

Level of personal value            

Lowest scores ≤ 2 7 3.1 33 14.0 40 8.7

Highest scores > 2 or = 3 218 96.9 203 86.0 421 91.3

Total 225   236   461  

Level of connection            

Lowest scores ≤ 2 183 76.2 190 77.9 373 77.1

Highest scores > 2 or = 3 57 23.8 54 22.1 111 22.9

Total 240     244 484  

3 is the best possible answer and 0 is the worst.

With regard to the level of security sub-scale, the ICU patients gave a signi�cantly higher mean score than
the general patients (2.83 compared to 2.62 with p < 0.001). According to Stelfox et al, the transfer from
intensive care to a general hospital ward can be challenging for patients and relatives alike. [23]. They
feel more secure when the care staff know them well and give them personalised treatment. Both of these
conditions are met in the ICU due to the continuous care required. In this study, the high scores achieved
by the ICU are underpinned by prior measures to humanise care by raising awareness, liaising with the
Ethics Committee and training staff. [24]. This perception is also shored up by medication errors that
occur after transfer to the general ward as a result of poor handover of information. [25]. To ensure this
step is not a critical point in the care process, models such as the "ICU without walls" [26] and the
"Extended Intensive Medicine Service" are now emerging. [27]
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The mean score of the level of knowing sub-scale was higher among ICU patients than general patients,
with signi�cant differences (2.64 compared to 2.55). In Williams' study [18], men and patients admitted to
surgery and medical wards gave a lower score for level of knowing, a pattern that is repeated in the data
published by Fernández Trujillo et al [16]. In this study, the score for level of knowing was higher among
ICU patients, the group with a signi�cantly higher proportion of men and with a signi�cantly higher mean
age compared to the general patients.

The mean score was also above two in both groups (2.79 in the ICU and 2.57 for general patients) for the
sub-scale level of personal value, with signi�cant differences. These results are similar to the Williams
study and the validation of the Spanish version of the questionnaire [15,16,18]. The questions in this
section are related to the way in which staff communicate in general (whether they are attentive, friendly,
encouraging, listen actively, maintain eye contact, etc.). According to Salins et al [28], showing courtesy,
compassion and respect, good communication and empathic relationships with active listening are
among the factors that positively in�uence patient and family satisfaction. This is in line with what
Churchill and Schenck have described as “healing skills: do the little things; take time; be open and listen;
�nd something to like, to love; remove barriers; let the patient explain; share authority; and be committed”
[29]. We believe that these skills were fostered in the process of humanising the ICU and that this could be
linked to the patients' positive perception.

With regard to level of connection, both groups gave scores under two, which is interpreted as a need to
address this area (ICU 1.66 v. general ward 1.46), although the mean was higher in the ICU with
signi�cant differences. This sub-scale was not included in the original questionnaire [15] and was
incorporated after the initial analysis, comprising three questions originally under the sub-scale level of
security concerning the relationship between staff and patients. In Williams' second paper, which includes
this sub-scale, the mean score was also under two. Williams attributed that result to a lack of reciprocity
between staff and patients. However, analysis of the scores for the three questions that make up this sub-
scale reveals one that has a greater statistical in�uence: “I had previously met the nursing staff that I
have seen during the past 24 hours”. Of the four response options, most ICU and general patients (49.5%
of all patients) replied 'none'. In contrast, this option accounted for less than 12% of the answers to all
other questions. Level of connection with staff is partly measured in the questionnaire by the continuity
of healthcare given by the same staff members. In an acute care hospital with limited average stays
(particularly in the ICU), continuity of contact is di�cult due to shift systems, although this low score
should nevertheless be taken into account. It is worth noting that despite shorter stays in the ICU, the
overall score for this sub-scale is higher than for general wards.

The main limitation of our work stems from carrying out a questionnaire-based study. It does not include
the opinions of patients who opted not to participate or that of the most serious patients, which results in
a positive bias for both groups. Furthermore, the fact the ICU studied has only six beds and a particular
interest in humanisation, providing speci�c staff training in this area, could also have a bearing on the
high scores obtained. Further studies in larger units with more staff are necessary.
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Conclusions
The high scores achieved for our unit warrants future studies to assess the measures implemented to
humanise intensive care. Focusing on the patient/staff relationship is vital to enable compassionate care,
even in a such a high-tech setting as an ICU. No shortcomings were identi�ed for level of security, level of
knowing in the care process or level of personal value, whereas signi�cant differences were found with
the ICU scoring higher than the general wards on all sub-scales. The level of connection with staff was
not perceived in terms of continuous and coordinated care. Efforts should be made for patients to know
the staff caring for them, especially in short stays. Studies in other units are required to identify and
address potential patient needs in a context in which feedback on the quality of healthcare is the
cornerstone.

Take-home Message
Patients in the ICU have a better emotional experience than those on a conventional ward. The care
provided by the ICU staff is key to this perception, despite the highly technological setting. Patients’
emotional care must be assessed to identify possible needs and meet them
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