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Abstract
Family-centered care (FCC) approach acknowledges that the family has the greatest influence over an infant’s / child’s health and well-being. Assessing the FMs’ 
needs is an important component to apply and improve family-centered care, and it is essential for pediatric nurses in the intensive care units to identify and 
understand these needs. Meeting the needs of family having neonate or child in intensive care is part of implementing the philosophy of family-centered care. 

Aim of the study is to explore nurses’, doctors’ and parents’ perceptions on family needs in pediatric critical care units at King Khaled Hospital in Jeddah. 

Methodology: Exploratory and descriptive design was used. doctors, nurses and parents from Pediatric Critical Care Units at King Khalid Hospital, Jeddah 
participated in the study using non-probability convenient sampling technique. Critical Care Family Needs Inventory (CCFNI) a tool developed by Jane Leske was 
used for assessing nurses’, doctors’, and parents’ perceptions on family needs. The original English version was translated into Arabic by qualified English to Arabic 
translator. Validity was tested by Arabic faculty staff members and subjected to a pilot test to test for its validity within this context Reliability of the CCFNI was 0.97 
by. Gundo. Ethical consideration was ensured by getting IRB approval and all participants signed the informed consent.
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Background
Family need is defined as “a requirement for the family and when 

this requirement is met, it will relieve or diminish their distress or 
improves their sense of adequacy or wellbeing. Considering improving 
family “well-being” is the role of all health care providers, especially 
nurses [1]. Acute illness requiring hospitalization is considered a 
stressful situation that can have negative effects on family including 
emotional distress and altered family roles and functioning. Poor family 
functioning during the illness experience can in turn negatively affect 
patient outcomes [2,3]. Additional stresses are added to parents who 
having infant in neonatal intensive care unit as alteration in parental 
role, uncertainty of the infants’ outcome [4]. One of the challenges 
that healthcare providers encounter in critical care units is their ability 
to identify, meet the family needs [5,6]. Taking care of family and 
applying family centered care is of vital importance.

Family-centered care (FCC) approach acknowledges that the 
family has the greatest influence over an infant’s/ child’s health and 
well-being. Health care providers must support, respect, and enhance 
the competence of the family. These objectives can be achieved by 
developing a partnership approach [1,7]. Implementing family-
centered care results in high-Quality of services for all children. It 
improves patient, family and health care providers satisfaction in 
addition to enhance family strengths and more effective use of resources 
[8,9]. Studies examining family roles and levels of involvement within 
health care found that the strongest evidence for efficacy of FCC is 
effective use of resources and decrease cost effectiveness [9].

Information Sharing with the family is one of the general principles 
of implementing FCC [8]. Providing the family with the appropriate, 

clear, and compassionate information will help them to cope with 
their distress and support them in making decisions about patients 
[10,11]. Unmet of the parental needs increases the stress and can lead 
to situation crisis. Many studies have highlighted the importance of 
identification the needs of family members in order to enable the 
health care providers in providing adequate emotional and physical 
support to family members [2,12,13]. A qualitative study to identify 
the perceived needs of Saudi families of patients in Intensive Care 
indicated that almost all family participants do not aware about the 
prognosis of their ill relative and this leads to deep feeling of anxiety. 
They needed information should include diagnostic and treatment 
procedures, medications used and vital signs.

Problem statement 
Health care professionals should recognize that caring of children 

extends to the family and its needs in relation to optimizing the care 
of the child [14]. Family-centered care (FCC) approach acknowledges 
that the family has the greatest influence over an infant’s/child’s health 
and well-being. Family-centered care (FCC) is a partnership approach 
between the family and health care provider. FCC is considered the 
standard of pediatric health care that should be used. Although, 
family centered care is widespread endorsement, it is insufficiently 
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implemented into clinical Practice. Specific FCC practices should be 
implemented and evaluated for quality improvement [9]. Furthermore, 
researches revealed lack of congruence between family needs as 
perceived by family and the same needs as perceived by health care 
team [1,4,14]. Majority of family needs researches are investigated the 
needs of family members of hospitalized adult in intensive care unit 
and very limited researches were done for parent of child in intensive 
care unit. Assessing the FMs’ needs is an important component to 
apply and improve family-centered care, and it is essential for pediatric 
nurses and doctors in the pediatric intensive care units to identify and 
understand these needs. Meeting the needs of family having neonate or 
child in pediatric intensive care is part of implementing the philosophy 
of family-centered care.

Aim of the study: is to explore nurses, doctors and parents 
perceptions on family needs in pediatric critical care units at King 
Khaled Hospital in Jeddah

The study is intended to answer the following research 
questions

1.	 What are the nurses’ perception of family needs in Pediatric Critical 
Care Units? 

2.	 What are the doctors’ perception of family needs in Pediatric 
Critical Care Units?

3.	 What are the parents’ perception of their needs in Pediatric Critical 
Care Units?

4.	 What is the comparison between nurses’, doctors’ and parents’ 
perception of family needs in Pediatric Critical Care Units? 

Materials and methods 
The study was conducted in pediatric critical care units: neonatal 

intensive care NICU and pediatric intensive care (PICU) at King 
Khalid Hospital, Jeddah. Fifty-four nurses, twenty-nine doctors and 
eighteen parents (either fathers or mothers) were recruited for the 
study with response rate more than 90%. Non-probability convenient 
sampling was used as all available nurses, doctors and parents from the 
pediatric critical care units at the time of data collection. All doctors or 
nurses with less than 6 months of experience working within a critical 
care unit were excluded. This exclusion is made so as to include the 
most experienced staff within the pediatric critical care unit. Parents 
who have a neonate/child admitted to the pediatric critical care unit for 
less than 12 hours were excluded. This is exclusion is made as parent 
might be in severe emotional turmoil within the first 12 hours after 
admission. This research is designed as a quantitative research survey 
which is exploratory and descriptive in nature as this research explores 
and describes the family needs from doctors, nurses and parents’ 
perceptions. 

Self-reported questionnaire was used. It consists of 2 parts; first 
part includes the demographic details of respondents. Second part 
includes needs inventory which consists of forty-five (45) items to elicit 
participants’ responses against the listed items. These statements are 
related to family needs derived from the Critical Care Family Needs 
Inventory (CCFNI) a tool developed by Jane Leske. The tool consists of 
45 items and five (5) subscales; 14 items for support subscale, 9 items 
for information subscale, 9 items for proximity or closeness subscales, 
7 items for assurance subscale and 6 items for comfort subscale. The 
responses are noted on a 4-point Likert scale, 1 for not important, 2 
for slightly important, 3 for important and 4 for very important [12]. 
The English version of the tool was used for doctors and nurses and an 

Arabic version was used for parents. The original English version was 
translated by English experts and then given to two Arabic speaking 
faculty staff members to verify that Arabic content of the tool did not 
deviate from the original English content. The reliability of the tool was 
0.941 using Cronbach’s Alpha. The reliability of the tool was 0.97 by 
Gundo [2].

Validity was tested by Arabic faculty staff members and subjected 
to a pilot test to test for its validity within this context. Two doctors 
and four nurses were given the English version of the tool and three 
parents were given the Arabic version of the tool to ensure that the tool 
is understandable. 

Data were fed to the computer and analyzed using IBM SPSS 
software package version 20.0. Qualitative data were described using 
number and percent Quantitative data were described using range 
(minimum and maximum), mean, standard deviation. Significance of 
the obtained results was judged at the 5% level. F-test (ANOVA) was 
used for normally quantitative variables, to compare between more 
than two groups. 

Permission from the hospital Directors, King Abdullah 
International Medical Research Center (KAMRC) and IRB approval 
were obtained. A letter explaining the purpose of the study was 
attached to the questionnaire. The researchers provided assurance to 
all the respondents that they are under no obligation to participate in 
the study and can withdraw at any time. Confidentiality was ensured. 
Informed consent (written) was obtained from the respondents. 

Results
Tables 1 and 2 illustrate the socio-demographic characteristics of 

the study participants. Fifty-four nurses participated in the current 
study, majority of them were females (94.4%), about one quarter of 
them aged less than 29 years while 61.1% aged between 30 to 49 years. 
Philippine followed by Malaysia are the common nationality among 
them (42.6 and 29.6% respectively). As regards the participants’ years of 
experience in PICU, less than 5 years old was reported by 42.6% while 
from 6 to 10 years of experience was reported by 24.1& of them. In 
addition, twenty-nine doctors participated in the study, 62.1% of them 
were males, 72.4% of them aged between 30 to 49 years old and 48.3% 
of them has less than 5 years’ experiences in PICU and majority of 
them are Saudi. As regards parents’ socio-demographic characteristics, 
two third of the participants were mothers, and about one half of them 
are aged between 40 to 49 years old and majority of parents are Saudi.

Forty-five family needs inventory was used to assess the nurses’, 
doctors’ and parents’ perception about family needs in PICU using 
4-point Likert scale. The highlights the family needs with high mean 
scores that perceived by parents, nurses and doctors (Table 3). As 
regards the highest means for perception of parents about their needs 
in PICU. They perceived “To know how the patient is being treated 
medically” and “To know exactly what is being done for the patient” 
to be their needs priority in PICU with mean of 3.94 and more for the 
following needs “To talk to the doctor every day”, “To have questions 
answered honestly”, “To be assured that the best care possible is being 
given to the patient”, “To feel accepted by the hospital staff”, “ To 
feel that the hospital personnel care about the patient” and “To know 
specific facts concerning the patient’s progress”. The highest means of 
perception about family needs for nurses were for “To have questions 
answered honestly” (3.65 ± 0.65) and “To be assured that the best care 
possible is being given to the patient” (3.65 ± 0.52) followed by To know 
the expected outcome (3.63 ± 0.52) To talk to the doctor every day 
(3.63 ± 0.52) and To know how the patient is being treated medically 
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Doctors 
(n=29)

Nurse 
(n=54)

No. % No. %
Gender

Male 18 62.1 3 5.6
Female 11 37.9 51 94.4

Age
20 – 29 7 24.1 14 25.9
30 – 39 10 34.5 18 33.3
40 – 49 11 37.9 15 27.8

≥ 50 1 3.4 7 13.0
Min. – Max. 24.0 – 52.0 25.0 – 61.0
Mean ± SD. 36.14 ± 8.01 37.67 ± 9.80
Nationality 

doctor
Saudi 19 65.5 5 9.3

Philippine - - 23 42.6
Malaysia -  - 16 29.6
Others 

nationality 10 34.5 10 18.5

Years of 
experience
0- 5 years 14 48.3 23 42.6
6- 10 years 6 20.7 13 24.1
11- 15 years 7 24.1 8 14.8
16- 19 years 1 3.4 3 5.6
20 and more 1 3.4 7 13.0

Table 1. Doctors’ and nurses’ socio-demographic characteristics.

Family members 
(n=18)

No. %
Gender

Male 6 33.3
Female 12 66.7

Age
20 – 29 0 0.0
30 – 39 3 16.7
40 – 49 8 44.4

≥ 50 7 38.9
Min. – Max. 33.0 – 55.0
Mean ± SD. 47.22 ± 7.34

Nationality family 
members

Saudi 17 94.4
Syrian 1 5.6

The relationship with the 
admitted patient

Mother 12 67.7
Father 6 33.3

First time to have family 
member in ICU

Yes 17 94.4
No 1 5.6

Table 2. Parents’ socio-demographic characteristics.

(3.63 ± 0.52). While the highest means for perception of doctors were 
for “To know the expected outcome” (3.72 ± 0.45) followed by “To be 
assured that the best care possible is being given to the patient” (3.69 
± 0.47) then “To have questions answered honestly” (3.62 ± 0.49) then 
“To know why things were done for the patient” (3.55 ± 0.63) and To 
have explanations given that are understandable (3.55 ± 0.63). it was 
observed that the first three needs were common between the nurses 
and the doctors. 

Table 4 illiterates the lowest means for perception of family needs 
from parents, nurses and doctors in PICU. It was found that 

Comparison between nurses’, doctors’ and parents’ perception of 
the family needs in PICU is presented in Table 5. It was found that 
parents’ perception about the need to know how the patient is being 
treated medically and to know exactly what is being done for the patient 
higher than nurses and doctors and the differences were statistically 
significant (F= 6.773* P=0.002 and F=5.603 P=0.005 respectively). In 
addition, the need to talk to the doctor every day, to feel accepted by the 
hospital staff, to feel that the hospital personnel care about the patient 
and to know specific facts concerning the patient’s progress were 
perceived by parents more than nurses and doctors and the differences 
were statistically significant (F=4.069, P=0.020, F= 8.620, P=<0.001, 
F=7.668, P=0.001 and F=7.255, P= 0.001). Furthermore, the need to 
visit the PICU at any time was perceived by the parents more than the 
nurses and doctors and the differences were statistically significant (F= 
7.320, P=0.001)

Figure 1 illustrates comparison between nurses’ doctors’, and 
parents’ perception according to family needs subscales in PICU. It 
was found that the parents’ mean score of comfort and information 
subscales were higher than nurses and doctors (19.67 ± 2.68, 18.09 
± 3.81 and 18.83 ± 3.49 respectively for comfort subscale and 31.94 
± 1.83, 29.85 ± 4.04 and 29.69 ± 4.43 respectively for information 
subscale) while doctors’ and nurses’ mean score for were higher 
than parents (43.0 ± 7.16, 41.70 ± 7.30, 40.50 ± 4.37 repectively). The 
differences among all participants were not statistically significant. On 
the other hands, the parents’ mean score of proximity and assurance 
subscales were higher than nurses and doctors (30.89 ±2.59, 26.87 ± 
4.42 and 28.41 ± 4.65 respectively for proximity subscale and 26.44 ± 
1.58, 24.11 ± 3.06and 24.83 ± 3.05 respectively for assurance subscale) 
and the differences were statistically significant (F= 6.255, P=0.003 and 
F= 4.536, P=0.013 respectively)

Table 6 shows the comparison between the total mean score 
of nurses’, doctors’, and parents’ perception about family needs in 
PICU. It was found that the total mean score of parents’ perception 
about family needs (146.11 ± 8.01) was higher compared with the total 
mean score of nurses’ (137.76 ± 19.08) and doctors’ (141.59 ± 19.18) 
perception of family needs but the differences were not statistically 
significant.

Discussion 
The perception of nurses and physicians of family needs compared 

with the perceptions of parents in pediatric critical care unit is important 

Figure 1. Comparison between nurses’, doctors’, and parents’ perception according to the 
mean of family needs subscales in PICU (n= 101)  
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to optimize family support. A baseline account of the perceptions from 
the health care providers can lead to suitable recommendations that 
may prepare the family members for required caregiving demands, 
appropriate decision making and to reduce the impact of the crises of 
critical disease [15]. Our study shows that highest means of perception 
about family needs for nurses recruited in our study were for honest 
dialogue followed by assurance of best possible care and knowledge 
of expected outcome. The perception for the more viable family needs 
e.g. to speak to the treating physician and have a knowledge of the 

Parents 
(n=18) Mean ± SD Nurse 

(n=54) Mean ± SD Doctors 
(n=29) Mean ± SD

To know how the patient is being 
treated medically. 4.0±0.0 To have questions answered honestly. 3.65±0.65 To know the expected outcome. 3.72±0.45

To know exactly what is being done 
for the patient. 4.0±0.0 To be assured that the best care 

possible is being given to the patient. 3.65±0.52 To be assured that the best care possible is 
being given to the patient. 3.69±0.47

To talk to the doctor every day. 3.94±0.24 To know the expected outcome. 3.63±0.52 To have questions answered honestly. 3.62±0.49

To have questions answered honestly. 3.94±0.24 To talk to the doctor every day. 3.63±0.52 To know why things were done for the 
patient. 3.55±0.63

To be assured that the best care 
possible is being given to the patient 3.94 ±0.24 To know how the patient is being 

treated medically 3.63 ± 0.52 To have explanations given that are 
understandable 3.55 ± 0.63

To feel accepted by the hospital staff 3.94 ± 0.24 To know why things were done for 
the patient 3.61 ± 0.63 To feel that the hospital personnel care 

about the patient 3.52 ± 0.78

To feel that the hospital personnel 
care about the patient 3.94 ± 0.24

To have explanations of the 
environment before going into the 
critical care unit for  the first time

3.52 ± 0.61 To know specific facts concerning the 
patient's progress 3.52 ± 0.74

To know specific facts concerning the 
patient's progress 3.94 ± 0.24 To know exactly what is being done 

for the patient 3.48 ± 0.61 To talk to the doctor every day 3.48 ± 0.69

Table 3. The highest mean scores for nurses’, doctors’ and parents’ perception about family needs in PICU.

Parents (n=18) Mean ± SD Doctors (n=29) Mean ± SD Nurse (n=54) Mean ± SD
To be told about someone to help 
with family problems. 2.22±0.94 To be alone at any time. 2.31±0.93 To talk to the same nurse every day. 2.31±1.0

To feel it is alright to cry. 2.28±0.89 To be told about someone to help with 
family problems. 2.65±0.80 To visit at any time. 2.69±1.14

To be alone at any time. 2.28±0.83 To talk to the same nurse every day. 2.31±0.97 To have another person with you 
when visiting the critical care unit. 2.69±1.04

To have someone to help with 
financial problems. 2.44±0.78 To have another person with you when 

visiting the critical care unit. 2.76±0.95 To have a place to be alone while in 
the hospital. 2.79±0.98

Table 4. The lowest mean scores for nurses’, doctors’ and parents’ perception about family needs in PICU.

Family needs
Parents 
(n=18)

Doctors 
(n=29)

Nurse 
(n=54) F p

Mean ± SD. Mean ± SD. Mean ± SD.
To know how the patient is being treated medically 4.0 ± 0.0 3.41 ± 0.68 3.63 ± 0.52 6.773* 0.002*

To know exactly what is being done for the patient 4.0 ± 0.0 3.48 ± 0.74 3.48 ± 0.61 5.603* 0.005*

To talk to the doctor every day 3.94 ± 0.24 3.48 ± 0.69 3.63 ± 0.52 4.069* 0.020*

To feel accepted by the hospital staff 3.94 ± 0.24 3.38 ± 0.56 3.28 ± 0.68 8.620* <0.001*

To know specific facts concerning the patient's progress 3.94 ± 0.24 3.52 ± 0.74 3.33 ± 0.58 7.255* 0.001*

To be called at home about changes in the patient's condition 3.89 ± 0.32 3.31 ± 0.85 3.15 ± 0.81 6.400* 0.002*

To receive information about the patient at least once a day 3.83 ± 0.51 3.38 ± 0.73 3.26 ± 0.59 5.798* 0.004*

To see the patient frequently 3.83 ± 0.51 3.31 ± 0.89 3.13 ± 0.80 5.388* 0.006*

To help with the patient's physical care 3.72 ± 0.57 3.03 ± 0.78 3.15 ± 0.81 4.966* 0.009*

To visit at any time 3.72 ± 0.67 2.69 ± 1.14 2.78 ± 0.98 7.320* 0.001*

To have comfortable furniture in the waiting room 2.67 ± 0.77 3.21 ± 0.68 2.85 ± 0.81 3.228* 0.044*

To have someone to help with financial problems 2.44 ± 0.78 3.24 ± 0.69 2.91 ± 0.85 5.565* 0.005*

To feel it is alright to cry 2.28 ± 0.89 3.24 ± 0.83 3.02 ± 0.92 6.824* 0.002*

To be alone at any time 2.28 ± 0.83 2.83 ± 0.85 2.24 ± 0.93 4.365* 0.015*

To be told about someone to help with family problems 2.22 ± 0.94 3.10 ± 0.82 2.65 ± 0.80 6.455* 0.002*

F,p: F and p values for ANOVA test
*: Statistically significant at p ≤ 0.05  

Table 5. Comparison between nurses’, doctors’ and parents’ perception of the family needs in PICU.

Nurses  
(n =54)

Doctors  
(n =29)

Parents  
(n =18) Test of sig. p

Total score 
Min. – Max. 88.0 – 175.0 109.0 – 176.0 133.0 – 158.0

F= 
1.512 0.226

Mean ± SD. 137.76 ± 
19.08

141.59 ± 
19.18 146.11 ± 8.01

F: F value for ANOVA test
*: Statistically significant at p ≤ 0.05 

Table 6: Comparison between the total mean score of nurses’ , doctors’, and parents’ 
perception about family needs in PICU (n= 101).
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medical treatment plan was also high. With regards to the patient, the 
two most important concerns rated was “To know how the patient 
is being treated medically” and “To know exactly what is being done 
for the patient” (Table 3). Although, Panter-Brick [16] reported in an 
earlier study involving Saudi parents for ill children that “awareness of 
medical facts” did not substantially account for emotional comfort in 
Saudi parents. According to Ali [17] the knowledge of Saudi mothers to 
manage medical emergencies was reported to be inadequate. However, 
the results of our study (Table 3) indicate that the concern to access 
medical facts by parents with regards to treatment of their children 
outweighs all other issues. This is a significant finding which highlights 
that the awareness surrounding medical procedures has raised 
considerably in Saudi parents probably due to extensive public medical 
services e.g. telemedicine and awareness generated in KSA [18]. These 
family need perceptions with highest mean score are not unusual since 
Saudi mothers are well known for their love, tenderness and care-
giving attitude strengthened by their firm religious background and 
values [19,20].

Figure1 shows that when perception according to family needs 
subscales in PICU were compared among nurses’ doctors’, and 
parents’, the two core family needs comprising of “information” and 
“assurance” were perceived to be the most important in Saudi parents. 
The family need for information and updates regarding medical 
treatment regarding children is considerably valued which instills 
confidence in medical care at all levels. Hence this can build focus on 
the treating pediatricians, assuring good practice thus reducing risk 
of medical errors, disclosure of which is a very difficult and debatable 
aspect [21].

Saudi parents have strong emotional bonds with their children, 
governed by stringent cultural and religious values and young Saudi 
children (under the age of 5 years) spends more time with their parents 
[22]. The need to protect and provide utmost care is the reason behind 
the highly rated Saudi parent perceptions shown in Table 5. 

The most important family need (FN) from the perspective of 
nurses rises out to be “To have questions answered honestly” (3.65 ± 
0.65). This is in line with a recent study by Ellis et.al [23], who observed 
that false hope is fostered with unrealistic expectations of both the 
clinicians and the families; it was stated by the nurses that discrepancies 
in information can both confuse and disturb the family members and 
impact family resilience in a negative manner. Table 5 shows that the 
highest mean of perception of the FN about honest response in families 
(3.94 ± 0.24) exceed than the doctors (3.62 ± 0.49) and nurses (3.65 
± 0.65) perception. As per nursing viewpoint coping adequately with 
this family need will also minimize their stress in crises debriefing [24].

While measuring the means of FN perceptions of the doctors, 
the highest mean was for the appropriate knowledge of the expected 
outcome. By ensuring this family need, the doctor can proceed 
with the treatment while confiding in the families about the goal of 
treatment with outcome measures. Qualitative studies advocate that 
a timely conversation to discuss the treatment options and relevant 
consequences can help the families in making difficult decisions to 
ensure appropriate care [25]. Table 4 shows that the doctors value 
the family need to ensure the families that the best possible medical 
care is provided to the critically ill. Our study shows that the need to 
assure the family that the patient has been treated with the best possible 
care is also perceived to be very important by nurses (3.65 ± 0.52). The 
participation of clinical nurses at family conferences in PICU is shown 
to be very effective [26] to comply with this FN.

Whilst recording the family perception of family needs, a unanimous 
and strong perception of family need weighs heavily on two aspects of 
their knowledge about how the patient is being treated medically and 
what is the exact procedure to which the patient is subjected. It has 
been reported in other studies as well that most parents consider it a 
responsibility to understand the treatment type received by the child 
and also to keep tabs on prognosis and subsequent improvement in 
condition of their child by inquiring the staff [27]. Michelson et. Al 
[28] reported that the parents with children admitted in PICU are 
more concerned for seeking explanations and there is a need for 
relaying information by health care team members in understandable 
manner. The FN for availability of the health care staff throughout 
the hospitalized period of the child in a pediatric critical care unit is 
required to optimize treatment outcome [29].

Based on experiences with pediatric cardiac surgery cases, Simeone 
et al. [30] have speculated that parent education prior to surgery on 
what to expect during and after surgery of their child can contribute 
to reduction in anxiety and enhancement in parent’s satisfaction and 
required knowledge. The families also emphasize on their need to talk 
to the doctor on daily basis. Several studies uphold this family need 
and have shown favorable outcomes of ensuring it in critical care 
settings. October et. al/ [31] advocate that parent satisfaction is largely 
associated with patient centered communication patterns during 
family conferences with the physician. In our study setting, most of 
the parents were not efficient in understanding English whereas the 
physician and nurses did not have Arabic as their primary language. 
Studies have shown that language barrier can lead to suboptimal 
communication [32]. which can be minimized by increasing awareness 
and efficient use of interpreter.

In a study similar to ours, Selena [33] reported that although the 
care providers and family members share some perspectives on the 
involvement of the families in the ICU, there are some discordant 
perspectives as well which may implicate collaborative decision making. 

All three groups in our study emphasized on the FN “To have 
explanations of the environment before going into the critical care 
unit for the first time”. Using cognitive map improves the ability of the 
physician to effectively communicate with the families in the critical 
care units with the “ask-tell-ask” model [34]. The comparison between 
the total mean score of nurses’, doctors’, and parents’ perception about 
family needs in PICU is not statistically significant (p=0.226 ≥ 0.05), 
shown in Table 7. Therefore, findings of our study show the highest 
priority need as perceived by all groups of participants are similar. The 
family perception of the family needs is also in line with the priorities 
of FN by the health care providers. The Assurance subscale (Table 6) 
shows that there is a significant difference in perceptions of participants 
(p=0.13 ≤ 0.05), which is perceived lowest in nurses (24.11 ± 3.06) and 
highest in parents (26.44 ± 1.58). The difference between perceptions of 
the participants (shown in Table 6) on the proximity subscale is highly 
significant (p=0.003 ≤ 0.05), which is lowest in nurses (26.87 ± 4.42) 
and highest in parents (30.89 ± 2.59).

The findings of our studies should be considered knowing that the 
Saudi parents belong to the homeland of Islam. Islam originated in the 
very region delivered by the Holy prophet Mohammed (P.B.U.H). It 
is also the center of holy pilgrimage for Muslims globally. The cultural 
and religious influences on the Muslim families form strong family 
ties and the roles of family as a unit [35]. Hence, in such families, 
where members have strong social and emotional ties, a critical illness 
of a child results in participation of all family members with raised 
expectations to play effective roles in the caring process [35-36]. It is 
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not unusual in Saudi Arabia for families to travel long distances and 
pay visit to the admitted patient. A major restraint of this traditional 
practice is noted in most ICUs of hospitals in Saudi Arabia, with 
restricted visitation policies.

The parent perception of family needs (proximity sub-scale) is 
significantly higher than nurses and physicians as shown in Figure 1. 
Comparison between nurses’, doctors’ and parents’ perception of the 
family needs in PICU shows that the highest difference in perception 
exists for the family need “to visit the patient any time” (p=0.001) 
followed by “to see patient frequently” (p=0.006). This family need is 
prioritized by the parents and, may result in improvements in patient 
care, in line with recent findings on the subject supporting flexible 
visiting hours for the patient [37]. The differences in family need 
perceptions among the three groups of study participants also existed 
in “helping with the patient care” (p=0.009), shown in Table 5. The 
value of this family need of Saudi parents should be valued more since 
the role of the family members care providers is widely accepted [38] 
and requires continuous support. 

Conclusion and recommendation
Our study shows the differences between family needs from 

health care providers and parents perceptions. There is a homogenous 
approach in some needs and differences in other needs. The study 
recommended that all health care providers either nurses of doctors 
should be aware about the priorities of family needs from the family 
perspectives to be able to meet their needs and to improve the 
implementation of family-centered care approach. 
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