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Abstract

Few patients are as helpless and totally depen-
dent on nursing as long-term intensive care 
(ICU) patients. How the ICU nurse relates to 
the patient is crucial, both concerning the 
patients’ mental and physical health and well- 
being. Even if nurses provide evidence-based 
care in the form of minimum sedation, early 
mobilization, and attempts at spontaneous 
breathing during weaning, the patient may not 
have the strength, courage, and willpower to 
comply. Interestingly, several elements of 

human connectedness have shown a positive 
influence on patient outcomes. Thus, a shift 
from technical nursing toward an increased 
focus on patient understanding and greater 
patient and family involvement in ICU treat-
ment and care is suggested. Accordingly, a 
holistic view including the lived experiences 
of ICU care from the perspectives of patients, 
family members, and ICU nurses is required 
in ICU care as well as research.

Considerable research has been devoted to 
long-term ICU patients’ experiences from 
their ICU stays. However, less attention has 
been paid to salutogenic resources which are 
essential in supporting long-term ICU 
patients’ inner strength and existential will to 
keep on living. A theory of salutogenic ICU 
nursing is highly welcome. Therefore, this 
chapter draws on empirical data from three 
large qualitative studies in the development of 
a tentative theory of salutogenic ICU nursing 
care. From the perspective of former long- 
term ICU patients, their family members, and 
ICU nurses, this chapter provides insights into 
how salutogenic ICU nursing care can support 
and facilitate ICU patients’ existential will to 
keep on living, and thus promoting their 
health, survival, and well-being. In a saluto-
genic perspective on health, the ICU patient 
pathway along the ease/dis-ease continuum 
reveals three stages; (1) The breaking point, 
(2) In between, and (3) Never in my mind to 
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give up. The tentative theory of salutogenic 
long-term ICU nursing care includes five main 
concepts: (1) the long-term ICU patient path-
way (along the salutogenic health continuum), 
(2) the patient’s inner strength and willpower, 
(3) salutogenic ICU nursing care (4), family 
care, and (5) pull and push. The salutogenic 
concepts of inner strength, meaning, connect-
edness, hope, willpower, and coping are of 
vital importance and form the essence of salu-
togenic long-term ICU nursing care.

Keywords

Critical care nursing · Family care · Health 
promotion · ICU care · Long-term ICU 
patient

18.1  Introduction

The main difference between patients in the 
intensive care unit (ICU) and other patients 
is that the former are severely critically ill and 
need advanced life-sustaining care, including 
mechanical ventilation. ICU patients need fun-
damentals of care such as keeping clean, warm, 
fed, hydrated, dressed, comfortable, mobile, and 
safe. ICU patients who need mechanical ven-
tilation are unable to talk. They are therefore 
totally dependent on others, including having 
others interpret their symptoms and feelings. 
This means that advanced medical treatment and 
technology need to be accompanied by advanced 
nursing care. In this chapter, we argue for the 
relevance of a health promotion perspective in 
the care of acutely/critically ill patients. The 
aim of this chapter is to enhance understanding 
of the essence of long-term ICU care in a health 
promotion perspective. We build our analysis 
on qualitative data on former long-term ICU 
patients’ experiences of their struggle to survive, 
together with the experiences of ICU nurses and 
patients’ family members. This chapter is writ-
ten from our home-offices since all universities 
are locked down due to the COVID-19 infec-

tion worldwide. The present Covid-19 pandemic 
demonstrates that a health promotion approach in 
the care of long- term ICU patients is ever more 
important in the years to come. The pathophysi-
ology of severe viral pneumonia (as in COVID-
19) is acute respiratory distress syndrome, which 
is associated with a prolonged ICU stay [1]. A 
retrospective study from the Lombardy region 
in Italy demonstrated that 5 weeks after the first 
admission to the ICU, most of the COVID-19 
patients (58%) were still in the ICU showing a 
higher need for mechanical ventilation than other 
ICU patients [2]. ICU care of COVID-19 patients 
is challenged by isolating regimes with limited 
human contact. ICU nurses caring for the patients 
are wearing medical masks, gowns, gloves, and 
face shields, and visits from family members are 
banned [1]. From a health promotion perspective, 
these factors might cause stress for patients, fam-
ily members, and nurses, and negatively affect 
the patients in the recovery process.

This chapter starts with an outline of research 
on long-term ICU patients. Following this, a 
specific nurse–patient situation with data from 
observations in an ICU (the story of Peter) is used 
to give the reader insight into the key aspects of 
care for the long-term ICU patient. The story runs 
like a thread throughout the chapter, leading the 
reader through the phases of ICU nursing with 
a focus on salutogenesis and health promotion. 
Our aim is to demonstrate how clinical skills are 
context- specific, and how these skills are mani-
fested in a specific encounter with an individual 
patient. This chapter is placed in a health promo-
tion perspective and is based in the salutogenic 
health theory. The chapter is divided into sections 
on theoretical perspectives, purpose, methodol-
ogy, results, and discussion of the findings.

18.2  Background

Recent years have seen an increasing focus on 
the long-term consequences for ICU patients 
after hospital discharge. Former ICU patients 
may suffer from physical and mental health 
problems with a negative impact on quality of 
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life and daily functioning [3]. The term post-
intensive care syndrome (PICS) describes new 
or worsening problems in physical, cognitive, or 
mental health status arising after a critical illness 
and persisting beyond acute care hospitalization 
[4]. Possible mechanisms of PICS are insuf-
ficient supply of oxygen (hypoxia), treatment 
such as a tube is inserted into the patients’ airway 
(endotracheal intubation), frequent use of benzo-
diazepines, immobilization, and interruption of 
the sleep- wake cycle [4]. Health promoting and 
 rehabilitation efforts should therefore already be 
initiated during the ICU stay [3].

A growing evidence suggest that the ABCDEF 
bundle (A, assess, prevent, and manage pain; B, 
both awakening and spontaneous breathing trials; 
C, choice of analgesic and sedation; D, delirium: 
assess, prevent, and manage; E, early mobility and 
exercise; and F, family engagement and empow-
erment) improves ICU patient- centered outcomes 
and promotes interprofessional teamwork and 
collaboration [5, 6]. A multicenter prospective 
cohort study among 15,226 adults concluded that 
ABCDEF bundle performance showed signifi-
cant and clinically meaningful improvements in 
outcomes including survival, mechanical ventila-
tion use, coma, delirium, restraint-free care, and 
ICU readmission [7]. It was suggested that the 
bundle components including several elements 
of human connectedness (waking patients, hold-
ing their hand and patients regaining a feeling 
of control over actions and their consequences) 
had a positive influence on patient outcomes. 
However, these nursing interventions cannot eas-
ily be quantified; a recent Scandinavian study 
suggests a shift from technical nursing toward 
an increased focus on patient understanding, and 
greater patient and family involvement in ICU 
treatment and care [8]. Therefore, future studies 
could benefit from a more holistic view, includ-
ing the lived experiences of ICU care from the 
perspectives of patients, family members, and 
ICU nurses.

The suggestion that patients and their family 
members be involved in care was first introduced 
by the Picker Institute in 1988. Since then, fam-
ily inclusion has evolved into a model of col-

laboration between and among patients, families, 
and health care providers [9]. The guidelines for 
family- centered care [10] highlight the impor-
tance of future research to improve collaboration 
with patient and family in ICU care [10].

Although considerable research has been 
devoted to long-term ICU patients’ experiences 
from their ICU stays [11], less attention has 
been paid to health promoting factors [12, 13] 
that encourage ICU patients’ existential will to 
keep on living [14]. Knowledge of health promo-
tion in ICU care from the perspectives of ICU 
patients, their family members, and ICU nurses 
may improve the quality and efficiency of long-
term ICU care. Therefore, we suggest the need 
to develop a tentative theory of salutogenic ICU 
nursing care to describe long-term ICU care and 
the health promotion process of getting through 
the illness trajectory.

18.3  Theoretical Foundation

The choice of theoretical perspectives, models, 
interventions, and reflections included in this 
chapter are based on their usefulness for ICU 
nursing and health care. Further, this chapter 
emphasizes ICU patients’ and their families’ per-
spectives on ICU health promotion. This chapter 
is based on our own empirical research [14–18], 
as well as our extensive clinical experience in 
ICU nursing and nursing of the chronically ill, 
including palliative patients. The literature we 
build on is grounded in both qualitative and 
quantitative research. In a health promoting 
perspective, we draw on the salutogenic theory 
of Antonovsky [19–21] and the philosophy 
of nursing care formulated by the Norwegian 
nurse and philosopher Kari Martinsen [22, 23]. 
Additionally, this presentation was substantiated 
with a literature search using the terms “intensive 
care patients,” “critical care patients,” “family,” 
“family member,” “next of kin,” “health promo-
tion,” “salutogenesis,” and “long-term ICU care.” 
Since we live in Norway, and have studied and 
worked there, our examples from clinical prac-
tice are drawn from the Norwegian context.

18 Health Promotion Among Long-Term ICU Patients and Their Families
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18.3.1  Health Promotion 
in the Health Care

In 1986 the World Health Organization (WHO) 
arranged the first international conference on 
Health Promotion, resulting in the Ottawa Charter. 
This charter defined health promotion as “the pro-
cess of enabling people to increase control over, 
and to improve their health,” and identified basic 
strategies for health promotion. An international 
network of health promotion  hospitals (HPH) 
was later established, with an aim of reorient-
ing the hospitals in a health promoting direction. 
However, in order to succeed in doing so, know-
ledge and evidence on health promoting nursing 
centering on patients’ health and resources were 
needed. Several theories of health promotion have 
been developed, among which the salutogenic 
health theory by Antonovsky [19, 24] is central. 
Available evidence guiding long- term ICU nurs-
ing care into a more health promoting direction is 
scarce. Hence, this chapter aims at developing a 
tentative theory of salutogenic ICU nursing care.

18.3.2  The Salutogenic 
Understanding of Health

Aron Antonovsky (1923–1994) challenged the 
conventional paradigm of pathogenesis and its 
dichotomous classification of persons as being 
either healthy or diseased [19]. He coined the 
concept of salutogenesis, which means the origin 
of health. Basically, salutogenesis—the saluto-
genic understanding of health and the gradually 
evolving salutogenic concepts—signifies knowl-
edge about the origin of health, i.e. about what 
provides, facilitates, and supports health. The 
concept of salutogenesis has matured since 1986 
and has become a core theory of health promo-
tion [21]. From a salutogenic perspective, health 
is a positive concept involving social and per-
sonal resources, as well as physical capacities. 
Hence, the salutogenic theory of health offers a 
resource-oriented and strength-based perspec-
tive, i.e. a broad focus on the genesis or sources 
of health, as well as circumstances promoting or 
undermining health.

Figure 1.1 in Chap. 1 in this book illustrates 
how Antonovsky saw health as a movement 

along a continuum on a horizontal axis between 
health- ease (H+) and dis-ease (H−) [25]. Health 
promotion and salutogenic ICU nursing care 
intend to move the patient along this continuum 
toward the positive end, termed H+. According 
to Antonovsky, sense of coherence (SOC) is 
a vital health resource moving the individual 
toward good health. While facing stressors 
in life, such as, e.g., serious illness, tension 
appears. To avoid breakdown, and instead move 
along the continuum in the positive direction, 
the patient must cope with the tensions. A strong 
SOC as well as generalized resistance resources 
(GRRs) will help the seriously ill person to 
cope, to stand out with the suffering, to survive 
and recover. Looking at Fig.  18.1, GRRs are 
important to hinder breakdown and move the 
ICU patient along the ease/dis-ease continuum 
toward best possible health. The salutogenic 
approach to long-term ICU patients is resource-
oriented and focuses on the patient’s ability to 
manage the stressors in this specific life situa-
tion to recover and stay healthy.

The SOC and the GRR represent key concepts 
of the salutogenic health theory. SOC is defined 
as “a global orientation that expresses the extent 
to which one has a pervasive, enduring through 
dynamic feeling of confidence that: (1) the stim-
uli from one’s internal and external environments 
in the course of living are structured, predict-
able and explicable; (2) the resources are avail-
able to one to meet the demands posed by these 
stimuli; and (3) these demands are challenges, 
worthy of investment and engagement” ([24], 
p.  19). SOC includes the three dimensions of 
comprehensibility, manageability, and meaning-
fulness (ibid.). Comprehensibility represents the 
cognitive aspect of SOC, including the capacity 
to appraise one’s reality and to understand what 
is going on. A seriously ill ICU patient might 
struggle to grasp what is taking place around 
him. The second aspect, manageability cov-
ers an individual’s instrumental and behavioral 
capacity to manage and cope with the situation. 
Coping is difficult if you do not understand what 
is happening with you. Finally, the meaningful-
ness aspect involves an individual’s feelings that 
life makes sense emotionally, and that the pres-
ent challenges are worth investing one’s effort 
and energy in; that is, one’s commitment and 
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engagement. Meaningfulness is seen as the moti-
vation aspect of SOC.  Finding meaningfulness 
and thus motivation to fight for survival might 
be hard to the long-term ICU patient who is at 
“a breaking point” (Figs. 18.2 and 18.3). These 
three aspects of SOC—comprehensibility, man-
ageability, and meaningfulness—are involved 
when an individual experiences a long-term ICU 
stay. As illustrated by the example of Peter down 
under, long-term ICU patients experience several 
and huge stressors, and thus much tension. The 
need for resistance resources is obvious. GRR 
represents a set of resources promoting meaning-
fulness, comprehensibility, and thus manageabil-
ity (SOC). GRRs are present in an individual’s 
personal capacities, but also in the immediate 
and distant environment [24, 26]. A strong SOC 
enables one to recognize, pick up, and utilize the 
available GRRs. Salutogenic ICU nursing care 
supports the patient’s awareness and use of the 
resources available. The patient’s family and the 
ICU nurses should perform as GRR resources 
during the long-term ICU stay. Specifically, close 
family members can help to identify and facili-
tate personal GRRs for their ICU patient.

Furthermore, Antonovsky understood the 
relationship between the two orientations of 
pathogenesis and salutogenesis as complemen-
tary [20]. We therefore emphasize that health 
promotion approaches do not imply a disregard 
of pathogenesis. Knowledge of pathogenesis, 
i.e. knowledge of disease, risk, and prevention, 
is important in all health disciplines, and natu-
rally in health care, particularly in the ICU con-
text. When people become injured or seriously 
ill, whether it be an accident, heart disease, lung 
disease, cancer, mental illness or the need for a 
surgical intervention, knowledge of illnesses, 
injuries and trauma, and their treatment, is crucial 
to their lives. However, instead of juxtaposing 
pathogenesis and salutogenesis, it is pertinent to 
assimilate these two paradigms into a manifestly 
holistic way of understanding and working with 
health. Health is always present, while illness and 
injury occur from time to time. Thus, health is the 
basis and the origin, and should therefore be the 
foundation of health care, also in the ICU. We use 
Peter throughout this chapter to depict the move-
ment along the health continuum during the long-
term ICU patient’s pathway.

Background: Peter was in a road accident 2 
days ago with complicated fractures of his 
back, femur and ankle. He also has serious 
rib fractures and bleeding in his chest cav-
ity, requiring mechanical ventilation. 
Peter’s bed is by the window. Over his head 
hangs a monitor. Right next to the head of 
his bed, the ventilator produces a rhythmic 
sound. On the monitor a graph moves, 
looking like a row of mountain peaks. 
Suddenly a lung appears at the top of the 
screen, and then disappears again. We can 
also see numbers that keep changing. Peter 
moves his arms and head, and suddenly a 
sharp sound is heard and a light flashes on 
the ventilator. Then it goes quiet again just 
as quickly. Next to the bed are infusion 
pumps for medication. Several chains with 
a hook on the end hang from a rail in the 
ceiling. On one of them is a photo of a man 
and a little child. A photo that links Peter to 
a life outside this room.

Peter’s reflections on his stay in the ICU 
(comprehensibility, meaning, manageability):
I was more like a rocket that was shot up 
into the sky, there was lots of noise, lots of 
loud noises and steel, rockets are full of 
steel, aren’t they? Then when it was going 
up into the sky, bits of it began to fall off 
and then when it reached a certain level, it 
stopped, and it began to fall again. It was a 
terribly long and tiresome trip! And on the 
way down, the bits of metal came back on 
again and then it fell to the ground. And I 
think ... I think the connection is that the 
day after I arrived at the ICU, I was oper-
ated on. They put steel in my back, it was 
stiffened, and I heard that noise and every-
thing that was going on, I think ... I’m quite 
sure about that!

The family member’s reflections:
There was no communication the days he 
was on the ventilator. So, then we just made 
short visits. I went in and looked at him and 
stroked his cheek and then I talked a bit to 
the nurses.

18 Health Promotion Among Long-Term ICU Patients and Their Families
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Peter is an entity of body-mind-soul who is at 
a breaking point: will he survive his huge injuries, 
or will he pass away? We do not know yet. In this 
early unstable phase, medical treatment is urgent. 
The patient needs stabilizing, organ support like 
mechanical ventilation and dialysis, and symptom 
treatment like pain relief and sedation. However, 
a health promotion approach also includes fam-
ily members’ presence and nursing care, as well 
as awareness toward Peter’s sense of comprehen-
sibility, manageability and meaning. How can the 
nurses help him to understand what is going on? 
How much information is he able to take? What 
can make him find meaningfulness, and a sense of 
manageability in the midst of ailments and fatigue?

While people face various life stressors, such 
as serious illness leading to a long-term stay 
in an ICU, research has shown that those who, 
despite the difficulties, experience meaning-in-
life cope better and report more well-being than 
those who experience meaninglessness. Meaning 
is an important psychological variable that pro-
motes well-being [27–29], protects individuals 
from negative outcomes [30, 31], and serves 
as a mediating variable in psychological health 
[32–36]. The concept of meaningfulness is also 
crucial in the salutogenic theory of health [19, 
24] that focuses on health promoting resources, 
among which sense of coherence (SOC) is vital. 
Individuals with a strong SOC tend to perceive 
life as being manageable and believe that stress-
ors are explicable; thus, they have confidence in 
their coping capacities [37]. Several studies link 
SOC with patient-reported and clinical outcomes 
such as perceived stress and coping [38], recovery 
from depression [37], physical and mental well-
being [39, 40], and satisfying quality of life and 
reduced mortality [41, 42]. SOC has thus been 
recognized as a meaningful concept for patients 
with a wide variety of medical conditions.

18.3.3  Health Promoting Long-Term 
ICU Nursing

The theoretical perspective is based on a view of 
nursing as a practical discipline and on professor 
Kari Martinsen’s philosophy of nursing care. The 

caring situation in nursing is by nature concrete 
and contextual. Care has a relational, practical 
and moral dimension ([22], pp.  14–20). A cen-
tral ontological feature of Martinsen’s theoretical 
work is the assumption that human beings are 
interconnected and dependent upon each other; 
humans are born as relational individuals. Thus, 
without a relationship with a “you,” there cannot 
be an “I.” The individual can only become a liv-
ing person in a relationship with a “you” [23, 43, 
44]. This dependence on others must not be seen 
as negating independence; however, people can 
never understand and realize themselves alone or 
independently of others. Care is fundamental and 
natural, but also difficult because in relationships 
with others we are vulnerable to the other’s gaze, 
mood, and body language. We may ignore or 
reject what the other is expressing. This implies 
that human relationships are ethical. Care is to 
relate to the other and to be able to recognize and 
respond to the patient’s needs [44]. The specific 
encounter with the long-term ICU patient thus 
has a moral dimension. As nurses, we can look, 
and overlook.

A recent Danish study argued for the develop-
ment of theory in clinical nursing to meet the needs 
of patients and relatives [45]. Consequently, in 
the present study we explore and illuminate cen-
tral concepts in health promoting family- centered 
long-term ICU care. The focus is not on giving 
the actual concepts fixed meanings, but on creat-
ing a useful understanding of the shared mean-
ing of concepts within a specific context [46]. A 
conceptual framework aims at prescribing broad, 
open-textured (structured) assumptions of how 
phenomena in a field are to be understood [47]. 
Within the framework of health promotion, we 
aim to articulate the values and goals of nursing 
by making aspects of this practice explicit and 
analyzing patients’ needs [48].

18.4  Purpose

The purpose of this study was to gain a deeper 
understanding of the essence of long-term ICU 
care in a health promotion perspective. A more 
specific aim was to identify central salutogenic 
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concepts in long-term ICU patients’ lifeworld. 
From the perspective of former long-term ICU 
patients, their family members, and ICU nurses, 
this study provides insights into how salutogenic 
resources can be used to support and facilitate 
ICU patients’ existential will to keep on living. 
Finally, we aim to propose a tentative theory of 
salutogenic long-term ICU nursing care.

18.5  Design and Methods

A hermeneutic phenomenological approach was 
applied, illuminating the meaning embraced in peo-
ple’s experiences and forms of expression [49, 50].

18.5.1  Settings and Sample

This study was based on three different quali-
tative datasets about long-term ICU patients’ 
struggle to survive, as experienced by (1) the 
patients themselves, (2) their family members, 
and (3) ICU nurses. Data were collected from 
two university hospitals and two local hospitals 
in Norway between 2004 and 2017.

18.5.2  Data Collection

The three datasets included (1) six in-depth 
interviews of experienced ICU nurses before and 
after observations of nurse–patient interactions 
in mechanical ventilation, collected in 2004, (2) 

interviews of ICU patients 5–14  months after 
ICU discharge (collected in 2012–2014), and 
(3) interviews of ICU patients, family mem-
bers, and ICU nurses involved in long-term ICU 
care (collected in 2016–2017) (Table  18.1). A 
total of 28 long-term ICU patients, 13 family 
members, and 13 ICU nurses participated in the 
study. Further details are published elsewhere 
[14, 16–18].

18.5.3  Data Analysis

The datasets were handled as a whole and ana-
lyzed by the following steps: First, the authors 
presented and reflected on the results from the 
first analysis of all datasets using themes and 
subthemes. Second, a reflective discussion was 
guided by the following questions: What are 
the characteristics of long-term ICU patients? 
What is the essence of long-term ICU care and 
the health promotion process of getting through 
the illness trajectory? Third, the original empiri-
cal data were reread to identify real life examples 
of the health promotion process and were fur-
ther interpreted as phases. Fourth, the reading of 
literature in the fields of lifeworld research and 
health promotion concepts based on salutogenic 
theory [20, 21] inspired further interpretation 
of data. Fifth, essential concepts describing the 
health promotion process of getting through the 
illness trajectory in long-term ICU care and sug-
gested relationships among these concepts were 
developed [51]. The concepts were framed within 

Table 18.1 Characteristics of datasets from ICU patients, family members, and ICU nurses

Informant characteristics Data collection Data collection characteristics
Dataset 1 ICU nurses (n = 3, 2 female)

>10 years ICU experience
Observations (n = 3)
In-depth interviews (n = 6)

Nurse–patient interaction (24 h)
Before and after observation

Dataset 2 ICU patients (n = 11, 4 female)
Age (years) median 60 (57–72)
MV (days) median 10 (6–27)

In-depth interviews (n = 11) 5–14 months after ICU discharge

Dataset 3 ICU patients (n = 17, 4 female) In-depth interviews (n = 17) 6–18 months after ICU discharge
Age (years) median 57 (27–76)
MV (days) median 10 (7–16)
Family members (n = 13, 11 female) In-depth interviews (n = 13) 6–18 months after ICU discharge
ICU nurses (n = 13, 9 female) Focus group interview (n = 3)

Note: ICU intensive care unit, MV mechanical ventilation

18 Health Promotion Among Long-Term ICU Patients and Their Families



252

the salutogenic theory and the ABCDEF bundle 
approach [6].

18.5.4  Characteristics 
of the Researchers

Two authors (IA, HSH) are ICU nurses, with 
expertise in teaching, clinical practice, and 
research, while the third author (GH) is a special-
ist in the nursing care of chronically ill patients 
and end-of-life care and has published widely 
in health promotion research among different 
populations.

18.5.5  Ethical Considerations

Ethical approval was not sought, as the study is 
based on a secondary analysis of data from pub-
lished studies.

18.6  Results

The health promotion process of getting through 
the illness trajectory during the ICU stay was 
interpreted as three overlapping phases: (1) A 
body at a breaking point, (2) In between, and (3) 
Never in my mind to give up (Table 18.2). This 

Table 18.2 Essential concepts describing the process of getting through the illness trajectory from a health promotion 
perspective

Process H−

A body at a breaking 
point In between Never in my mind to give up

Salutogenic 
concepts H +

Observable signs Unconscious, no 
contact

Awakening, increasing 
awareness

Awake and alert Coherence

Essential concepts 
derived from 
long-term ICU 
patients

Exhaustion, 
weakness and 
discomfort
Between life and 
death
The patient’s inner 
strength
Living in the worst 
horror movie
Vivid dream 
experiences that 
ignite willpower

An amorphous and 
boundless body 
existential threat
Feeling trapped
Tiring delusions
I wasn’t human
Connectedness to life:
Feeling alive and 
present

No doubts about coming 
back to life
Meaning and purpose: 
Feeling valuable to 
somebody
Practical solutions: Coping 
skills from previous life 
experiences
Provocative and inspiring 
experiences (info/talk with 
doctor. Diet)
Transforming gloomy 
weather into a sunny day

Inner strength
Meaning
Connectedness
Hope
Willpower
Coping

Essential concepts 
derived from family 
members

Sitting by the bed
No response—an empty gaze
Breaking through
Knowing the patient
Trying to understand
Facilitating hope

Knowing the 
patient
Facilitating hope

Essential concepts 
derived from nurses

Taking responsibility
Tuning in to the other person
Looking for reasons (for deterioration)
Allowing the body to do what it is meant to do
Knowing the patient
Having experience in the situation and experience over time
Pulling and pushing
Bearing the patient’s suffering
Facilitating well-being
Supporting the patient where he is
Acknowledging family support
Using one’s skills
Bringing back to normal
Creating a positive environment

Facilitating 
well-being
Knowing the 
patient
Pull and push
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process is not linear, but depends upon the severity 
of the disease, the patient’s progress and setbacks, 
courage and despondency, hope and despair. Inner 
strength [52], perceived meaning- in- life [53, 54] 
as well as meaningfulness [19], connectedness 
[55], hope [56, 57], willpower [58], and coping 
[59] appeared to be vital salutogenic resources for 
long-term ICU patients,  particularly in phases 2 
and 3, after the first critical phase (“A body at a 
breaking point”). Knowing the patient was impor-
tant to both family members and ICU nurses. 
The concepts of pull and push used by the nurses 
were found to be important in all three phases and 
seemed to be associated with the other health pro-
motion resources identified.

18.6.1  A Body at a Breaking Point

The situation reveals a sensory presence in which 
the nurse uses all her senses (looking, listening, 
touching, smelling) to assess and understand the 
patient’s condition: “Yesterday, his eyes were 
open and he was looking around” is interpreted as 
a sign of health which the nurse sees as a resource 
to build on. The nurse’s presence, attention and 

Observation during morning care:
The nurse speaks directly to Peter: 
“Please bend your foot when we turn you 
over.” He can’t do that. He’s completely 
limp when we raise his arms and wash 
him. The nurse suctions the endotracheal 
tube before we turn the patient to prevent 
him coughing badly when he lies on his 
side during care and changing the sheets. 
Following the care, Peter is placed up in 
bed, supported with four pillows. The cur-
tains are pulled aside to let in the light. 
They put a blanket over him and air the 
room. The nurse takes a blood gas. When 
she returns, he’s coughing up white foamy 
phlegm. His face is red and sweaty, and 
his respiratory rate is 30 breaths per min-
ute. We move him more over on his side as 
we can smell stool. Then we close the 
door, pull down the curtains and change 
his diaper. When he’s put back on his 
back, his face is still red and sweaty, his 
breathing is rather superficial, and his 
blood pressure is rising.

Peter’s reflections (comprehensibility, 
meaning, manageability):

The moment when I crashed, I lost con-
sciousness. Before I woke up, three people 
who have been very close to me came to see 
me on a mountain. We were lifted together 
in four pillars of light into heaven—they 
explained to me that this life was over, and 
I had to choose where to live my next life! 
But suddenly I was in the ICU, looking 
down at myself for a moment, and suddenly 
I was inside myself again!—An extraordi-
nary experience!

The nurse’s reflections:
Although we had no contact with him yes-
terday, he was lying there with his eyes 
open and looking around. And then I use 
the care situation to assess him more 
closely. Mainly, I look at the patient, and 
form a mental picture of how well he is 
based on how he looks and feels. That’s the 
main thing I do. Then I look at what he’s 
getting from the ventilator, look at the 
monitor values   and then I sometimes also 
take a blood gas to have some figures to 
lean on.

In principle, it’s important for the patient to 
have rest periods, and it’s especially impor-
tant at night. There shouldn’t be bright light 
and activity around the patient all the time. 
You have to find a balance, but it depends on 
how much there is to do around the patient. 
How long the care takes, if you have to 
change e.g. the central venous catheter, 
arterial catheter and the wounds. How much 
rest we can achieve depends on the particu-
lar situation and the individual patient. And 
it depends a bit on us too, how much we 
allow a patient to rest.
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care are health promoting resources, supporting 
and facilitating the health-giving processes tak-
ing place in the patient as an entity of body-mind-
spirit. The body is at a breaking point. Thus, the 
mind and spirit are also in a state that may be 
termed a “breaking point.” In a health promo-
tion perspective, the ICU nurse is aware of every 
sign of health (his eyes are open, looking around) 
on which she can build her presence, attention 
and care. Hence, if we adapt Fig. 1.1 in Chap. 
1 to Peter’s situation, it may be portrayed as in 
Fig. 18.1.

Figure 18.1 shows the health ease/dis-ease 
continuum: a huge stressor appears, and Peter’s 
body is suddenly at a breaking point in the 
ICU. Peter’s situation is characterized by uncon-
sciousness, sedation, exhaustion, weakness, and 
discomfort, which are experiences also described 
in other studies as tiring delusions, feeling 
trapped, and being on an edge between life and 
death [60–62]. At this point, both pathogenesis 

and salutogenesis are vital perspectives and 
approaches in the ICU.  Peter may move along 
the health continuum: either toward breakdown 
or in the positive direction. Along with medical 
treatment, the intensive nursing care involves 
 facilitating the salutogenic resources embedded 
in Peter’s situation and the context. By actively 
supporting and strengthening the salutogenic 
resources, the nurses may push Peter along 
the health continuum in the positive direction 
toward recovery and health. Based on the three 
datasets, we identified the following salutogenic 
resources: (1) connectedness to life, (2) feeling 
alive and present, (3) meaningfulness and pur-
pose, (4) feeling valuable to someone, (5) prac-
tical solutions, (6) previous coping experiences, 
and (7) provoking and inspiring experiences [14, 
16–18]. By means of creative approaches that 
support and enhance these salutogenic resources, 
Peter is pulled and pushed along the continuum, 
reaching the stage termed “In between.”

Fig. 18.1 The health ease/dis-ease continuum. (Reproduced and adapted for the ICU context with permission from 
Folkhälsan Research Center, Helsinki) © Gørill Haugan, 2021
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18.6.2  In Between

In the “In between” phase, patients were awak-
ened and became gradually more alert. However, 
at the same time they often experienced their body 
as amorphous and boundless, and some even felt 
that they were not human. The patients described 
this phase as marked by an existential threat and 
a feeling of being trapped. It was like living the 
worst horror movie with tiring delusions. Others 
found that vivid experiences in dreams ignited 
their willpower.

The ICU nurses were close to the patients dur-
ing the awakening period (In between) and pro-
vided reassurance and well-being:

I remember they were turning me, talking and ask-
ing: ‘Are you lying comfortably now?’ and they 
had gentle and mild voices. That was all nice, 
really. My experience was that the nurses were 

Peter was transferred to the ICU of a local 
hospital, where he eventually had secre-
tion stagnation and therefore needed 
mechanical ventilation again. He has had 
high fever and severe diarrhea. Now he is 
recovering and the goal is to disconnect 
the ventilator, extubate him and let him 
breathe himself.

Observation:
The doctor on duty indicates that Peter can 
be allowed to breathe completely on his 
own. The nurse disconnects him from the 
ventilator, mucus is suctioned from the 
breathing tube into a bag and the air is 
removed from the cuff before the breathing 
tube in his throat is removed. A sterile com-
press is applied to the hole in his throat and 
Peter receives oxygen via a nasal cannula. 
The nurse sits down by his bed and can see 
that he’s breathing effortlessly. Then he 
opens his eyes and tries to focus on her. He 
coughs and the nurse puts her finger over 
the compress to prevent air leakage to 
enable him to cough more powerfully. Then 
he falls asleep again and he seems to be ok. 
Suddenly he wakes up, opens his eyes and 
turns his head.

Peter’s reflections (comprehensibility, 
meaning, manageability):
I’m not sure, really, if it was just when I 
came to or if it was in the coma phase itself 
... I think it was when I was coming out of 
the coma that I felt very nervous ... and 
scared, but I also felt that things had kind 
of worked out all right. The fact that it was 
a bit up and down, that might be a way of 
reacting when you’re woken up again, I 
don’t know, it’s hard to say. … Yes, it was 
just like it was very hot and it was kind of a 
lousy feeling to be alive, as it was so hard 
... that’s a bit weird.

The nurse’s reflections:
He seems to have a thousand questions in 
his head: “My God, who, what, where?” 
He realizes that I’m here and falls asleep 
again. He’s still so sick that he can’t relate 
to what we’re doing. He opens his eyes 
when we talk to him, but I don’t think he 
would say “I’m cold” of his own accord 
unless I asked him. He’s a man who’s been 
very sick and he’ll need a lot of help to get 
going again. Now he’ll be spending most of 
his energy on breathing and coughing and 
eventually communicating.

Today when I brushed his teeth, he opened 
his mouth and stuck out his tongue. Peter 
follows what I say, or tries to. I asked if he 
could answer “yes” or “no”, but I don’t 
know whether what he said was yes or no. 
But I don’t think he has the look of a person 
who’s completely out of it. He seems to be 
looking at me as if he’s asking: “What are 
you doing?” But I don’t feel that he’s 
afraid. Not now. He might be in a dream, 
who knows? I try to appeal to him and see 
if he reacts to anything. See if I can get a 
smile. I got one yesterday evening. I haven’t 
had one today.
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very clever. They were confident in their work. It 
seemed like they knew what they were doing, no 
hesitation – that made me feel very safe!

However, the relatives were obviously most 
important to the patients, and were the first peo-
ple they remembered when they woke up; they 
transformed “gloomy weather into a sunny day.” 
Family members were essential for the ICU 
patient to feel important and have future hopes.

I was happy every time they came. And they 
brought my five grandchildren from time to time, 
and that helps to get your spirits up too.

Although visits from family and friends were 
appreciated, there was a limit where the visit 
became burdensome. Several talked about the 
communication problems linked to being intu-
bated. Others wanted someone to tell them how 
long it would take before they would make enough 
progress to move out of the ICU. Although this 
was not easy to predict, it would have reassured 
the patient if someone had talked about it and 
explained why they could not give a definite 
answer. It also seems important to find time to 
provide care to the patient’s relatives in the form 
of information and advice on how to support the 
patient.

18.6.3  Never in My Mind to Give Up

Clearly, disease and illness are more prominent 
than well-being among ICU patients. At the same 
time, both clinicians and relatives are striving for 
and looking (consciously or unconsciously) for 
signs of well-being in the patient. Our data also 
showed that many patients, despite serious ill-
ness, experience inner strength, meaning, compre-
hensibility, manageability, connectedness, hope, 
and willpower. The most important aspect of this 
phase from the patient’s point of view was that the 
salutogenic forces were not distrusted or contra-
dicted (by nurses wishing to present the reality), 
even though the patient’s hopes, meanings and 
comprehensibility may have seemed completely 
unrealistic to doctors and nurses.

The nurse’s reflections:
Yesterday Peter was so alert that I went 
through what had happened with him 
again. Because if they’re capable of think-
ing in a phase like that, it must be a terrible 
experience to wake up and not understand 
anything, because I’m sure he doesn’t. So, 
I prefer to use short phrases like “It’s ok” 
and “You’re getting better”. Maybe you 
saw it today too: it’s hard to tell if he’s try-
ing to say something or if he’s trying to 
swallow. And to make sure he doesn’t 
panic, I emphasized that he has a voice and 
that he’ll get it back and everything will be 
the way it was before.

Peter’s reflections (comprehensibility, 
meaning, manageability):
The doctor told me to try to scratch my nose 
and I couldn’t do it, only got half- way up 
with my index finger, I didn’t have the 
strength. Not a single muscle in my body was 
working then... I probably thought it was a 
lot easier than it was. Like if I just had a few 
more days, I could just get on my feet again 
and get a walker, but in fact it wasn’t that 
easy … There was nothing else in my head 
except to get up on my feet and be active 
again, that was all I thought about! ... I had 
good care and I was looked after properly by 
competent people, so I felt reassured that I 
was getting the best treatment you could get.

It was the progress I was making all the time 
... and the words of the nurse: “When you 
finally turn the corner, you’ll really notice it 
and then things will really start to move”, 
and that’s what happened. Once I started to 
make progress, the first thing was stand in 
front of the bed for 20 seconds, then one step 
forward and one back and then I could take 
two steps forward and then I could walk 
round the room, and then finally I could 
walk by myself with the walker. So, it was the 
progress all the time that gave me the cour-
age and motivation to make a bit more effort.
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Most ICU patients felt safe, grateful, and sat-
isfied with nurses and physicians. However, some 
experienced a lack of respect and understanding 
of their situation and too little information about 
things that were obvious to the staff, but not to 
the patient. Despite exhaustion, weakness and 
discomfort, most patients expressed no doubts 
about coming back to life. Their daily life in the 
ICU was both challenging and monotonous and 
one way to cope with it all was to dream about 
one’s future life.

18.6.3.1  How Do Family Members 
Support Patients?

For relatives it was important to be with the 
patient. Sitting close to a loved one was a bur-
den for many of them, but they still wanted to be 
there. Family members described a specific sen-
sitivity for the patient’s body language and needs, 
and for what was meaningful in the situation.

I had to keep an eye on things a bit. I don’t know 
anything about the medical stuff, about nursing 
and so on and what it takes to get him healthy, but 
I felt I had to be there anyway to ... make sure he 
didn’t miss anything. ... and then I had to do what 
I could to help him get better, putting skin cream on 
his legs when they were dry and so on. There 
wasn’t much I could do, but I do know he was 
pleased I was there!
And because Mom was producing a lot of mucus 
and she was on the ventilator for so long, they gave 
her a tracheostomy. And it was very difficult for 
Mom when she woke up that she had no voice. So, 
we had to explain that repeatedly.

The presence of family members was impor-
tant because they could look ahead and encour-
age the patient by saying that this was something 
they would cope with together. Relatives knew 
what motivated the patient, such as family, a 
pet, a soccer game on television or talking about 
going hunting again. They could motivate and 
push the patient by saying: “If you’re going to get 
out of here, you have to keep going even though 
it’s hard.”

The patient’s experience of the presence of 
relatives was described as follows:

I could recognize her smell, I knew it. And she has 
a special way of doing things, in a way only she 

does, my brain managed to register that. It was 
very good for me. Small impulses that give me a 
good feeling ... like stroking my cheek. I didn’t hear 
any voices, just felt that touch!
I remember the visits made me very tired. But when 
my wife came, it was like I’d had gloomy weather 
for a long time and then suddenly there was a 
sunny day! You see? This happened every time she 
arrived!

18.6.3.2  How Do ICU Nurses Support 
Patients?

The nurses supported the patients by taking 
responsibility for both patients and visiting 
family members. The ability to “tune in” to the 
patient was important and was expressed through 
attention and sensitivity to the patient’s body 
language:

I don’t know if there’s anything we do subcon-
sciously ... if we give the impression that we’ve 
given up or not? It’s kind of scary to think about ... 
whether they can feel that we believe they’ll pull 
through or not. We had a patient who said that 
everyone had kind of given up hope for her ... and 
she’d understood a lot of what was said. 
Afterwards, she said to the nurse who had said she 
would recover: ‘You were the one with the kind 
hands’. And then I thought: Is it possible, really? 
Do we convey things without realizing it?

In this case, the way the ICU nurse provided 
reassurance and well-being helped to promote 
the patient’s willpower to fight for recovery. 
The following case underlines the importance of 
knowing the patient:

Of course, we can often tell when the patient’s at 
the turning point. When you do familiar things like 
morning care and talk about everyday life, their 
children and their family, the dog for example, well 
then you make contact that may be good for the 
patient and help prevent delirium. Familiar things 
and loved ones are important to motivate patients 
to move forward. I think it’s important that it’s the 
same nurses who come back, so you can build on 
what we achieved yesterday, that has a positive 
effect. And that you have contact with the patient, 
that good relationship is very important. My 
daughter once said: ‘Oh, do you need to put on 
makeup before you go to work?’ I answered: ‘Well 
yes, because today I’m almost the only person the 
patient’s going to see.’ Not that it makes any differ-
ence, but ... we should believe in things for them 
many times, and we must push them. Some of them 
often don’t want to get up. And precisely that step 
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of getting out of bed and into a chair seems quite 
out of the question when you’ve been in bed for 
weeks and can’t even lift your finger. But then we 
need to believe on their behalf: ‘Yes, but this is 
something we’ve got to do ... I understand you 
don’t want to, but it’s for your own good.’ Because 
we see that many times… we have to put in much 
more effort than they can manage themselves.

Knowing the patient seems important to cre-
ate meaning. The good relationship and the 
nurse’s efforts in transferring belief and hope to 
the patient provided support in the rehabilitation 
process during the illness trajectory.

The above examples may be said to describe 
model cases. But nurses have also experienced 
actions that did not go according to plan. One 
experienced ICU nurse talked about a patient 
who was a well-known pianist:

Sometimes you think ... I’m sure this will be ok! … 
I remember once when I had a patient called Geir, 
who had been on the ventilator for a very long 
time, he was very depressed and heavy-hearted… 
and eventually he got a tracheostomy. Then I could 
take him around in a wheelchair, with his oxygen 
bottle and bag. I thought: he was a very well- 
known pianist, if I go round past the switchboard ... 
there’s a piano there ... then I can wheel him there 
... then he can play! Music was his whole life! But 

it was just a big disappointment, because Geir 
couldn’t control his fingers properly. What I 
thought would be a great motivating factor ... it 
didn’t really work out too well.

That was a borderline case where the nurse 
tried to use the patient’s potential health- 
promoting resources. She regarded him as more 
than “just a patient,” realized his personal quali-
ties and put in an extra effort to help him to “light 
the spark of life.” The patient was probably just as 
disappointed as she was, despite her good inten-
tions and dedication. Oscillation between success 
and failure was typical of not only long- term ICU 
patients but also their nurses and their relatives.

18.6.3.3  Summing Up
Based on the three datasets from long-term ICU 
patients, their family members, and experienced 
ICU nurses, three stations along the ease/dis-
ease continuum were identified: (1) The breaking 
point, (2) In between, and (3) Never in my mind 
to give up. Figure 18.2 portrays the health contin-
uum, illustrating the three different stages along 
the pathway toward survival and health. Here 
we see how the ICU nurses make great efforts 
to relieve Peter’s ailments, such as pain, exhaus-

Fig. 18.2 The long-term ICU patient’s trajectory along the health disease/ease continuum. © Haugan, 2021
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tion, and tiring delusions. Using the identified 
salutogenic resources, the nurses and Peter’s 
family members are gently pulling and pushing 
him in the positive direction, toward survival and 
functioning.

18.7  Discussion

The aim of this study was to enhance under-
standing of the essence of long-term ICU care 
in a health promotion perspective. This means 
that nurses can be both generalized and specific 
resistance resources against the stress caused by 
ICU care. Further, they enable patients to find 
meaningfulness and gain control over their life 
situation. From the perspectives of former long-
term ICU patients, their family members, and 
ICU nurses, this study provides insights into 
how salutogenic resources can be used to sup-
port and facilitate ICU patients’ existential will 
to keep on living. The salutogenic concepts of 
inner strength, meaning, connectedness, hope, 
willpower, and coping are central and form part 
of the essence of salutogenic long-term ICU care. 
Below we will discuss the benefit of ICU nurses 
using a health promotion perspective to support 
care based on the ABCDEF bundle in relation to 
a tentative theory of salutogenic long-term ICU 
nursing care.

18.7.1  The ABCDEF Bundle, Health 
Promotion, and the Missing 
Salutogenic “G”

Although intensive care has made great strides 
in recent years [4], patients and their relatives 
may experience discomfort and mental and 
physical health symptoms as a result of exami-
nations, treatment, and the way clinicians relate 
to them [5, 63]. According to Ely [5], this may 
partly be due to an ICU culture where physi-
cians and nurses have focused strongly on the 
technical aspects of patient care at the expense 
of patients’ dignity, self-respect and identity: 
“The most productive aspect of the philosophy 
of ICU liberation for us as clinicians is that it 

shifts our focus from the monitors, beeps, and 
buzzers to a human connection” ([5], p.  327). 
In recent years, international research has there-
fore called for a shift in ICU culture from heavy 
sedation and the use of restraint to more open 
units with patients who are more alert and active 
[5], and where relatives are given a more active 
role in patient care [63].

After the patient is stabilized, evidence-based 
measures in the form of the ABCDEF bundle 
are recommended. “The ABCDEF bundle is a 
tool to promote the assessment, prevention, and 
integrated management of pain, agitation, and 
delirium, while also facilitating weaning from 
mechanical ventilation and maximizing early 
mobility and exercise and family engagement 
and empowerment” [6]. This bundle is an inter-
national framework aiming at flexibility and the 
incorporation of new evidence-based recommen-
dations. Although an important goal of intensive 
care is to reduce pain, anxiety and ICU delirium 
threatening the patient’s dignity and self-respect, 
it appears difficult to achieve this in practice 
[5]. Ely argues that the ABCDEF bundle is not 
a cookbook recipe, but requires lasting changes 
bedside, where the implementation process must 
include both philosophy and culture ([5], p. 326). 
Important barriers to ABCDEF bundle com-
pliance are; patient safety, lack of knowledge, 
workload, turnover (clinicians and managers), 
poor staff morale, and lack of respect between 
the professional groups involved in implement-
ing the bundle [6].

In the ICU, points B and E are emphasized as 
particularly important, meaning that the patient 
receives pain relief, has minimum or no sedation, 
and is mobilized despite still being on mechani-
cal ventilation ([5], p. 325). However, our study 
shows the importance of providing good clinical 
nursing, the missing salutogenic “G,” where ICU 
nurses know the patient, include the family (F) 
and know which salutogenic resources are impor-
tant to long-term ICU patients. This is, however, 
often underestimated as a health promotion fac-
tor in the ABCDEF bundle. The ICU nurse’s 
skills in tuning in to the needs of the patient and 
relatives and in focusing on salutary factors are 
regarded as important generalized resistance 
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resources (GRR) that can strengthen patients’ 
SOC and resilience at the physical, psychologi-
cal, and spiritual levels ([21, 64], p. 289).

18.7.2  A Tentative Theory 
of Salutogenic ICU 
Nursing Care

The tentative theory [65] of ICU nursing care 
has five main concepts: (1) the long-term ICU 
patient pathway, (2) the patient’s inner strength 
and willpower, (3) salutogenic ICU nursing 
care, (4) family care, and (5) pull and push. In 
Fig. 18.3 we suggest a structure of the phenom-
enon that includes essential concepts describing 
the health promotion process of long-term ICU 
care and suggested relationships among the con-
cepts. The concepts of the tentative theory, shown 
in Fig. 18.3, indicate that the patient goes through 
three stages (The breaking point, In between, and 
Never in my mind to give up), and can poten-
tially experience inner strength and willpower in 
all the stages. Family care and nursing care rep-
resent key salutogenic resources for the patient’s 
trajectory. The salutogenic resources are linked 

to the concept of pull and push factors. Pull fac-
tors help/entice the patient toward an existential 
“here” (connectedness, meaning, well-being) 
to enable nurses and relatives to gradually push 
(encourage) the patient in the continued ICU 
trajectory.

18.7.3  The Long-Term ICU Patient 
Pathway: SOC and GRRs

The SOC and GRRs are key concepts that are 
interrelated in the salutogenic model. But how 
can we understand the SOC and the salutogenic 
concept of manageability in ICU patients where 
fatigue and serious illness requiring life sup-
port mean that their bodies are dependent on 
and connected to ventilators and invasive cath-
eters? What is the relevance of the salutogenic 
concepts of “meaning” and “comprehensibil-
ity” for patients who are totally exhausted and 
sometimes hallucinating, having experiences of 
travelling, flying, standing upside down and not 
knowing where their body begins and ends? For 
many intensive care patients, these are frighten-
ing experiences that are not “comprehensible” 

Fig. 18.3 The salutogenic concepts of salutogenic long-term ICU nursing care. © Haugan, 2021
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and have no “meaning.” Some patients deal with 
the situation by withdrawing into themselves, 
while others become very agitated, fight against 
the ventilator, pull the endotracheal tube and 
want to get out of bed at the risk of disconnecting 
vital equipment. In such situations, it is common 
in many countries to tie patients down [66] and/
or use sedatives [67]. Both measures are debated, 
because they are considered as abuse and because 
they make patients passive and thus prolong ven-
tilation, leading to an increased risk of complica-
tions [68].

Below, we argue that both family members 
and nurses represent important salutogenic 
resources to support and facilitate manageability, 
meaningfulness and comprehensibility to help 
patients through their stay in the ICU. But firstly, 
we will show that, despite their disease, delu-
sions, exhaustion, and fatigue, long-term ICU 
patients have important salutogenic resources 
(GRRs) themselves.

18.7.4  Patients’ Inner Strength 
and Willpower

Previous studies have shown experiences on the 
borders of consciousness to be filled with per-
sonal meaning as well as healing potential [60–
62]. In the present study, long-term ICU patients 
also told about experiences at the borders of 
unconsciousness that represented both personal 
meaning and vitalizing energy. They experienced 
meeting deceased relatives in their dreams or 
delusions. Initially, the ICU patients perceived 
the meeting as if the deceased relatives had come 
to fetch them, which was felt to be liberating. But 
without verbal communication, they immediately 
understood this as a message that seemed to rep-
resent a turning point at which the patients were 
pushed to make a choice about life and death, and 
an experience of, after all, having inner strength 
and willpower to go on living. This salutogenic 
perspective of the ICU patients’ dreams and 
delusions as having healing potential represents a 
complementary view to the pathogenic perspec-
tive that interprets delusional experiences as a 
symptom of ICU delirium [69].

18.7.5  Salutogenic ICU Nursing Care

Nursing care is to be concrete and present in a 
relationship where nurses use their senses and 
bodies. This implies that nurses direct atten-
tion away from themselves and toward patients 
in such a way that patients receive help, feel 
respected, and enabled to become participants in 
their own lives.

ICU nurses have close contact with their 
patients, and in Norway they are responsible for 
the practical everyday care of patients. Practical 
nursing, including everyday personal hygiene, 
provides ample opportunity for clinical obser-
vations and for the nurse to assess and respond 
to changes in the patient’s situation. In the 
close care relationship lies the potential to get 
to know the patient and build trust. Trust can be 
built by looking attentively at the patient, being 
sensitive to the patient’s body language and by 
handling the patient gently and correctly. From 
the  perspective of the phenomenology of the 
body [70], this involves “pulling” the patient 
to an existential “here,” by the nurse creating a 
situation where the patient can experience con-
nectedness and meaning in meaninglessness 
(cf. “gentle hands” and the patient’s feeling of 
hope).

Nurses are recommended to design interven-
tions to enhance the SOC in early phases of hos-
pitalization for patients [64]. Losing the feeling 
of one’s own body is common among ICU 
patients, as in the story about Peter. “Without” a 
body, finding meaningfulness in life might prove 
difficult. The nurse’s touch can help the patient 
to realize the limits of where the body begins 
and where it ends. Further, in personal hygiene 
situations it is important that the nurse includes 
the patient and encourages the use of the body 
again such as in brushing teeth and assists the 
patient with body movements (cf. “meaning-
fulness” and “comprehensibility” in the story 
about Peter). For the patient who is bedridden 
and attached to equipment, it provides hope and 
meaning to feel the floor under one’s feet. The 
nurse can “ground” patients by helping them to 
sit on the edge of the bed with their feet on the 
floor, or by offering patients the use of a bed bike 
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so that they can feel resistance in their legs and 
perform familiar bodily movements, cf. “man-
ageability.” It seems important to let the body 
do what it is meant to do (Table 18.2). Anything 
familiar seems health promoting, whether it be a 
familiar sound, smell, voice, touch, movement, 
or presence. Allowing for patient participation 
to help patients perceive life as comprehensive, 
manageable and meaningful is central in salu-
togenic ICU nursing care [21, 71]. Building a 
relationship with the patient and thereby gain-
ing insight into the patient’s dreams and future 
plans (impacting meaningfulness, hope, and 
willpower) can be health-promoting when the 
nurse encourages patients and helps them to 
keep those dreams alive through the challenges 
of gradual rehabilitation, such as mobilization 
and ventilator weaning.

Since early 1990s, nurses in Norway started 
writing diaries for ICU patients to offer patients 
a tool for processing memories of their ICU 
stay [72]. Diaries are valuable for both patients 
and their family members [73] and were in a 
methasynthesis found to decrease anxiety and 
depression and improve health-related quality 
of life among ICU survivors [74]. One explana-
tion might be that the diary has the potential to 
give a better understanding of the ICU periode 
by providing an opportunity for discovery of 
meaning in experiences and memories. Finding 
existential meaning seems to be of decisive 
significance for how far people reach in their 
lives after having lived through intensive care 
treatment [80].

18.7.6  Family Care

The present study illuminates how family mem-
bers are key to the patient’s breakthrough because 
their actions are tailored to the patient’s specific 
personality as well as the patient’s lifeworld [17]. 
The presence of family members helps to awaken 
and release the patient’s inner strength, which 
has the potential of providing a turning point and 
breakthrough to life. In the perspective of the 
body as interpretive and meaningful [70], also 
at the breaking point between life and death, the 

ICU patient might sense the situation to be more 
comprehensible, manageable and meaningful in 
the presence of family members.

The presence of a family member means that 
the patient hears a familiar voice, smells a scent 
that evokes pleasant memories and feels a famil-
iar hand. Such experiences are resources that 
can embolden the patient ([44], p. 174) and thus 
stimulate the patient’s inner strength and will to 
survive. Familiar faces, voices and smells, and a 
familiar and gentle hand, can help to reassure the 
patient and make the situation more manageable. 
The presence of family members provides com-
prehensibility through their behavior: their forms 
of communication and their recognition, inter-
pretation, and acknowledgement of the patient’s 
body language.

A meta-analytic review shows that people with 
stronger social relationships have a 50% greater 
likelihood of survival than those who have weaker 
social relationships [75]. In the cross-disciplinary 
field of psycho-neuro- endocrine- immunology, 
interaction has been found between biological, 
genetic, and  environmental factors [76]. Studies 
show that one impact of close relationships on 
health is through inflammatory response [77]. 
When people are ill, it is hypothesized that the 
risk for mortality increases substantially when 
they lack social support [78]. The importance of 
social contact is not easy to quantify, but a study 
of cardiac patients showed that social support 
reduced the negative effects of stress on their 
mental and physical well-being [79]. Flexible 
visiting hours for relatives in ICUs appear to 
reduce delirium and symptoms of anxiety among 
patients and increase family member satisfac-
tion [80]. In summary, being socially connected 
affects psychological and emotional well- being, 
and has a significant positive effect on physical 
well-being and survival [78]. ICU nurses thus 
have an important part to play in including rela-
tives and facilitating their presence in the ICU.

18.7.7  Pull and Push

When the patient is “at breaking point” between 
life and death, the relationship to family mem-
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bers is important. Knowing the patient was essen-
tial to understand what she or he was trying to 
express [17]. Pull factors involve linking the 
patient to an existential “here” (connectedness, 
meaning, well-being), which will enable nurses 
and relatives to gradually push (encourage) the 
patient to progress in the ICU trajectory. This 
study shows that nurse–patient interaction based 
on the ICU nurse’s attunement and sensing can 
help to provide an understanding of the patient’s 
situation, by acknowledging the patient through 
eye contact, gentle touch and telling news from 
home.

18.8  Limitations

How can we determine whether the description 
of the phenomenon of health promotion in long- 
term ICU nursing care is valid and relevant? 
Nurse and professor Karin Dahlberg [49] states 
that an essence or structure is what constitutes a 
phenomenon. She uses the horse as an example 
and asks: What makes a horse a horse, and not a 
donkey or a mule? Although horses may be large 
or small and be of many different colors, there is 
something essential about the horse that makes 
us immediately realize that a particular animal 
is a horse. A phenomenon is not mysterious or 
hidden, but something we immediately see and 
understand. Essence is not something we add to 
research; it is not the researcher who makes the 
phenomenon meaningful. The essence is already 
there, in the intentional relationship between us 
and the phenomenon, between nurse and patient, 
between patient and relatives ([49], p. 249).

In this chapter, therefore, we have focused 
on presenting descriptions containing various 
nuances and aspects from the ICU context. The 
starting point has been the particular and the con-
crete. Since every phenomenon is related to every-
thing else in the world, it is sometimes difficult to 
see the specific phenomenon one is looking for. 
Dahlberg refers to Merleau-Ponty [70] in stating 
that all phenomena and meanings are intercon-
nected and that it can be difficult to see where one 
phenomenon ends, and another begins. To return 
to the horse: although the variety of horses is end-

less, there is a kind of model that sets a limit, an 
essence that says that this is a horse and not a 
mule. It is a general form, an essential meaning 
or essence that makes the phenomenon what it 
is. If the essential meaning changes, it is another 
phenomenon [49]. Many clinicians already know 
the essence of long-term ICU nursing care, and 
how a health promotion approach is already an 
integral part of the ICU context. For this reason, 
many ICU nurses can identify factors of particu-
lar importance to patients and take appropriate 
health-promoting measures. For others, such as 
intensive care students and less experienced ICU 
nurses, the theoretical analysis and tentative the-
ory in this chapter may lead to reflection on their 
role and enable them to view their practice in a 
new light.

A potential weakness of this study is that we 
as researchers and ICU nurses belong to the same 
world as the phenomenon we have explored. 
Consequently, it can be difficult to separate the 
phenomenon from its context, but also to sepa-
rate ourselves from the phenomenon. Using 
 phenomenological reduction, which Dahlberg 
calls “bridling,” we have employed critical reflec-
tion to discuss “what we take for granted,” such 
as our clinical experience and our theoretical 
perspective.

A potential strength of this study is that a 
health promotion approach in ICU nursing is in 
line with the new paradigm in ICU care where 
the trend is toward a greater number of awake 
patients [81–83], with minimal or no sedation 
[84]. This will further challenge interaction and 
communication with patients [85]. With the aim 
of helping patients through the ICU stay, we 
thus consider it a strength that our empirical data 
include the voices of the patient, relatives and 
ICU nurses.

18.9  Conclusion

Few patients are as helpless and totally depen-
dent on nursing as ICU patients. How the ICU 
nurse relates to the patient is of vital importance 
to the patient, both mentally and physically. Even 
if nurses provide evidence-based care in the 
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form of minimum sedation, early mobilization 
and attempts at spontaneous breathing during 
weaning, the patient may not have the strength, 
courage and willpower to comply. From the per-
spective of former long-term ICU patients, their 
family members and ICU nurses, this study pro-
vides insights into how salutogenic resources can 
be used to support and facilitate ICU patients’ 
existential will to keep on living. The saluto-
genic concepts of inner strength, meaning, con-
nectedness, hope, willpower and coping are of 
vital importance and form part of the essence 
of salutogenic long-term ICU nursing. The ICU 
nurse has independent responsibility to include 
family members in care and thus plays a key 
role in coordinating and implementing evidence-
based measures for patients in a health promotion 
perspective.

The tentative theory of salutogenic long-term 
ICU nursing care presented here has five main 
concepts: (1) the long-term ICU patient pathway, 
(2) the patient’s inner strength and willpower, 
(3) salutogenic ICU nursing care, (4) fam-
ily care, and (5) pull and push. These concepts 
show that the patient goes through three stages 
(The breaking point, In between, and Never in 
my mind to give up), in all of which the patient 
potentially experiences inner strength and will-
power. Family care and nursing care represent 
vital salutogenic resources for the patient, and 
a key concept related to these resources is that 
of “pull and push.” Pull factors involve facilitat-
ing/enticing/linking the patient to an existential 
“here” (connectedness, meaning, well-being), 
which will enable nurses and relatives to gradu-
ally push (encourage) the patient to progress in 
the ICU trajectory.

This tentative theory can be used to reflect on 
one’s own clinical practice, and in teaching inten-
sive care students and in research.

Take Home Messages
• ICU patients who need mechanical ventilation 

are unable to talk and need fundamentals of 
nursing care. They are therefore totally depen-
dent on others, including having others inter-
pret their symptoms and feelings. This means 
that advanced medical treatment and technol-

ogy need to be accompanied by advanced 
nursing care.

• There is growing evidence to suggest that 
the ABCDEF bundle (A, assess, prevent, and 
manage pain; B, both awakening and sponta-
neous breathing trials; C, choice of analgesic 
and sedation; D, delirium: assess, prevent, 
and manage; E, early mobility and exercise; 
and F, family engagement and empowerment) 
improves ICU patient-centered outcomes and 
promotes interprofessional teamwork and col-
laboration. However, this chapter entails that 
the bundle misses the salutogenic “G.”

• This chapter shows the importance of salu-
togenic ICU nursing care, termed “the 
missing G,” where ICU nurses know the 
patient, include the family, and uses saluto-
genic resources to promote long-term ICU 
patients’ inner strength, health, survival, and 
well-being.

• The ICU nurse’s skills in tuning in to the needs 
of the patient and relatives and in focusing on 
salutary factors represent vital generalized 
resistance resources (GRR) that can strengthen 
patients’ SOC, resilience and well-being 
physically, psychologically, and spiritually.

• A shift from technical nursing toward an 
increased focus on patient understanding, and 
greater patient and family involvement in ICU 
treatment and care is needed.

• This chapter is based on the three datasets 
from long-term ICU patients, their family 
members and experienced ICU nurses, and 
three stations along the ease/dis-ease contin-
uum were identified: (1) The breaking point, 
(2) In between, and (3) Never in my mind to 
give up.

• The tentative theory of salutogenic long-term 
ICU nursing care includes five main concepts: 
(1) the long-term ICU patient pathway, (2) the 
patient’s inner strength and willpower, (3) 
salutogenic ICU nursing care, (4) family care, 
and (5) pull and push. These concepts demon-
strate that the long-term ICU patient goes 
through the three stages (The breaking point, 
In between, and Never in my mind to give up), 
during which the patient potentially experi-
ences inner strength and willpower.
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• Family care and nursing care represent vital 
salutogenic resources for the patient, and 
a key concept related to these resources is 
that of “pull and push.” Pull factors involve 
facilitating/enticing/linking the patient 
to an existential “here” (connectedness, 
meaning, well-being), which will enable 
nurses and relatives to gradually push 
(encourage) the patient to progress in the 
ICU trajectory.

• The salutogenic concepts of inner strength, 
meaning, connectedness, hope, willpower, 
and coping are the central essences of saluto-
genic long-term ICU care.
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