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Abstract:
Background: The importance of appropriate communication skills within a healthcare setting rests upon the need for effective information sharing. When successful, this provides a supportive working environment for staff and has a positive impact on patient care and outcomes.
Aims: The purpose of this study was to explore how knowledge/evidence is acquired, shared, and applied in the Critical Care (CC) environment for staff and patients/family members.
Study Design: A qualitative design was used, consisting of semi-structured interviews and focus groups. Data analysis was conducted using an iterative thematic approach. 
Findings: Data collected prior to the COVID-19 pandemic from United Kingdom (UK) critical care workers (N = 46), patients, and family members (N=21) identified four communication roles performed by the nursing staff: team member; diplomat; translator and friend. 
Conclusions: It was evident that without suitable training and support, the stresses and demands placed upon the nurses could lead to disenfranchisement and burnout.
Relevance to Clinical practice: These findings are relevant and timely given the impact of the pandemic, highlighting the need for accessible and alternate communication strategies to support nurses by reducing stress, moral distress and increasing psychological safety. Improved communication can provide tailored information for staff and patients/family improving the CC experience for all.  
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Introduction 
[bookmark: _Hlk64109720][bookmark: _Hlk72134012]Critical care (CC) is a unique and pressured environment where healthcare staff face increasing demands to provide evidence-based care for patients presenting with clinically complex and urgent requirements. A CC unit may be comprised of two units- an Intensive Care Unit (ITU), with multiple organ monitoring and possible mechanical ventilation, and a High Dependency Unit (HDU), with single organ monitoring and no mechanical ventilation. The crucial role of CC has been highlighted during the COVID-19 pandemic, with more public awareness to the challenges and pressures experienced by staff and patients/family members. 
Within the National Health Service (NHS), the largest clinical workforce is the nursing staff. 1 Typically, the patient/nurse ratio is at its highest in CC (1:1 ITU/2:1 HDU), although during the pandemic this ratio has risen to 6:1 in some units.2 The structure of CC ensures that the greatest interaction between staff and the patient/family occurs through the bedside nurses (BN). As nurses have access to information from healthcare staff and patients/family, they become the lynchpin of CC communication. As such, the communication skills of the nursing staff are of paramount importance to the patient/family members CC experience and conducive to a positive working environment.3 

Background 
The pandemic has highlighted the need for evidence to be effectively shared and utilised in CC environments.4 The process enabling evidenced-based information to be shared in CC is known as knowledge mobilization (KM). There are several theoretical perspectives relating to how this may be achieved.5 In CC knowledge can be mobilised either through written communication (leaflets or information sheets), or verbally through conversations between medical staff and with patients/family. Successful communication should always be appropriate for the intended recipient in both delivery and content and of a high quality to support patients/family members during their CC journey. 6-9 High quality information, tailored to address the specific needs of the individual, can increase satisfaction levels relating to care and psychological well-being, even in family members of CC non-survivors. 10-12 Critical care staff need to provide high quality information relevant to each individual experience and provide patients/family members ample opportunity for communication with staff.13 During the pandemic, this has not always been possible and is a key issue for health delivery going forward. When information is perceived as being of poor quality or fails to meet requirements, individuals may use unreliable online sources, such as unaffiliated websites and personal blogs.14,15  
Communication problems between staff can have a negative impact upon both patient outcomes and the working environment, in terms of KM, mental health, and wellbeing.16 The largest conflicts occur in interactions between nurses and doctors.10 The most common conflict-causing behaviour is a gap in communication, which may be the result of either a failure to communicate directly with colleagues, or a failure to share information effectively. The consequences of not communicating effectively with colleagues, can be a lack of teamwork and may impact patient outcomes such as adverse events, increased length of stay and decreased patient satisfaction.17-19 Ineffective communication results in discrepancies between nurses and doctors regarding the usefulness of collaboration.20-22 Ineffective communication between colleagues can place an unnecessary burden upon staff, resulting in decreased psychological safety (the degree to which people feel safe asking for help or questioning colleagues)23,24 and an increase in moral distress (the burden placed on nurses when they feel that they are an ineffective advocate for their patient).25 A Royal College of Nursing Employment survey (2021)26 found that of 9,577 respondents, 56.8% were considering or intending to leave, suggesting  this is an issue requiring urgent attention.27 
Study Aims
The current study was planned and delivered pre-pandemic. The study aims were to design, develop, pilot, and evaluate a model of KM within a CC setting, for the purpose of gaining a holistic perspective on how KM is understood and utilized by the CC team. The focus of this paper is understanding the communication roles practiced by the CC nursing staff pre-pandemic, to appreciate how well prepared the staff are to undertake these roles, and the impact that these roles have upon colleagues, patients/family members. 

Design and Methods 
This qualitative study used individual semi-structured interviews and focus groups to explore themes surrounding knowledge mobilisation in critical care.28-30 The data was recorded, transcribed verbatim and analysed using Braun and Clarkes thematic framework.31 

Setting
The data collection was conducted at a single adult CC unit located within XXXX.  The 18-bed unit comprises 12 ITU beds and 6 HDU beds. All focus groups were conducted in appropriate meeting rooms throughout the hospital site. 
To validate the findings, a small number of patients/family members from nationwide CC units contributed to focus groups (N=3) and telephone interviews (N=2). 
[bookmark: _Hlk93394378]
Recruitment
Inclusion criteria were current employment in the hospitals CC unit. Purposive sampling was used to reflect the units’ staffing ratios, professions and seniority32, resulting in twenty-one Band 5 nurses; ten Band 6 nurses; eight Band 7 nurses; five consultants; two junior doctors; one registrar and one allied health professional participating. Nurse banding is an ascending scale based on experience and seniority.     
Recruitment took place in-person by X.X, who spent considerable time on the unit prior to data collection, to allow some familiarity between themselves and the CC staff. Familiarity was not used as a driver for recruitment, nor a guarantee of study participation. It was to reassure staff who might be less inclined to discuss sensitive topics with a stranger. To avoid bias and maintain rigour, participants were recruited firstly by being physically present on the unit on recruiting days, and secondly, their professional role. Shift work patterns ensured a continuously rolling staff roster. Recruitment was for either a focus group or an individual interview, whichever the participants felt most comfortable contributing to. As Phase 1 and Phase 2 had different research focus, staff could contribute to both phases. Impartial recruitment was hindered by shift work patterns (night/weekend shifts). Therefore, to overcome any bias and maintain rigour, nursing staff attending CC study days were approached. Similarly, a prearranged timeslot on a hospital Audit Day was arranged for doctors who otherwise may not have been approached but wished to participate. Focus groups were run during lunch breaks, with lunch and refreshments being provided. 
For first-hand experience of CC service delivery, we included CC patients/family members. Twenty patients who had been discharged from the unit during the previous 12 months, were picked randomly from the discharge list. They were sent a postal information sheet and an invitation to participate. Patients were informed family members who wished to participate could attend. The remaining group members were from nationwide CC’s and had been recruited through an online advert placed on ICU Steps website (www.icusteps.org). 

Data Collection
All materials for data collection were designed using study aims, informal discussions with CC staff and findings from previous literature (Table 1). The questions were trialled with both CC and non-CC staff for comment and feedback to achieve face validity and rigour.33,34 Data was collected using both individual interviews and focus groups. Prompt questions were used to provide a basic framework for discussion, but all participants were free to elaborate further. Follow up questions were used to focus on specific issues raised by the participants during data collection.
Data collection was undertaken during two phases. Phase 1 took place April 2016. The patient/family member datasets comprised two focus groups. Each group contained both patients (N=10) and family members (N=9). Groups were conducted concurrently by X.X. and X.X lasting 75 minutes each. Additionally, two unconnected participants (1patient/1 family member) unable to attend, were interviewed individually on the telephone by X.X. These sessions lasted 48 and 19 minutes, respectively. Participants were asked 9 prompt questions surrounding their experiences of accessing, receiving, and retaining information whilst within the CC environment (Table 1).  
Prompt questions focussed upon aspects of KM in the CC unit. Data collection for CC staff in Phase 1 consisted of four focus groups (N=18, 30-90 minutes) and 15 individual interviews (15-65 minutes). All data collection was undertaken by X.X, with X.X. providing additional moderator experience for two group sessions. 
	Following Phase 1, a 15-month program of tailored services were provided by X.X. from the Library and Knowledge Services Department (LKS) from the same hospital site. These services were designed to alleviate issues relating to KM, that CC staff identified during Phase 1 collection, such as supporting staff in accessing and sharing evidence-based information, both with colleagues and patients, and to support professional training. For example, LKS held on-unit office hours, whereby a clinical librarian was based in CC to provide services based at the physical library. Other services included support for journal clubs (including virtual clubs), information searches and solving technology-based problems. The services were available to all CC staff. 
Phase 2 staff data collection occurred May 2018, immediately after completion of the LKS services, with prompt questions focussing upon the impact the services had upon KM within the CC unit (Table 1). Data collection consisted of 2 focus groups (N=8, 40-50 minutes) and twelve individual interviews (17-63 minutes). 
We ran separate sessions for nurses and doctors. Group homogeneity has been found to ensure better group consensus and participant compliance when discussing emotive topics.35 Data collection for staff in both Phases was halted when saturation was achieved when new interview or focus groups did not provide new information.36

Data Analysis
In total the data comprised of 27 individual staff interviews and 8 focus groups (6 staff, 2 patient/family members). As some participants contributed to both phases, there were 53 datasets from 46 individual participants. All sessions were recorded and transcribed verbatim by X.X. using a qualitative analysis software package (NVIVO, version 10; QSR International (U.K) London, United Kingdom). To ensure anonymity in the dataset from those who were not present during data collection, all interview participants were prescribed a randomly generated study number. Focus group participants had an identifier based upon the attended session and the order in which they spoke, such as Patient 1, Focus group 2. 
[bookmark: _Hlk100054605][bookmark: _Hlk100053223]The data was analysed using Braun and Clarks thematic approach as this provided flexibility when interpreting the data, allowing broader themes to be explored.31 Data analysis began after several interviews had been transcribed. The project researchers undertook the coding of the data.  To remove bias and maintain rigour, researcher triangulation was used37 whereby the researchers independently familiarized themselves with the data. This generated initial codes which describe the content of the data. A code was a single continuous phrase, which could be included in more than one category. Once initial coding was exhausted across the entire dataset, themes were created. Each theme represented patterns in the data. The study team compared, reviewed, and refined the themes together, until clear definitions for each theme was created. Themes were finalised by consensus. If any disagreements occurred, it was discussed until a consensus was achieved.38   
 

Ethics
Ethical permission was granted via the Integrated Research Application System XXXX. All participants were supplied with a study information sheet and were provided with the opportunity to ask any questions. Written informed consent was provided by all participants.
As a work-based study, anonymity and confidentiality was paramount. During transcription, personal information was anonymized to protect the identity of the interviewee and the privacy of other staff members who had not consented to being included within the study and had no form of redress. The identities of the interview participants are known only to the primary researcher (X.X.).

Findings 
The study objective was to explore KM within the CC environment. The data produced was ‘rich’ and wide ranging. The nursing staff were discussed in the context of the ‘bedside nurses’ (BN), who are responsible for the day-to-day care and are the point of contact for patients/family members.39 The interaction with the BN set the tone for the patient/family CC experience. From the data analysis we found four communication roles BN engaged in: team member; diplomat; translator and friend. These roles were interrelated and consistently used by the BN. 

1. Team Member:
This theme focussed on staff collaboration and the impact this has on their working environment and the patient/family CC experience. Firstly, BN are considered a representative of the healthcare team, collaborating with other team members to provide both access to team members and information when required. Secondly, the BN are an invaluable source of information to all the CC professional groups providing up-to-date patient information enabling informed decisions based on patient condition and family wishes.  Similarly, BN expected the CC doctors to provide them with the most up-to-date information regarding patient care.
The nurses probably…because they see the relatives, obviously they’re looking after a patient all day every day, and the relatives as well, so they’re probably more in-tune with what is appropriate, because of course they’re doing so much work that we’re not aware of. (Junior Doctor, 207)
The organisational structure of CC means it is easy for BN to be excluded. For successful collaboration, BN need to be comfortable and assertive in communicating their needs. However, many of the respondents expressed reluctance in approaching colleagues directly. Junior staff found this more challenging, but it was not confined to them. Nurses expressed feeling ‘intimidated’ when having to communicate with colleagues directly, especially those regarded as more senior to themselves. When clarification on a matter was needed, senior nursing staff would either ask questions on behalf of junior staff or would assist them in accessing information. Although providing a supportive nursing team, this does not aid cross professional communication on the CC unit, and impacts the BN’s depth of understanding relating to the care they are giving.. 
In healthcare settings an organisational hierarchy exists. Doctors are regarded as having the greatest authority, leading BN to feel intimidated and undervalued. Often BN are considered ‘workers’ with the doctors being regarded as ‘professionals’. When the BN lack confidence, this will have a cascading effect on their own well-being and the confidence of CC users will be compromised.
One thing that struck me was the nurses’ deference to the consultants…to the medical staff. And I sometimes felt that the nurses either didn’t trust their voice or were trying not to use their voice...I was struck by that…I felt like the nurses were disallowed to…they were sort of acting on orders, and it was consistent, but I think that they could loosen that. (Family Member, 846) 

2. Diplomat:
	This role requires the BN to provide conflict resolution for any of the disputes that arise between the doctors and the patient/family members. When in the diplomat role, BN advocate for whoever interests they currently represent. As a professional advocate they ensure that patients/family members understand medical decisions. As a patient advocate, they communicate with their medical colleagues the needs and wishes of the patient/family.  
The role of the diplomat was most evident when there are issues surrounding continuity of care, specifically when treatment practices are changed. This can be confusing for both patient/family members, but also for the BN, as changes are not always discussed transparently with them. This lack of transparency results in BN feeling excluded from care decisions, impacting their ability to advocate for either the patient or their colleagues. This results in high levels of stress and frustration, which may lead to the nurse to question their identity as a successful team member. 
But why have they changed it? I had a meeting yesterday with a doctor and he said, “we’re doing it that way” and I go ‘different doctors have different ways of…’ and you’re covering for them. Because they spend 15 minutes at the bedside. (Band 5, Nurse 4, Focus Group 2)

3. Translator:
	The role of translator involves the BN understanding and interpreting complex medical information for their day-to-day practice and to aid the patient/family member in understanding their CC experience. The BN is responsible for the care plan being implemented, but they may not be included within the decision-making process and/or may feel too intimidated to approach the clinician for clarification. The BN is therefore required to translate the plan into practice. 
When translating complex medical information for patients/family members, the BN typically reduces information down to bite sized chunks which are more accessible. The information needs to be communicated in a way that is informative, reassuring, and is appropriate for the patient/family member at that moment in time. The nurses relied upon their prior experiences to evaluate the best way to tailor the information.
The BN are also required to translate any changes in care practices, diagnosis and even the equipment that is utilised within the CC environment. Patients and family members discussed how having the BN translate the technical aspects of the CC environment to them, helped them to understand the environment better and provided reassurance on both the care the family member is receiving, but also on the competency of the nursing staff.
And it’s assessing how much information actually that person can take in and whether you’re right or wrong, but sometimes you’ve got to be very basic and even because they’re so anxious and upset, so it varies a lot what we tell them. (Band 5 Nurse 2, Focus Group 1)

4. Friend:
	The final communication role adopted by the BN during their work practices was that of friend. This role allowed for a move away from discussions surrounding survival or the workings of the CC environment. Instead, BN discussed more mundane aspects of daily living. The role of friend was a lifeline for both patients and family members and was greatly appreciated by CC users. This connection between patients/family members and the nursing staff existed even once the patient was discharged from care.
I was a bit nervous because I’d obviously spent twelve hours with one person and you think ‘ooh I’ve just got to know you’ and then they say ‘oh now so-and-so’s coming in’ and you think ‘oh I don’t want you to go’ you know ‘I’ve just opened my heart to you almost <<laughs>> and you’ve told me about all these things about you, that you’ve got children and ‘duhduhduh’ and then they were going. (Patient, 549)

[bookmark: _Hlk64540693]Discussion:
The objective of the original study was to examine knowledge mobilisation in the critical care environment. The findings demonstrated four communication roles which are adopted by the CC nursing staff namely, team member, diplomat, translator, and friend. 
Since the data collection period, a pandemic has been declared40, resulting in healthcare settings facing unprecedented pressures, and frontline workers having to adapt to meet new demands. Many of the workplace pressures faced by CC staff have been exacerbated. In previous pandemics, successful communication supported nurses and was 
indicative of nurses’ willingness to provide.4,41 As such the need for productive and unencumbered communication within CC has never been greater.
It is of paramount importance that the different communication practices that the BN engage in are identified, compartmentalised, and understood so that targeted solutions can be created.42 Communication training for nursing staff focuses on general nursing skills, not specific CC challenges. When tailored to the CC environment, communication training often focuses upon end-of-life discussions43, ignoring the typical >60% survival rate.44 Although during the pandemic, survival rates have changed dramatically with different waves of the virus45, these figures suggest a need for training for other patient-based scenarios. Similarly, an effective strategy for one situation may not translate well to another. For example, assertiveness training may be required when engaging with colleagues, but is less helpful when communicating with an intubated or non-speaking patient.46 
Central to BN communication role is ‘shuttle diplomacy’, which occurs when the nurses act as mediators between two groups.47 Bedside nurses filter information from one party to ensure it is acceptable to the other party, often describing ‘being in the middle’. Traditional mediator roles typically cease when conflict is resolved. For CC nurses, shuttle diplomacy and the burden it creates is continuous, affording the BN little to no respite. This burden may compromise the support given to patients/family members, and lead to increased emotional and psychological stress for the nurses.48,49
Targeting communication training solely to the nursing staff would fail to address some of the issues raised in our findings. Interdisciplinary dialogue requires the commitment of both medical staff and nurses. Breakdown in communication can only occur with the complicity of medical colleagues. When collaborative communication training is provided to doctors who have leadership roles on CC, interdisciplinary communication improves significantly with BN, who also report a reduction in personal stress.50 Unfortunately, communication training for doctors is also sparse and similarly lacks training regarding interdisciplinary communication51, often resulting in a failure for CC medical and nursing staff to communicate in ways that is satisfactory to both.52  
[bookmark: _Hlk71036080]Nurses often reported being ‘intimidated by the consultants,  leading to a lack of open dialogue which was interpreted by one family member as the nurses ‘not having a voice’. Voice behaviour and speaking up behaviour are both components of  psychological safety.53 Psychological safety occurs when team members feel safe to take risks or to make challenges to the status quo without fear of disapproval or consequences to their status, self-image, and career.23,54,55 Greater levels of psychological safety are found with high levels of teamwork and leader inclusiveness.16 Psychological safety is vital in enabling learning and change to occur in challenging work environments such as CC.24 When psychological safety is low, yet accountability is high, as is such with the role of BN, individual team members find themselves in an ‘anxiety zone’ which negatively impacts the health and well-being of the individual.56 Our findings suggest that many of the nursing staff did not feel psychologically secure collaborating with all colleagues, evidenced by their repeated worries regarding their self-image and their perceptions by their colleagues. This led to a disengagement in communication, particularly with the consultants. Instead, the nurses adopted ineffective communication strategies, such as avoidance or silence. Unproductive working practices, such as these, can negatively impact the health and well-being of nurses, leading to higher levels of burnout and staff turnover.57,58  
… I wouldn’t mind (the Sisters) saying that’s silly, but I would feel like an idiot if I said it to one of the consultants maybe. Don’t know, put the word consultant in front of someone and they seem a bit more intimidating. They shouldn’t I know. (Band 5 Nurse, 145)
[bookmark: _Hlk71036170]Several themes identified related to moral distress (MD), which was first defined by the American philosopher Andrew Jameton59 as the suffering that occurs when institutional constraints impede the right course of action from being undertaken. Critical care nurses have been found to experience higher levels of MD than their nursing contemporaries.60 The findings of the current work contained communication themes related to MD61,62, such as conflicting loyalties, feeling ineffective as an advocate, withholding, or not having a voice, and ineffective collaboration in relation to care. 
I remember having an experience with this particular family, of course I was the one there when they were told that they didn’t think they were going to make it. And I was the one who changed the oxygen and downgraded…they didn’t want me anywhere near them, because I was killing their relative. And it created so much…I was horrified, I was in tears. But the family actually really…were quite adamant that they didn’t want me anywhere near their relative. And it was that kind of…I was only relaying information. All of a sudden, I was like ‘I don’t want to do anything around the patient either’. (Band 6 Nurse, 518).

During the pandemic, MD has been associated with restrictive visiting practices63, and the decision to continue working at great risk to themselves or their own families or loved ones.64 The result of MD can be feelings of frustration, anger, sadness, helplessness, and suffering 65, which may lead to burnout, intention to leave and a distancing between the patient and nurse.66,67 In 2014 Health Education England68 reported that the UK has the highest rate of reported burnout in nurses in Europe, a rate which will only increase after the effects of the pandemic if adequate targeted support is not provided and maintained.     
Independent measures to test for the prevalence of MD in our cohort were not administered. Whether the distress and discomfort that BN discussed was related to ethical/moral dilemmas often posited in MD, was not specifically debated. Therefore, the inference that the nurses’ distress was born out of a moral event needs to be taken with caution.69 However, the behaviours we identified in relation to the communication roles of BN could conceivably contribute to these factors. The emotional impact that the nurses felt in relation to these issues surrounding communication should not be disregarded. Moral distress has been a key issue during the pandemic, and the impact of this needs to be honestly appreciated and understood. 
 Finally, although over 90% of communication interaction in CC is between patients/family members and BN, the nursing staff severely underestimated the impact their role has.70 Often, they dismissed their place in the organizational hierarchy, and assumed that this extended to the patients/family they care for. However, patients/family members felt that the communication from the BN, although having a different content or focus than the information provided by the medical staff, remained invaluable.
She was so patient with me you know, I’ll always remember…I mean to go and find her and thank her. But I think she saved me really, the way she talked me through it. I couldn’t do it. (Patient 3, Focus Group 2) 

Their communication offered encouragement to patients, was inclusionary, and provided reassurance regarding the quality of care being delivered. If nurses were made aware of the impact their role has, this may encourage them to develop this role further, to the benefit and well-being of all parties. This could have implications on the retention of nursing staff post-pandemic through acknowledging the key role they have played in the crisis and the impact this has had upon them personally.

Limitations:
The limitations of the current study were firstly, as a single site study the findings may lack generalisability. However, the inclusion of patients/family members from other national CC units did ensure consistency. Secondly, in relation to interdisciplinary tension we only assessed the perceptions of team members rather than actual behaviours. However, perceptions, regardless of whether they accurately reflect an interaction, are sufficient to induce distress and psychological stress in the perceiver. Thirdly, we did not administer independent measures to assess psychological safety or MD in our cohort. Finally, participation was on a self-selection basis and as such we do not know if their views differ from those that declined to participate. 

Implications for critical care nursing practice and education:
Critical care nurses are the anchors that connect disparate healthcare professions together, requiring confidence to engage with all colleagues.71 Our findings show interdisciplinary discourse was the greatest source of tension for the nursing staff. Nurses often regard interactions with doctors  less satisfying than the doctors.72 Unclear communication negatively impacts all staff.73 Instead of focussing on individual competency, training sessions need to replicate the collaboration needed within the workplace by including both nursing and medical staff, regardless of some expressing a preference for the professions to be taught separately.74,75 Any post-pandemic training or resources that do not use team settings would fail to address the issues found here, which contribute to both psychological safety and moral distress. 
One dynamic method of training is using simulated patients.76 Simulation training can provide opportunities for a team-based approach that mimic real-world scenarios leading to a better understanding of team dynamics and the tasks to be undertaken.77,78 Simulated interactions could provide the medical staff with a better understanding of the pressures that the nurses face in their communication roles and aid the nurses in shuttle diplomacy and mediation.79  
Additionally, organizational changes need to be adopted to encourage better interdisciplinary dialogue. Initiatives that ensure a mixing of different disciplines have been found to improve collaboration50, for example mortality and morbidity meetings, case debriefings, case conferences, and ethics rounds.80,81 Therefore, on-ward initiatives may provide clearer interdisciplinary dialogue that is accessible to all CC staff.82-86 During the pandemic a daily COVID-19 staff huddle which updated key staff and a daily factsheet which was provided both digitally and in hard copy, were the most effective communication strategies for healthcare workers.4  
Throughout the pandemic, the use of virtual communication platforms has become commonplace. Although this technology provided the BN with respite from the stress related to restrictive vising practices, it provided other psychological challenges, such as observing intimate conversations.87,88 Rose et al,63 found that 30% of hospitals in their cohort, had provided staff with training for virtual visiting. Although adopted in haste during the pandemic, the use of telecommunications software may become more common in CC. It is imperative that staff receive suitable training to provide the best experience for themselves and the patients in their care.  
In the aftermath of the pandemic, a time of contemplation should be created for staff, where their experiences are understood and reflected upon within a framework of significance and meaning, rather than trauma.2 To ensure the well-being of the nursing staff, organizational changes such as a nurse ethicist, or an ethics consultation service might be considered.89 Popular in the USA, these roles can provide staff, patients/family members the opportunity to engage in open discourse, particularly in relation to end-of-life care. The implementation of this role could be key in addressing current retention issues and developing relationships between clinical colleagues. 

Conclusion:
The study findings illustrate the interrelated and complex communication roles CC nurses engage in, as part of their daily practice. The issues raised in this research, such as psychological safety and moral distress, deserve further discussion post-pandemic as communication roles have been challenged and developed further. This impact is yet to be determined. Through identifying and acknowledging these roles and the impact they have upon CC staff, and that ineffective communication is due to a combination of several factors90, educational and organizational initiatives can provide multifaceted solutions, resulting in improved well-being for all CC staff and CC users. 



	What we know about this topic
Nurses are the point of contact in critical care for both staff and critical care users
Critical care nurses are at high risk of stress induced burnout leading to retention issues and negative patient outcomes
Knowledge mobilisation allows evidence-based information to be effectively shared and utilised 

What this paper adds 
The nursing staff are responsible for the majority of knowledge mobilisation within critical care units
The findings identified four communication roles adopted by critical care nurses as team leader; diplomat; translator and friend
Training and education may reduce the burden placed upon the nurses, leading to better staff well-being and retention


 
Table Legends:
Table 1: Focus Group/Interview Prompt Questions
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