& frontiers | Frontiers in

'.) Check for updates

OPEN ACCESS

EDITED BY
André Van Zundert,
The University of Queensland, Australia

REVIEWED BY

Theodoros Aslanidis,

Agios Pavlos General Hospital, Greece
Luca Gregorio Giaccari,

Ospedale Vito Fazzi, Italy

Raiko Blondonnet,

Université Clermont Auvergne, France

*CORRESPONDENCE

Anna-Henrikje Seidlein
anna-henrikje.seidlein@med.

uni-greifswald.de

RECEIVED 07 July 2024
ACCEPTED 28 January 2025
PUBLISHED 19 February 2025

CITATION
Seidlein A-H and Jébges S (2025) Influencing
the critically ill patient? A qualitative study with
teams in German intensive care.

Front. Anesthesiol. 4:1460909.

doi: 10.3389/fanes.2025.1460909

COPYRIGHT

© 2025 Seidlein ana Jobges. This is an open-
access article distributed under the terms of
the Creative Commons Attribution License
(CC BY). The use, distribution or reproduction
in other forums is permitted, provided the
original author(s) and the copyright owner(s)
are credited and that the original publication in
this journal is cited, in accordance with
accepted academic practice. No use,
distribution or reproduction is permitted
which does not comply with these terms.

Frontiers in Anesthesiology

Original Research
19 February 2025
10.3389/fanes.2025.1460909

Influencing the critically ill
patient? A qualitative study with
teams in German intensive care

Anna-Henrikje Seidlein*** ® and Susanne Jébges’

Institute of Ethics and History of Medicine, University Medicine Greifswald, Greifswald, Germany,
?Institute for Nursing Science and Interprofessional Learning, University Medicine Greifswald,
Greifswald, Germany, *Department of Anaesthesiology and Intensive Care Medicine, Charité University
Medicine, Berlin, Germany

Introduction: Nurses and physicians can influence the patient’s will in various
ways during intensive care treatment, whereby certain strategies fall into the
realm of formal and informal coercion. Understanding and addressing these
dynamics is crucial for humanized intensive care which promotes patient
autonomy, minimizes coercion and fosters positive support strategies. We
aimed to investigate which possibilities and forms of (un)intentional
influencing and overriding of the patient's will between “formal” (physical
restraint, sedation) and “informal” (psychological measures such as deception
and threats) coercion are used in the intensive care unit (ICU).

Method: In this qualitative study, semi-structured interviews were conducted
with 30 nurses and physicians working in different German ICUs between
September 2022 and February 2023. Participants were selected using a
purposive sampling technique to support the heterogeneity of the sample.
Interviews were analysed using thematic analysis.

Results: Five different forms of influence aiming at motivation, convincement
(argumentative or manipulative), subordination and control were identified,
along with different communicative practices (e.g., information, deception, lie,
persuasion, threat) and other strategies (e.g., physical restraint) to reach the
corresponding goal. The different forms are used simultaneously or alternately,
i.e., they cannot be categorized in terms of an escalation hierarchy. The
boundaries between support, informal and formal coercion are blurred,
sometimes subtly.

Discussion: In the ICU nurses and physicians influence the patient’s will using
many strategies; some despite moral and legal concerns. Further research is
needed to determine the frequency of informal coercion in larger samples
and different intercultural contexts.

KEYWORDS

intensive care unit, healthcare professionals, patient will, influence, manipulation,
coercion, autonomy, qualitative study

1 Introduction

Patient autonomy and well-being, the cornerstones of modern medicine, are often
compromised in the intensive care unit (ICU) due to the severity of illness, a lack of
decision-making capacity, and dependence on life-sustaining technologies (1, 2).
However, this does not mean that the patients have no will (3). Instead, it is precisely

Abbreviation
ICU, intensive care unit.

01 frontiersin.org


http://crossmark.crossref.org/dialog/?doi=10.3389/fanes.2025.1460909&domain=pdf&date_stamp=2020-03-12
mailto:anna-henrikje.seidlein@med.uni-�greifswald.�de
mailto:anna-henrikje.seidlein@med.uni-�greifswald.�de
https://doi.org/10.3389/fanes.2025.1460909
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/articles/10.3389/fanes.2025.1460909/full
https://www.frontiersin.org/articles/10.3389/fanes.2025.1460909/full
https://www.frontiersin.org/articles/10.3389/fanes.2025.1460909/full
http://orcid.org/0000-0002-7690-567X
https://orcid.org/0000-0002-9509-8631
https://www.frontiersin.org/journals/anesthesiology
https://doi.org/10.3389/fanes.2025.1460909
https://www.frontiersin.org/journals/anesthesiology
https://www.frontiersin.org/

Seidlein and Joébges

in this situation that the wishes, demands, needs and interests of
the patient are important as an expression of their will. Patients
impressively describe their ambivalent experience of dependency
and their relationship with intensive care staff (4). They report
feelings of being unheard and disregarded (5-7), resulting in
anxiety, frustration, stress and helplessness, as well as a loss of
self-determination and dignity and feelings of guilt (8-11).

The possibilities and forms of influencing and overcoming the
patient’s will, such as “formal” and “informal” coercion, have been
studied mainly in psychiatry.

Overriding the patients’ will with formal coercion [e.g., physical
and chemical restraint, compulsory treatment (12, 13)] is regulated
by law and accompanied by an intensive debate (14-16) and
(17).  The
prevalence of physical restraint in the ICU is high (18) and

recommendations from professional societies
patients confirm that they have experienced formal coercion
(19, 20). Consequences of physical restraint range from increased
delirium and anxiety to post-intensive care syndrome and many
more (20, 21). For the healthcare professionals the conflict
between beneficence and respect for autonomy causes moral
distress, resulting in poorer patient care, burnout and an
intention to leave the profession (21, 22).

The use of communicative strategies to influence patients’
decision-making and improve their adherence to recommended
treatment — which is referred to as informal coercion, treatment
pressure or psychological pressure (23, 24) - has rarely been
studied in the ICU context. However, a few studies reveal that
patients in the ICU also experience their will being influenced
and/or overcome (19). There are differing opinions and
approaches regarding when these influencing strategies become
informal coercion (24-26). Szmukler and colleagues describe a
hierarchy of treatment pressure in psychiatry, with the levels of
persuasion, interpersonal influence, incentivisation, threats and
coercive treatment (27). Rugkasa et al. (28) as well Pelto-Piri and
colleagues (29) confirm and add strategies, such as “cheating”
and “referring to rules and routines”. Potthoff and colleagues
(30) developed a conceptual model of psychological pressure
based that influence is exerted not only with the aim of
obtaining consent for the recommended treatment but also to
ensure compliance with social rules.

Influence on the patient’s will in a close therapeutic
relationship between patient and team member can be exerted
purposefully or unintentionally. The extent to which influencing
the patient’s will is perceived as coercion by the patient depends
on aspects such as transparency, fairness, dignity, trust and the
quality of the therapeutic alliance itself (13, 31).

In order to address the knowledge gap for the ICU setting and
particularly the view of those who potentially exert informal
coercion, our qualitative study focused on nurses and physicians’
perception of influencing the patient’s will.

2 Methods

Ethics approval for this study was obtained from the
institutional review board at University Medicine Greifswald,
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Germany (No.. BB 049/22). The report of this study is in

concordance with the “COREQ” statement for qualitative
research (32).

A qualitative approach was chosen to gain a better
understanding of the influences on patients will as be perceived
by physicians and nurses in the ICU. Three questions guided our

research focus:

- How do nurses and physicians in the ICU understand
influencing the patient’s will?

- What forms of influence do they differentiate?

- In which contexts/situations are the different forms used?

Both researchers are female, have longstanding experience in
intensive care and were also practicing at the time the interviews
were conducted. AHS is a nurse and nursing scientist and holds
a doctoral degree in medical ethics. SJ is an anaesthesiologist
with a master’s degree in medical ethics. Both authors have
considerable experience with qualitative social research. The
research interest resulted from their own experiences on the ICU.

Nurses and physicians in German ICUs were informed about
the study and invited to participate through a poster at the
wards. Those interested in the study used the contact details
provided on the poster to obtain detailed study information.
Potential participants were informed about the aims, content and
methods of data collection and analysis as well as the voluntary
nature of participation. Written informed consent was given by
each participant. No incentives were offered. None of the
potential participants declined to participate after receiving
written information. Participants were able to withdraw until the
data were anonymized during transcription.

2.1 Data collection

Interviews were conducted via videoconferencing. Only the
voice has been audio-recorded with an external device. The semi-
structured interview guide covered a broad range of career
The
1) included three parts and a fourth

experiences (Supplementary File 1). interview guide
(Supplementary File
optional part. The fourth part was used if the aspects addressed
there were not already covered by the interviewees in the

previous parts:

1. Forms of influence (individual understanding)

2. Experiences with influencing the patient’s will (recollection of
typical situations)

3. Alternatives to influencing and/or overriding the patient’s will

4. Relationship between professionals and patient

All interviews were audio recorded, transcribed verbatim,

and anonymized.

2.2 Data analysis
Transcripts were exported into MAXQDA software to facilitate

analysis. All transcripts were coded line by line by AHS and §J to
ensure quality and transparency using thematic analysis according
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to Braun and Clarke (33). The authors coded their respective
interview transcripts independently. After each interview, the
researchers met to share and compare their coding, discussed the
different entries and refined the structure of the coding system.
A joint coding system was created. If discrepancies on code
application occurred, the coders discussed the matter until
consensus was obtained. After coding all transcripts, we reviewed
the coded content, identified themes, and synthesized data
across themes.

3 Results

Interviews with 14 nurses and 16 physicians were conducted
2022 and February 2023.
saturation was recognized after two-thirds of the respective group

between September Qualitative

had been interviewed, however, the study continued in order to
ensure maximum variation (Table 1).

TABLE 1 Demographic data.

Nurses (n = 14) Physicians
Gender
Male 6 12
Female 8 4
Age range 24-64 years 29-65 years
(Mean + SD) (40 +12.7) (44+9)
Professional experience range 1-32 years 3-39 years
(Mean + SD) (44 +11) (18+9)
Professional experience in 1-26 years 2-25 years
Intensive Care range
(Mean + SD) (12+9) (10+7)

Additional qualifications (n=)

Specialized intensive care 7 10
nursing/medicine

Palliative Care - 2
Emergency medicine - 7
ICU size (n=)

Up to 10 beds 1 1
Up to 20 beds 9 9
Up to 30 beds 2 3
Up to 40 beds 2 1
More than 40 beds - 2
Type of ICU (n=)

Surgical 6 6
Internal 2 1
Mixed 4 8
Neurological 2 1
Hospital ownership (n=)

Public 9 11
Private (for-profit) 3 4
Non-profit 2 1
Role Head nurse n=2 Resident n=2

Advanced practice Consultant n=2

nurse n =1 Senior physician n=9

Chief physician n=3

ICU, intensive care unit; SD, standard deviation.
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The interview data are rich and go far beyond the scope of a
single publication. The focus in this manuscript is, thus, on
reporting the results that the thematic analysis revealed
concerning (1) the situational context, respectively, the situations
in which the will is influenced, controlled and/or intentionally
overcome, and (2) the forms of influence and corresponding
communicative strategies used. Table 2 lists the quotes that

support the findings (see also Figure 1).

3.1 Situational context

All interviewees described that influencing (purposefully or
not) the patient’s will is commonplace and often taken for
granted. At the same time, interviewees considered intensive care
to be a “complete package” in which the patient - once they
have agreed to ICU admission - has to accept certain procedures
that must be carried out due to standards on the ward (e.g.,
monitoring, central venous line, regular restraint of ventilated
patients’ hands). These measures themselves result in reduced
mobility and increased dependency. According to the
interviewees, most of the patients accepted this situation and
complied with this seemingly unavoidable fact:

“They assume, okay, I have to go along with everything here.
I have no will at all, I don’t have any, so they give up their
basic rights at the entrance.” (Jan, nurse)

Participants even stated, that “you influence him [the patient’s
will] more often than you don’t influence him” (Jakob, physician).
Indeed, the spectrum of influence ranges from everyday
communication situations and “little decisions” (e.g., personal
hygiene) up to influencing decisions on treatment goals:

“It feels like we make decisions for the patient 24 h a day.
So, it starts with food and ends somewhere at the end of
life.” (Olivia, nurse)

Moreover, not only the current will but also - in the case of
incapacity to consent - the predetermined will (advance
directive) is disregarded and overridden.

3.1.1 Preventive measures

It was described that the patient was influenced on a spectrum
from motivation to restraining measures (sedation, physical
restraint), particularly in the case of prophylactic measures, such
as mobilization and breathing training. In some cases, at the
same time; in other situations, as successive escalation strategies
if patients did not comply.

3.1.2 Examinations and therapies

Examinations and treatments, particularly those related to
nutrition (feeding tube replacement), “Patients don’t want
artificial nutrition or a feeding tube” (Florian, nurse), central
venous catheter placement and the establishment of invasive
measures, have been raised as common situations.
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TABLE 2 Categories and quotations.

Category

1. Situational context

Subcategory

Preventive measures

10.3389/fanes.2025.1460909

Illustrative quotation
“She [a colleague] has mobilized him again for three hours and the patient wanted to go back. ‘No, no,
just hang in there,” she said. That also contradicts my understanding of taking into account or respecting
the patient’s will.” (Vincent, nurse)
“[...] the patient really resisted the whole time, tried to tear off the mask, we had to restrain her and later
sedate her. She was then certainly, yes, for two or three weeks, yes, from my point of view she was almost
medically raped.” (Vincent, nurse)

Examinations and
therapies

“The placement of a gastric tube when patients do not want to eat for several days ultimately results in
patients being given a gastric tube, which is an incredibly unpleasant procedure and patients often do not
want this but are ultimately fed after all.” (Olivia, nurse)

“Patients don’t want artificial nutrition or a feeding tube, I don’t know how many times I've placed
feeding tubes in patients who didn’t really want them. That happens rather often.” (Florian, nurse)

Therapy goal setting

“For example, when elderly people with dementia are tracheotomized in order to prolong their lives [...]
I think it would be safer for the patient if you describe to the family bluntly how terrible life is for a
helpless person with a tracheostomy.” (Finn, physician)

“In other words, you urge the patient to make a decision in one direction or another by causing fear and
worry. That if you don’t do that, something bad will happen to them.” (Sebastian, Physician)

“For example, when I talk about palliative care measures and whether they should be taken, that is
ultimately also an influence because people then realize that they are no longer curative patients. So that
can also indirectly lead to an influence [...]” (Jacob physician)

2. Forms of influence and corresponding
communicative practices

Controlling the will

Physical and/or chemical restraint/ compulsory treatment

“there are also patients who receive non-invasive ventilation and win a five-point restraint and sedation
along with that.” (Florian, nurse)

“[...] the carelessness with which handcuffs are used. We have many ventilated patients and immediately
when extubated is planned, no further checks are made to see whether they can be contacted or what their
cognitive status is, but the hands are cuffed. And that has become such a culture that people no longer look
closely to see whether it is necessary or not.” (Emily, nurse)

Subordination

Persuasion

“it feels like we do that every day, persuading patients to act in a way they don’t want to at that moment.
Whether this is justified or no. Many things that we that we persuade them are justified, for example, to
get up, to mobilize, to move, that we persuade them to eat even though they have no appetite, [...] I think
that happens every day, at least once a day.” (Angel, nurse)

“For me, persuasion means that they have now given their consent contrary to their actual, original will.”
(Lina, physician)

Exploiting professional role

“And then the senior consultant said: You don’t have to be here. Well, there’s no conversation now, not in
the sense of counselling, but it’s quite clear that if you want to take part in the therapy here, we'll decide
on the therapy.” (Vincent, nurse)

“These are really perhaps everyday, simple actions or minor invasive measures for a patient who refuses
them. Of course, I use my position of power and say that I have the needle in my hand and the access has
to go in there now. Yes, and then we have to hold the arm for a moment. Of course that’s an exploitation
of power.” (Paul, physician)

“We like to stand by the bed, bend over the bed and look down from above. So I think that’s also a form of
influence.” (Martha, nurse)

Imbalance of Power

“These are really perhaps everyday, simple actions or minor invasive measures for a patient who refuses
them. Of course, I use my position of power and say that I have the needle in my hand and the access has
to go in there now. Yes, and then we have to hold the arm for a moment. Of course, that’s an exploitation
of power.” (Paul, physician)

“I do force them and take advantage of my position as an older, experienced senior physician, so to speak,
they listen to me better than they do to such young doctors or nurses, they’re more likely to give in or allow
themselves to be brushed aside. I don’t do that. That’s how it works for us. I'm the ultimate authority who
talks to the patients in a strict manner and it usually works out.” (Jacob, physician)

Ignoring

“So for me there are very different possibilities, either you don’t let them [the patient] have their say at all,
or you don’t give them the opportunity to speak, that would be a way of responding to this will, the
expression of the will, so you don’t give them the opportunity. Looking away or ignoring it is yet another
form; the patient says something but you don’t listen at all.” (Emily, nurse)

Dehumanization

“You have more empathetic colleagues and you have colleagues who are rather gruff and do their thing
and simply put the patients on the edge of the bed in a tough manner.” (Olivia, nurse)

“Simply in day-to-day routine, how you deal with the patient, whether you go in during the ward round
and ignore the patient, just talk to each other, or if you perhaps say good morning and explain to the
patient what you have just discussed with each other, or yes, also with all the measures that you carry out
on the patient, whether you just do it or whether you, yes, whether you explain to the patient what you are
doing and why you are doing it and so on, I think that is all very important. For the patient’s feelings and
then also how they feel about their own situation.” (Alice, physician)

“I think it’s also a problem, some people like to use the first name by mistake. I think it’s also a certain
kind of assault and exertion of influence when you’re suddenly addressed informally as an adult,
especially in a situation where you might want to get your way.” (Martha, nurse)
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TABLE 2 Continued

Category

Subcategory

10.3389/fanes.2025.1460909

Illustrative quotation
Threat
“So, either you get the coro [coronary angiography] now, otherwise you’ll have such a heart attack that
you won'’t be able to get out at all. Now, for me that’s, yes, blackmail or I don’t know how to put it, or the
threat of death.” (Vincent, nurse)
“And ‘if-you-don’t, then [...]" that is something that I think of with unruly patients [...] such as COPD
[chronic obstructive pulmonary disease] patients whom we threaten with intubation and subsequent
tracheostomy.” (Anna, physician)
“you no longer talk to someone objectively or professionally, but also, yes, try to make them feel guilty
somehow. So, on an emotional level, threatening somehow also has a bit of an emotional level, like scaring
someone.” (Alice, physician)
“By threat, I mean when I actively do something. So, if you don’t do this now, I'll hurt you. But if I say, if
you don’t do this therapy now, you'll get pneumonia, that’s not something I give the patient as a
punishment, it’s something that will very probably happen on its own if they don’t do the therapy and I see
that as a warning and not a threat.” (Sebastian, physician)
“I'm someone who often goes to see patients who are unruly and I tell them quite clearly: you have to calm
down. You have to cooperate or you will be restrained in your bed.” (Florian, nurse)

Convincing
(manipulative)

“In a way, the word manipulative would be too harsh, but bending the path the way they would like it to
be, that is, the way they would do it from their perspective.” (Emil, physician)

“Manipulation also tends to have the echo of being something negative, in other words, not benefiting the
patient, although, objectively speaking, convincing is also a form of manipulation.” (Ben, physician)
Deception

“[...] it'll be fine in a minute? [...] it doesn’t hurt. Or it only hurts a little. And these are all things we use
to deceive the patient.” (Angel, nurse)

“You will rot from the cancer if we don’t operate on it, but, at the same time, there is an alternative that
would say a good palliative setting, [...]” (Jacob, physician)

Interpersonal leverage

“You can also have an indirect influence by ultimately involving the relatives in advance, for example, by
starting to discuss the issue with them and having them work towards ensuring that the patient
understands this. [...] In other words, to use the person of trust or to utilizes them in order to get your
own ideas accepted” (Vincent, nurse)

Lie

“..are forced to undergo prophylactic CPAP. Then they’re simply told that they’ll get pneumonia and die if
they don’t do it and then it’s done. And the patient has to comply because they simply believe it, even if it’s
not true...” (Finn, physician)

Information

“If the patients are asked during the ward round what or if they are not asked anything at all, they are
also influenced by this, if the doctors just talk and don’t really explain to the patient what is being said
about them and the patients then usually ask the nurses afterwards what was said about me, that is what
I mean by influencing the patients.” (Mia, nurse)

“Withholding information. Some things are sometimes simply not said in order to perhaps protect the
patient mentally in some way, [...] but for the patient, it is perhaps important and is then left out so that
they may not worry so much. But maybe this also has a particular influence on the patient’s will in the
end.” (Olivia, nurse)

“I can also manipulate someone by repeatedly giving them false hope or basically giving them hope, by
giving someone who perhaps even statistically has a very poor prognosis hope again and again. [...]

I think you can act very manipulatively by passing on information and omitting to do so.”

(Charlotte, nurse)

“Of course you can still talk to the patient, and you will do it a few times, but if it doesn’t work at all, then,
yes, through the back door. Mobilizing relatives, building up emotional pressure [...] And in doing so,
I use, let’s say, at least somewhat manipulative techniques.” (Emil, physician)

Convincing
(argumentative)

“I really always try to convince the patient first, of the necessity.” (Ava, nurse)

Motivation

Information

“And I have influenced her will, so to speak, by changing her decision through a counselling interview. For
example, that I first asked her, do you actually know what this is and why you are here at all and what the
indication for it is and so on. I tried to pick her up a bit.” (Isabella, nurse)

Meaning-making

“I don’t force patients to do things they don’t want to do, whether it’s respiratory therapy, personal hygiene
or mobilization. I always try to persuade the patients first and try to convince them of the necessity. And
then I give examples and actually the best example is always when they say, ‘I don’t want to live any
longer.” Then I ask: Do you have children? And can’t you do that for your child, so that you can stay here
for your child? Or for your wife, for your husband?” (Ava, nurse)

“Then I try to combine this with the meaningful, that is, to say, wouldn’t it be nice to have lunch, in the
chair? Or to fulfil the patient a little wish [...] It’s a reward and also to stimulate this idea a bit, what kind
of meaning it can have.” (Emily, nurse)

“[...] that the decision is then made, okay, I'll let myself be mobilized to the edge of the bed now, because
I have to regain my strength, because there’s someone at home waiting for me and it’s worth it.”

(Ava, nurse)
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FIGURE 1
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Summarizes the results and illustrates the transitions between the various forms of influence.

Furthermore, the patient’s will is also overridden not only in
day-to-day situations but, above all, in connection with living
wills displayed in advance directives or concerning treatment
decisions at the end-of-life made:

“So it’s definitely the case that we have situations in which the
patient’s will was ignored... Even if a DNR [do not resuscitate]
and DNI [do not intubate] decision is manifestly present,
young colleagues have performed resuscitation at night and
put the patient in exactly the situation that they have
deliberately rejected.” (Emil, physician)

3.1.3 Therapy goal setting

The patient’s will is influenced during decision-making
processes, “you urge the patient to make a decision” (Sebastian
physician), concerning therapeutic goal setting using different
strategies ranging from a judged transfer of information for
treatment recommendations to the threat of reaching “informed
consent” (also see result category 2).

3.2 Forms of influence and corresponding
communicative practices

The participants outlined a variety of possible forms of
influence (motivation, conviction, subordination, control), which
are each achieved with targeted verbal and nonverbal
communicative practices. It also becomes apparent that the
general understanding of the term “influence” varies from very

broad to very specific and from negatively occupied to neutral.

Frontiers in Anesthesiology

3.2.1 Controlling the will

Although compulsory treatment and restrictions of freedom
were not the focus of the study, it was, nevertheless, raised by
the participants as a relevant topic in the context of exerting
influence on the will. When aiming to deliberately override and/
or break the patient’s will, formal coercion (physical restraint,
sedation) is applied. “[...] the carelessness with which handcuffs
are used.” (Emily, nurse).

According to the interviewees, these means are used due to the
high workload and poor staffing levels, but sometimes also by
default and without reflection.

3.2.2 Subordination
Numerous psychological and communicative practices, such as
persuasion, exercising authority, dehumanization and threat are
used in order to achieve a patient’s integration into the daily
ward structures and adherence to the therapeutic interventions.
well, Tve

the patient, definitely

experienced that much more often than they tried to

“Trying to persuade
convince the patient to undergo a surgery.” (Alice, physician)

The interviewees’ descriptions showed that the different
position in the room alone has a considerable influence on the
patient’s will: “bend over the bed and look down from above”
Martha, nurse

This imbalance of power and knowledge is also used
purposefully to present oneself as an authority, which is a
common strategy to ensure the acceptance of what is deemed

necessary. To this end, the nurses and physicians exploit their

frontiersin.org


https://doi.org/10.3389/fanes.2025.1460909
https://www.frontiersin.org/journals/anesthesiology
https://www.frontiersin.org/

Seidlein and Joébges

knowledge advantage and their professional role and status over
patients. The communication style is very directive; instructions
are given without room for negotiation.

“An imbalance of knowledge and power is naturally played out,
[...] And the patient has to comply because they simply believe

it, even if it is not true in terms of content.” (Finn, physician)

However, not only the way in which information is
communicated, but also which information is deliberately not
given (e.g., therapy alternatives) was described as a strategy.
Nurses often serve as facilitators and translators of facts that are
not understood in the physician-patient communication. Thus,
they also influence the patient’s will through the content and
manner in which they provide information: “the patients then
usually ask the nurses afterwards what was said about me, that is
what I mean by influencing the patients.” (Mia, nurse)

Moreover, interviewees described that patients are demeaned
“use the first name by mistake” (Martha nurse) and/or belittled,
which also influences their volition and, thus, their decisions.
Disrespect is expressed through a wide variety of behaviours,
such as a lack of empathy, taking/not giving privacy and failure
to control symptoms, such as pain or anxiety.

Regardless of their decision-making, the patient’s will is also
purposefully overridden. Strategies range from ignoring the
expressed will by not taking it seriously “the patient says
something but you don’t listen at all.” (Emily, nurse) or simply
continuing to carry out the intended action, to depriving the
patient of the opportunity to express their will (e.g., taking
away the bell).

Most interviewees generally described that they perceived
threats, including gestures, intimidating volume and/or
intonation. For the majority of interviewees, threats are defined
by the fact that they contain “if you don’t do x - then y will
happen” formulations. For them, threat is also characterized by
“scaring someone” (Alice, physician). Threat is also defined by
direct action for some interviewees, and is, thus, partly
differentiated from a warning: “So, if you don’t do this now, I'll
hurt you.” (Sebastian, physican). When using threat, the negative

consequences are explicitly verbalized (e.g., necessity of restraint).

3.2.3 Convincing, argumentative and manipulative

According to the interviewees, convincing can be based on
either rational arguments or manipulative strategies. Here, the
through the
informal

boundary between influencing provision of

blurred.
Manipulation, in the sense of deliberately influencing the patients

information and exerting coercion is
will without their knowledge and against their will in the ICU is

perceived in many different situations and associated
with negative moral connotations “not benefiting the patient”
(Ben, physician).

different forms of

manipulation related to information transfer were described:

Accordingly, convincing  through

deception, interpersonal leverage through family members and
lying. However, some interviewees avoided or rejected the term
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“manipulation” and use instead the wording “bending the path
the way they would like it to be” (Emil, physician).

A pre-filtered explanation and disclosure of information is
described as a common strategy: “Some things are sometimes
simply not said” (Olivia, nurse) or lying: “[...] by withholding
information, you can also do it by providing false information”
(Sebastian, physician).

Furthermore, targeted influence on family members and loved
ones, who, in turn are supposed to influence the patient “through
the back door” (Emil physician) is also described.

3.2.4 Motivation

According to the interviewees, the aim of motivation is to
influence the patient’s decisions in the “right direction”, while
maintaining freedom of choice. Here, they not only provide
information but also offer certain perspectives or incentives
“wouldn’t it be nice to have lunch” (Emily, nurse) to encourage
them to participate in the intended measure. To motivate can
also mean to:

“Encourage, empower, express confidence, make small successes

that the patient does not see visible” (Aaron, physician),

as well as to remind the patients of the goal towards which they are
working “because there’s someone at home waiting” (Ava, nurse)

The interviewees often expressed moral concerns: “It’s always
difficult to find the line between what is motivation and what is
manipulation.” (Henry, nurse).

4 Discussion

To the best of our knowledge, this interview study is the first
to describe data on influencing the patient’s will from the
perspective of ICU nurses and physicians. The possibilities and
forms of influencing and overcoming the patient’s will are
manifold and go far beyond the formal coercion that is widely
discussed, which was, nonetheless, also frequently described in
our interviews. The results can partly be integrated into existing
attempts to structure forms of (treatment) pressure and
informal coercion as described within mental healthcare and
from the patient’s perspective (24, 29-31). As our interviews
show impressively, the whole range of forms can also be found
in the ICU. Applying the concept of informal coercion to the
ICU can be fruitful, because situations similar to those in the
psychiatric setting occur: There is evidence of up to 80% for
delirium as an intensive care psychiatric emergency (34, 35).
Similar to psychiatry, the situation of dependency is the
underlying context. Not all the influencing strategies described
can always be defined as “informal coercion”. If, however,
psychological pressure is applied, conditions are imposed or
influence is exerted by the team in the situation of dependency,
this can lead to informal coercion (25). Both psychiatric and
intensive care patients describe dependency and coercion, and
the perception of formal and informal coercion (19, 36-38).
There are, however, additional forms of exercising power
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specific to the ICU context to overcome the patient’s will, such as
ignorance, disrespect and, as a result, dehumanization, that have
been described by our interviewees. The fact that patients desire
more respectful treatment and better communication to
maintain their dignity has already been described in the
literature (39, 40). Intensive efforts to humanize the ICU
environment and patients’ treatment experiences show that
least aware of this issue.

professionals are already at

Nevertheless, there is still a discrepancy between the
professionals own ambitions in theory and everyday life in
practice (41, 42). Moreover, it is interesting that despite or
precisely in view of this knowledge, dehumanizing strategies are
specifically used to influence patients’ decision-making and/or
to overcome their will. We note with caution that - as in
psychiatry - the situation of dependency can be exploited in a
targeted manner. We know from the context of psychiatry that
influence is perceived as informal coercion by the patient. This
approach is also clearly illustrated by Hempeler and colleagues
(24), who point out that Szmukler’s conceptualization -
according to which only a threat corresponds to informal
coercion - does not do justice to the weight of power
(imbalance) in practice. One challenge is certainly that
professionals not only in psychiatry (23, 43) but also in the
ICU might not always recognize informal coercion or might
also lack knowledge on this topic.

additional

particularly interesting:

Four points revealed in our data are

Firstly, all of the forms of influence described are used in the
ICU alongside each other and, in some cases, alternately and/or
together, so that they do not only occur hierarchically as
escalation levels, as displayed in Szmukler’s work (27), but in
daily ICU reality independently of each other. Pelto-Piri and
colleagues (29) drew a conclusion in their study in the context of
psychiatry, stating that (1) it is not always the mildest measure
with the least coercive character that is used as a starting point
in the classical hierarchy and (2) that different forms may also be
combined with each other and switched back and forth between
them in different ways. The transition is particularly fluid with
certain nursing measures, such as breathing training, where all
levels of escalation were reported, from motivation, persuasion
and threat up to physical restraint and sedation.

Secondly, the severity of the form of influence does not
necessarily relate to the necessity of the action that is to be
achieved and the possible consequences of omitting it. Threats
for example, are also used in an attempt to achieve adherence
with body care as planned in the daily shift routine. It is beyond
doubt that it is an enormous challenge to give patients’
individuality sufficient space within the rigid hospital routines
and precarious personnel and economic framework conditions.
For this reason in particular, healthcare professionals should
constantly remind themselves that they have to prioritize certain
actions in situations of strong asymmetry (44).

Thirdly, in
consequences” are created, i.e., those consequences that either do

order to achieve cooperation, “artificial
not logically arise as a result of the omission of the action or, at

least, do not directly follow from omitting it. Here, the question
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arises as to whether the use of (informal) coercion in these cases
is actually intended to promote the patient’s well-being or which,
resp. whose interests are decisive.

The fourth point concerns the surprisingly similar description
of the situation and the overall similarity between the patients’
and professionals’ perspectives, as it appears in comparison
between our results and those of previously published studies
with patients. Patients in the ICU wish for respectful treatment
with involvement in decision-making and professionals aim for
it, too. Improving the conditions and motivation for realisation
on both should
future interventions.

sides therefore be a key objective of

4.1 Limitations

It was shown that not only major treatment decisions but,

above all, daily measures, particularly prophylaxis and
mobilization, involve challenging situations and negotiation
processes. In order to better understand the therapeutic pressure,
e.g., during (early) mobilisation, follow-up studies should also
include the perspective of other professions in the ICU.

This publication is limited to a presentation of the descriptive
data. Some strategies have already been rated by the interviewees
themselves as helpful and ethically appropriate; others, however,
were deemed ethically inappropriate and not effective but are
used. Further ethical analysis is needed here following, for
example (45, 46).

Another limitation is that the study was conducted in German
ICUs. Further studies in an international context are necessary to

evaluate the statements regarding the use of informal coercion.

5 Conclusion

Most of the professionals in our interview study in German
ICUs stated that they use not only coercion, such as restraining
measures, but also particularly informal coercion and influencing
the patient’s will through measures such as ignoring the patient
and/or their will, dehumanization, threats, manipulation and
persuasion within their therapeutic activities in the ICU.
Convincing, argumentative and manipulative, and motivating the
patient were reported as supportive influences. The forms of
influence described were used consciously or unconsciously, in
parallel and, in some cases, alternately and/or together.

Many interviewees became aware of the extent to which the
patient’s will is influenced on the ICU during the interview.
Regarding everyday intensive care, this means that regular
reflection on how to deal with the patient in the treatment
situation is necessary.
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