
O R I G I N A L  R E S E A R C H

Effects of a Narrative Nursing-Based Humanistic 
Care Program on Psychological Well-Being in 
Conscious Patients in the ICU
Hong-Mei Liu1,2,*, Jing-Yi Jin2,*, Yun Zhang2, Jing-Yi Gao2, Jian-Hong Ji1

1Department of Critical Care Medicine, Nantong First People’s Hospital, Nantong, Jiangsu Province, 226006, People’s Republic of China; 2School of 
Nursing and Rehabilitation, Nantong University, Nantong, Jiangsu Province, 226001, People’s Republic of China

*These authors contributed equally to this work 

Correspondence: Jian-Hong Ji, Department of Critical Care Medicine, Nantong First People’s Hospital, No. 666 of ShengLi Road, Chongchuan 
District, NanTong, Jiangsu Province, 226006, People’s Republic of China, Tel +86 1381526783, Email jijianhong_jjh@126.com

Objective: The aim of this study is to examine the effects of a humanistic care program based on narrative nursing theory on 
psychological well-being in conscious patients in the intensive care unit (ICU).
Methods: A convenience sampling method was used to recruit patients in the ICU from a tertiary grade A general hospital. The control 
group received standard humanistic care measures, whereas the experimental group participated in a narrative-based humanistic care 
program. The intervention was administered from the point of regained consciousness until hospital discharge. Outcome measures included 
the sense of being cared for, anxiety, psychological distress, and sleep quality, which were assessed and compared between the two groups.
Results: A total of 86 patients completed the study, with 42 in the experimental group and 44 in the control group. Following the 
intervention, the sense of being cared for was significantly higher in the experimental group compared to the control group Anxiety 
scores were significantly lower in the experimental group than in the control group Depression scores were also lower in the 
experimental group compared to the control group. Additionally, psychological distress scores were reduced in the experimental 
group when compared to the control group.
Conclusion: The implementation of a narrative nursing-based humanistic care program did not yield significant improvements in 
sleep quality among conscious patients in the ICU. However, the program can enhance the patients’ sense of being cared for, improve 
their anxiety and depression, and reduce the level of psychological pain.
Keywords: humanistic care, ICU, narrative nursing, nursing psychological distress, sleep quality

Background
The intensive care unit (ICU) is a specialized setting designed to provide advanced life support and continuous monitoring for 
patients with critical diseases. Advances in medical technology have contributed to improved survival rates among patients in the 
ICU, and with the refinement of sedation protocols, an increasing number of patients remain conscious during their hospitalization.1–3 

Beyond physiological needs, conscious patients in the ICU often require greater psychological and social support. Failure to address 
humanistic aspects of care may lead to complex physical and psychological responses, including anxiety, depression, distress, 
feelings of inferiority, guilt, restlessness, and avoidance, which can significantly impact overall quality of life.

Humanistic care is a fundamental component of nursing practice. It involves collaboration among healthcare professionals, 
hospital administrators, patients, and family members, playing a key role in facilitating recovery, enhancing the patient 
experience, and fostering positive relationships among healthcare providers.4 Strengthening humanistic nursing care, optimiz
ing care processes, and improving service quality are key directions for the advancement of nursing. Expert consensus on 
humanistic care for patients in the ICU emphasizes the importance of maximizing patient-centered humanistic care to improve 
the hospitalization experience of patients who are critically ill.5
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Narrative nursing, which incorporates narrative competence into clinical practice, enables nurses to gain a comprehensive 
understanding of the experiences of patients, respond to their challenges, and provide respectful, empathetic care. This approach 
enhances the depth of nurse-patient communication, integrates nursing with the humanities, and serves as an effective strategy to 
encourage health-promoting behaviors.6,7 However, current research has paid little attention to the special and care-requiring 
population of ICU awakeness. Based on this, This study aims to evaluate the effects of the structured humanistic care program on 
outcomes such as anxiety, depression, psychological distress, and perceived quality of care among conscious ICU patients.

Participants and Methods
Research Participants
Patients who met the inclusion and exclusion criteria and were hospitalized in the ICU of a tertiary grade A general 
hospital in Nantong City between March and September 2024 were selected as research participants. The inclusion 
criteria were as follows: (1) age between 18 and 65 years, (2) an expected ICU stay of at least seven days, (3) a conscious 
state in the ICU (Richmond Agitation-Sedation Scale score of −1 to +1, with a negative assessment for delirium using the 
Confusion Assessment Method for the ICU, and (4) voluntary participation of both patients and their family members. 
Exclusion criteria included (1) hemodynamic instability, (2) a diagnosis of a mental disorder or neurodevelopmental 
delay, and (3) a history of major stressful events within the past two months.

Withdrawal criteria were established as follows: (1) voluntary withdrawal from the study, (2) discharge against 
medical advice or death during the study period, and (3) clinical deterioration which prevented continued participation in 
the intervention.
The required sample size was determined using the formula for two-sample mean comparison:
n1 = n2 = 2[(μα+μβ)s/δ]2, with α = 0.05, two-sided test β = 0.20.
In this study, the allowed error/overall error effect value (δ/σ) was 0.80. Based on these parameters, reference values from 
statistical tables (μα = 1.96, μβ = 1.282) indicated that at least 33 participants were required in each group. Accounting 
for a 20% anticipated loss to follow-up, a final minimum sample size of 80 patients was determined, with at least 40 
patients allocated to each of the observation and control groups.

A non-concurrent controlled quasi-experimental study design was implemented. Participants enrolled between March 
and May 2024 were assigned to the control group and received standard psychological and humanistic nursing care, 
while those enrolled between July and September 2024 received an intervention incorporating a humanistic care program 
based on narrative nursing theory. Informed consent was obtained from all participants prior to study enrollment. Ethical 
approval for this study was granted by the hospital’s ethics committee (Approval No. 2022KT132).

Research Methods
Intervention Protocol for the Experimental Group
Establishing the Research Team 
The research team comprised of ten core members, including one associate chief physician from the Department of Critical 
Care Medicine (PhD), one head nurse from the Department of Critical Care Medicine (master’s degree, master’s supervisor), 
six critical care specialist nurses (one with a master’s degree and five with bachelor’s degrees), and two master’s students. The 
associate chief physician provided expertise in addressing professional inquiries, while the head nurse oversaw the overall 
design of the research protocol, ensured quality control, and managed the formulation and revision of the protocol. Specialist 
nurses were responsible for implementing the protocol, whereas master’s students assisted the head nurse in developing the 
intervention protocol, organizing and compiling study materials, and performing data analysis.

Implementation of the Intervention Protocol 

Intervention Protocol for the Control Group. Routine psychological and humanistic care measures commonly imple
mented in the ICU were provided. These measures included:
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● Introducing the intensive care environment to familiarize patients with their surroundings during the early stages of 
treatment, along with providing comprehensive information regarding disease etiology and relevant nursing 
precautions.

● Informing family members about necessary items for hospitalization, such as razors, toiletries, eye masks, and 
earplugs.

● Obtaining informed consent from family members before implementing physical restraints, with detailed explana
tions provided to patients regarding the necessity, purpose, and function of the restraints to facilitate understanding 
and cooperation.

● Notifying family members in advance when patients were required to leave the ICU for medical examinations.
● Arranging for one designated visitor to have a 30-minute bedside visit at a specified time each day.
● Providing explanations before conducting nursing procedures, including medication administration, dressing 

changes, enteral nutrition, and various intubations and extubations.
● Providing timely reassurance and emotional support when patients expressed concerns regarding the ICU environ

ment, treatment, medications, or when they exhibited restlessness, anxiety, or fear.
● Informing patients about the names, functions, and necessary protective measures related to tubes inserted into their 

bodies, as well as providing safety education.
● Communicating with patients during shift handovers to encourage cooperation.

The intervention period began once patients regained consciousness and continued until hospital discharge, with no 
restrictions on the duration or frequency of interventions. Scale assessments were conducted at the time of enrollment 
and on the day of discharge.
Intervention Protocol for the Experimental Group. Along with the measures provided to the control group, the 
experimental group received a humanistic care program based on narrative nursing theory. This protocol was developed 
using findings from prior research on constructing a humanistic care nursing protocol for conscious ICU patients and had 
undergone expert consultation. The intervention was delivered in diverse formats with comprehensive content.

The frequency of the intervention was set at twice daily—once during the day shift and once during the evening shift 
—with each session lasting approximately 15 minutes. The specific timing of the intervention was primarily determined 
based on patient preference. Further details are provided in Supplementary Table 1.

Quality Control of the Research Process 
Following the recovery of consciousness, a comprehensive clinical assessment and risk screening were conducted by 
physicians to ensure patient safety. Based on these evaluations, specialist nurses performed nursing assessments and 
diagnoses and subsequently invited eligible patients and their family members to participate in the study in accordance 
with the inclusion and exclusion criteria. Prior to enrollment, detailed information regarding the purpose and significance 
of the study was provided to patients and their family members, and privacy protection measures were implemented.

One month before initiating the intervention for the experimental group (June 2024), standardized training was 
conducted by physicians and the head nurse. Specialist nurses and master’s students participated in structured learning 
sessions, which covered theoretical knowledge and practical applications related to narrative-based care, as well as 
essential aspects of humanistic nursing. The training ensured that all participants acquired a thorough understanding of 
the specific components of the intervention protocol. Specialist nurses were required to pass an assessment before being 
authorized to implement the intervention.

Throughout the implementation of the protocol, the head nurse monitored adherence to the intervention and system
atically reviewed any challenges encountered. Identified issues were discussed among team members, and necessary 
modifications were made to optimize the protocol. During data collection and analysis, two graduate students performed 
cross-checking and data entry. Any discrepancies in the data were promptly identified and returned for verification to 
ensure accuracy.
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Survey Tools
General Information Questionnaire
The general information questionnaire was designed based on a review of relevant literature and was developed by two 
graduate students. The questionnaire comprised of two sections:

General demographic data: This section collected information on sex, age, educational level, monthly per capita 
household income, primary caregiver, and payment method for medical expenses.

Disease-related information: This section included details on artificial airway status, the presence of underlying 
medical conditions, length of stay in the ICU, and the duration of the intervention.

Caring Behavior Scale
This scale was originally developed by Wolf and was later translated into Chinese and validated by researchers.8 It 
comprises of three dimensions: respect and connection, knowledge and skills, and support and assurance, each containing 
multiple items. A six-level scoring system is used, with all items positively scored, where 1 = never and 6 = frequently. 
The total score ranges from 24 to 144. The Cronbach’s alpha coefficient for the overall scale is 0.959, while the 
coefficients for the three dimensions are 0.897, 0.906, and 0.928, respectively, indicating high reliability and validity.

Self-Rating Anxiety Scale
The Generalized Anxiety Disorder 7-item Scale (GAD-7) was originally developed by Spitzer et al based on the 
Diagnostic and Statistical Manual of Mental Disorders, 4th Edition diagnostic criteria.9 It is a brief self-report instrument 
designed for screening generalized anxiety and assessing the severity of anxiety symptoms.
Following its adaptation into Chinese, the scale comprises of seven items rated using a four-level scoring system:
Not at all = 0 points
Several days = 1 point
More than half the days = 2 points
Nearly every day = 3 points
The validity of the Chinese version was evaluated by Wang et al in hospitalized patients in general hospitals.10 The 
correlation coefficients between individual items and the total score ranged from 0.734 to 0.820, and the Cronbach’s 
alpha coefficient was 0.90, indicating high reliability and validity.

Self-Rating Depression Scale
The Patient Health Questionnaire-9 (PHQ-9) was used in this study to assess depression levels among patients. 
Developed by Spitzer et al, the PHQ-9 is a self-report questionnaire designed for use in primary care settings to screen 
for and evaluate the severity of depressive symptoms.11 The scale consists of nine items, each rated on a four-point scale:
0 = Not at all
1 = Several days
2 = More than half the days
3 = Nearly every day
Total scores range from 0 to 27. The Cronbach’s alpha coefficient for the PHQ-9 has been reported as 0.857, indicating 
good internal consistency and reliability.

Distress Thermometer
The Distress Thermometer, translated into Chinese by Tang et al, is a rapid screening tool designed to assess the severity 
of psychological distress.12 It is a visual analog scale ranging from 0–10, where 0 represents no distress and 10 indicates 
extreme distress. Psychological distress is categorized as follows:
Severe distress: > 7 to < 10 points
Moderate distress: > 4 to < 7 points
Normal psychological fluctuation: ≥ 0 to < 4 points
Higher scores correspond to greater levels of psychological distress. The Cronbach’s alpha coefficient for the DT has 
been reported as 0.890, demonstrating high reliability and validity.
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Richards-Campbell Sleep Questionnaire
The Richards-Campbell Sleep Questionnaire (RCSQ) was developed by Professor Richards in 2000 and is widely used 
for assessing sleep quality in patients who are critically ill.13 The scale comprises of six items, with the first five 
evaluating sleep depth, sleep latency, frequency of nighttime awakenings, ability to return to sleep after awakening, and 
overall sleep quality. The sixth item assesses the subjective perception of noise in the environment.
Each item is rated using a 0–100 mm visual analog scale (1 mm = 1 point), where 0 represents the poorest sleep quality 
and 100 indicates the best sleep quality. The total scale score is calculated as the average of the first five items. Sleep 
quality is classified as follows:
0–25 points: Poor sleep quality
76–100 points: Good sleep quality
Higher scores indicate better sleep quality. The Cronbach’s alpha coefficient for the Chinese version of the RCSQ has 
been reported as 0.895, demonstrating high reliability.

Data Collection Method
Prior to the initiation of the intervention, master’s students in nursing provided patients and their families with a detailed 
explanation of the study’s purpose and significance, obtained their cooperation, and secured signed informed consent 
forms. Once patient enrollment was confirmed, general information was collected by graduate students in nursing, 
through face-to-face interviews and medical system queries to establish basic patient information files.

Assessments were conducted before the intervention and on the day of discharge by critical care specialist nurses 
responsible for patient care. The evaluation included the Caring Behavior Scale, Anxiety Self-Rating Scale, DT, and 
Sleep Quality Scale. For patients unable to complete the forms independently, primary nurses assisted by clarifying 
questions to ensure comprehension and helped document responses without altering the patients’ intended answers.

Statistical Methods
Excel and SPSS 26.0 software were used for data collection and analysis. Measurement data following a normal 
distribution were expressed as mean ± standard deviation (�x� s). Independent samples t-tests were used for between- 
group comparisons, while paired samples t-tests were applied for within-group comparisons.

Categorical data were presented as frequency and percentage (%), with between-group comparisons conducted using 
the chi-squared (χ2) test and the Wilcoxon rank sum test. A value of p < 0.05 was considered statistically significant.

Results
Comparison of General Information Between the Two Groups
A total of 98 patients were recruited for the study, with 51 assigned to the control group and 47 to the experimental 
group. Due to changes in patient conditions, voluntary withdrawals, and other factors contributing to sample attrition, the 
final analysis included 44 patients in the control group and 42 in the experimental group.

A comparison of general demographic and clinical characteristics between the two groups revealed no statistically 
significant differences (p > 0.05), indicating baseline comparability. For further details, refer to Table 1.

Comparison of Pre- and Post-Intervention Scores on Various Levels
Following the intervention, an increase was observed in the sense of being cared for score in the experimental group, 
while scores on the GAD-7, PHQ-9, and DT revealed a decrease. These changes were statistically significant (p < 0.05).

Comparisons between the two groups after the intervention revealed statistically significant differences in sense of 
being cared for, GAD-7, PHQ-9, and DT scores (p < 0.05 for all). Although the mean sleep quality score in the 
experimental group revealed improvement, the difference between the two groups was not statistically significant 
(p > 0.05). For further details, refer to Table 2.
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Table 1 Comparison of General Data (n = 86)

Item Control Group  
(n = 44)(%)

Intervention  
Group (n = 42)(%)

Statistical  
Value (χ²/Z)

p-value

Sex 0.5011) 0.479

Male 25 (56.8) 27 (64.3)

Female 19 (43.2) 15 (35.7)
Educational level −0.2782) 0.781

Primary school and below 11 (25.0) 6 (14.3)

Junior high school 10 (22.7) 17 (40.5)
High school and technical secondary school 14 (31.8) 11 (26.2)

College and above 9 (20.5) 8 (19.0)
Artificial airway status −0.4502) 0.653

None 16 (36.4) 13 (30.9)

Endotracheal intubation 22 (50.0) 23 (54.8)
Tracheotomy 6 (13.6) 6 (14.3)

Presence of underlying disease 1.1021) 0.294

Yes 29 (65.9) 32 (76.2)
No 15 (34.1) 10 (23.8)

Primary caregiver −0.9142) 0.361

Spouse 25 (56.8) 23 (54.7)
Parents 5 (11.4) 7 (16.7)

Children 14 (31.8) 12 (28.6)

Monthly per capita household income −1.2622) 0.207
≤5000 12 (27.3) 5 (11.9)

5001-10,000 25 (56.8) 30 (71.4)

≥10,000 7 (15.9) 7 (0.17)
Payment method for medical expenses −1.8362) 0.066

New rural cooperative medical scheme 5 (11.4) 9 (21.4)

Municipal or provincial medical insurance 30 (68.2) 25 (59.5)
Retirement or civil servant medical insurance 5 (11.4) 5 (11.9)

Self-pay 4 (9.0) 3 (7.2)

Age (years) 43.18±11.51 42.02±14.14 −0.4173) 0.678
ICU length of hospital stay (d) 14.73±4.12 15.19±4.86 −0.4783) 0.634

Intervention days (d) 10.16±3.09 9.43±2.59 1.1873) 0.239

Notes: 1)χ²-test; 2)Rank sum test; 3)Independent samples t-test (normal distribution, homogeneity of variance).

Table 2 Comparison of Related Indicators Before and After Intervention (Points, �x� s)

Group N Caring Behavior Scale Score t-value p-value

Before Intervention After Intervention

Experimental group 42 91.45±3.44 100.60±2.76 −16.431 <0.001
Control group 44 91.18±4.21 92.23±4.24 −1.596 0.118

t-value −0.326 −10.799

p-value 0.746 <0.001

Group N Generalized Anxiety Disorder Scale Score t-value p-value

Before Intervention After Intervention

Experimental group 42 15.29±1.44 9.31±1.75 23.13 <0.001
Control group 44 15.39±1.38 14.77±0.80 3.33 0.002

t-value 0.331 18.78

p-value 0.742 <0.001

(Continued)
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Discussion
Implementation of Narrative Nursing Humanistic Care Program Can Increase the 
Sense of Being Cared for
According to the findings of this study, after the intervention, the caring behavior score in the experimental group was 
significantly higher than that in the control group (p < 0.001), indicating that the narrative nursing-based humanistic care 
program effectively fostered an empathetic nurse-patient relationship and enhanced patients’ perceived sense of being 
cared for during hospitalization.

Several factors contribute to these outcomes. A harmonious professional environment and a team-based caring 
atmosphere serve as foundational elements for strengthening humanistic care practices. Additionally, knowledge and 
skills training for healthcare professionals are essential for improving humanistic practice, while the establishment of 
a standardized humanistic care process provides a structured pathway for effective implementation.14,15

To ensure quality in humanistic care practice, this intervention protocol involved the formation of a nurse-led, physician- 
assisted care team at the initial stage of implementation. Prior to the intervention, standardized training was provided to all 
participating healthcare professionals, ensuring consistency in learning and practice. Furthermore, the intervention was guided 
by an expert-reviewed protocol, ensuring its feasibility and adherence to best practices throughout the study.

Prior research demonstrated that nursing interventions involving the families of ICU patients contribute to improved patient 
health outcomes and effectively address emotional needs, thereby enhancing the perceived sense of being cared for, in the 
patients.16 In this study, the intervention was conducted within a framework involving medical staff, family members, and 
patients, which facilitated stronger psychological connections between patients and their families. This approach fostered a greater 
sense of belonging and positive emotional experiences, while also leveraging family support to help stabilize patients’ emotions.

Additionally, during narrative-based interventions, patients were encouraged to reconstruct positive past experiences 
through storytelling techniques, incorporating principles from positive psychology to evoke intrinsic motivation for 
health behavior change. This approach alleviates fear and helplessness in unfamiliar clinical environments, further 
contributing to an enhanced sense of physical and psychological security.

Table 2 (Continued). 

Group N Patient Health Questionnaire Score t-value p-value

Before Intervention After Intervention

Experimental group 42 12.21±1.07 11.33±1.24 4.628 <0.001

Control group 44 12.32±1.16 11.98±1.17 1.774 0.083
t-value 0.432 2.474

p-value 0.667 0.015

Group N Psychological Distress Scale Score t-value p-value

Before Intervention After Intervention

Experimental group 42 6.60±0.91 4.52±0.59 15.01 <0.001

Control group 44 6.93±0.70 6.55±0.73 2.643 0.011
t-value 1.930 14.05

p-value 0.057 <0.001

Group N Richards-Campbell Sleep Questionnaire Score t-value p-value

Before Intervention After Intervention

Experimental group 42 48.93±3.10 50.33±4.41 −1.937 0.060

Control group 44 49.57±2.26 50.25±2.75 −1.686 0.099
t-value 1.097 −0.106

p-value 0.276 0.916
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Implementation of a Narrative Nursing Humanistic Care Program Improves Anxiety 
and Depression States and Reduces Psychological Distress Levels
The results from of this study demonstrated that, following the intervention, anxiety, depression, and psychological 
distress scores in the experimental group were significantly lower than those in the control group (p < 0.05). These results 
indicate that the narrative nursing-based humanistic care program contributed to a reduction in negative emotional 
experiences among conscious patients in the ICU.

Prior research reported that the incidence of anxiety and depression among patients in the ICU is 46% and 40%, 
respectively, and that these emotional states exacerbate psychological distress levels.17 Negative psychological experi
ences during hospitalization persist for months or even years after discharge. Even after physical recovery, psychological 
challenges often remain unresolved, highlighting the need for targeted interventions.

The findings from this study indicate that the narrative nursing humanistic care program effectively mitigated 
negative emotional responses. This outcome is attributed to several key aspects of the intervention. Throughout its 
implementation, staff identities were actively introduced, and timely attention was given to both physiological and 
psychological discomfort. Efforts were made to establish mutual trust and rapport with patients, utilizing both verbal and 
non-verbal communication techniques to foster engagement. Additionally, questions were answered with patience, while 
reasonable guidance and education were provided, and positive beliefs and reassurance were subtly conveyed through 
narrative-based interactions.

Existing evidence indicates that narrative nursing can reshape patients’ self-perception, alleviate negative emotions 
and psychological distress, and support the development of positive psychological resources.18 Along with these 
principles, this study incorporated core techniques of narrative nursing, including externalization, deconstruction, 
rewriting, and external witnessing. By adopting a patient-centered approach, the intervention considered social, cultural, 
and familial backgrounds, allowing for a comprehensive exploration of the intrinsic strengths of patients. This approach 
helped amplify the internal resilience of patients, enabling them to confront challenges with a more proactive perspective 
on illness and life, while also enhancing their sense of familial and social support.

The Effect of Implementing Narrative Nursing Humanistic Care Program on Improving 
Patient Sleep Quality Is Not Significant
According to the findings of this study, sleep quality scores in the experimental group were higher than those in the 
control group following the intervention; however, the difference between the two groups was not statistically significant. 
Prior research established a strong correlation between sleep quality and emotional states, with a bidirectional 
influence.19,20 Negative emotions impair sleep quality, while a positive emotional state not only improves sleep but 
also encourages patients to maintain a proactive attitude toward treatment.

Despite the observed improvements in emotional and psychological states, a significant enhancement in sleep quality 
was not detected in this study. Several factors may contribute to this outcome. ICU patients present with diverse disease 
profiles and varying degrees of clinical severity, which lead to rapid condition fluctuations. Additionally, multiple factors 
influence sleep quality, including age, disease type, oxygen therapy methods, and the administration of sleep-promoting 
medications, sedatives, or analgesics.21

However, sleep remains a critical component of the recovery process, playing an essential role in both physical and 
psychological rehabilitation in patients who are critically ill. Furthermore, the narrative competence of nursing staff is an 
important factor influencing the effectiveness of narrative-based interventions. Nurses experience anxiety when addressing the 
negative emotional expressions of patients, which stem from heightened self-expectations regarding their own narrative skills.

According to the humanistic care management standardization group, a diverse, multi-pathway, and integrative 
approach to humanistic care should be implemented.22 Future research could examine classification-based approaches 
to sleep disorders in patients who are critically ill, adopting tailored, diversified intervention strategies based on specific 
sleep disorder types and severity levels. Such refinements could further optimize intervention protocols and enhance 
sleep quality outcomes in conscious patients in the ICU.
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Limitations
However, this study also has some limitations: the implementation of single or double blind methods can reduce the 
measurement bias of this study and increase the reliability of the results. However, in order to minimize the additional 
burden on daily nursing work, this study was not blinded during the intervention process. In addition, at present, this 
study was only conducted in one ICU of a tertiary general hospital, and the sample representation was limited. In the 
future, multi-center and large-sample interventions will be carried out to further verify and improve this protocol.

Conclusion
The findings of this study indicate that the implementation of a humanistic care program based on narrative nursing 
theory can enhance the sense of being cared for, reduce anxiety, depression, and psychological distress, and contribute to 
both physical and psychological well-being of a patient. Additionally, this intervention improves quality of life and the 
overall medical experience during hospitalization. The program is simple, feasible, safe, and effective, making it suitable 
for clinical implementation and broader application.
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