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Abstract 

Background 

Family members of patients who die in the intensive care setting are reported to 

be at increased risk of prolonged psychological stress during bereavement. One 

potential intervention to assist the family is memory making: an activity that provides 

a tangible object(s) such as handprint, lock of hair, or teddy bear, which can help a 

bereaved individual create a connection with and provide meaningful memories 

about a deceased person. 

Methods 

This thesis utilised a two-study arm design that adopted a pragmatist 

epistemology. The first study was a survey administered to healthcare professionals 

at a 17-bed tertiary referral intensive care in Sydney from June-August 2017. The 

survey explored factors influencing provisions of end-of-life care and experiences 

with memory making. 

The second study was a descriptive qualitative study from a purposeful, 

convenience sample of relatives who received memory making at a tertiary referral 

intensive care in Sydney from May 2019-December 2020. Interviews were 

conducted using a semi-structured format. 

Results 

Data from ninety-six valid surveys from healthcare professionals (75% 

response rate: 75 registered nurses, 19 medical practitioners, and 2 social workers) 

were analysed. Participants reported memory making to include creating tangible 

objects and nontangible activities. Participants highest overall opinions included 
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believing families value memory making and the offer being beneficial. Enablers to 

offering included organisational supports, personal qualities, good interpersonal 

relationships. Barriers included workloads, inexperience, and being afraid. 

Participants with experience offering memory making reported higher level of 

confidence and comfort offering memory making, ability to spend time supporting the 

family, and were less likely to be limited by family’s behaviours or be time limited to 

offer memory making.  

Qualitative data was collected from 18 semi-structured interviews of 21 family 

participants. Data analysis generated three themes: guidance during end-of-life by 

healthcare professionals that recognises the autonomy of the family; object used as 

a trigger to access memories; and storage and preservation of the object as an 

indication of its sentimental value and use in early bereavement. 

Conclusion 

Healthcare professionals offering and relatives receiving memory making 

appear to be associated with overall positive experiences, where a high proportion of 

healthcare participants offered memory making as part of their clinical practice. 

Further, family participants welcomed the offer of making memory objects during 

end-of-life care in the adult intensive care, and commonly described the objects to 

embody their deceased loved one, which maintained bonds to and memories of them 

during early bereavement. 
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Chapter 1: Introduction 

This chapter begins in section 1.1 with a historical background on the use of 

memorial objects obtained from the deceased.  It then presents the framework for 

this thesis by including the background to the practise of memory making in the adult 

intensive care in section 1.2, and the aim of this thesis in section 1.3.  Section 1.4 

describes the significance and scope of this research and provides definitions of 

terms used.  Finally, section 1.5 includes an outline of the remaining chapters of the 

thesis. 

 

1.1 HISTORICAL BACKGROUND TO THE PRACTICE OF MEMORY MAKING 

 

The practice of memory making and mementos in the hospital setting has its 

beginnings in the neonatal population as noted by its prominence in perinatal 

bereavement literature (Butler et al., 2019; Carlson, 2012).  The phrase “memory 

making” in this population is predominately used to describe parents’ time spent with 

their stillborn child, which includes holding, washing, and dressing the deceased 

baby.  These acts have been suggested to assist the parents with solidifying their 

personal identity of being a mother or father and creating the time-limited memories 

with their stillborn (Brierley-Jones et al., 2014; Butler et al., 2015; Crawley et al., 

2013; Hennegan et al., 2015; Tan et al., 2012).  However, the use of memory making 

is less reported in adults, perhaps because it is assumed time would have been 

afforded throughout the deceased adult’s life to obtain mementos.  For the adult 
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population, the act of memory making in end-of-life/bereavement care is defined as 

an activity that provides a tangible object, such as a handprint, footprint, lock of hair, 

or teddy bear, that intends to help a bereaved person create a continued connection 

with and provide meaningful memories of a deceased person for use during 

bereavement (Miller et al., 2014).   

 

After a death, the notion of family members keeping mementos and other 

inheritances of the deceased is not new.  Keepsakes and mementos may be used as 

transitional objects in the grief process where the objects become a symbol of the 

relationship and person lost.  These objects can act as a physical substitution and 

reminder of the deceased through tactile stimulation such as touching, holding or 

stroking the objects (Finch & Mason, 2000; Gibson, 2004; Richardson, 2014; Sas & 

Coman, 2016).  Mementos such as clothing, photographs, locks of hair, jewellery, 

and other personal objects act as reminders and connections to those deceased and 

are frequently discussed by disciplines such as in design and material culture, 

sociology, anthropology, and psychiatry (Ash, 1996; Bennett & Bennett, 2000; Finch 

& Mason, 2000; Gibson, 2004, 2010; Hallam & Hockey, 2001; Richardson, 2014; 

Sas & Coman, 2016; Volkan, 1972).   

 

Memorial objects have historically been used after adult deaths as far back as 

the sixteenth century with the use of the deceased’s hair to create jewellery 

posthumously (Hallam & Hockey, 2001; Pointon, 1999).  After a person’s death, the 

body decays, but the hair survives allowing it to serve as a physical connection and 

substitute for the deceased’s body.  The use of hair as a jewellery item allows a 

physical, touchable, and wearable remembrance of the body of the person 
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deceased.  Though the use of hair jewellery is not reported in more recent times, the 

keeping of locks of hair is a continued practice in neonatal, paediatric, and adult 

populations (Butler et al., 2015; Gibson, 2010; Reeve et al., 2021; Widger & 

Caroline, 2008).  According to Gibson (2010), the use of a lock of hair as a memorial 

object is often classified as a sacred object, kept in an intimate space such as a 

bedroom within multiple storages, such as a box within a drawer.  The lock of hair is 

reported to help to create a connection to the whole body of the deceased to assist 

in remembrance.  Worn clothing is also used as a memento of the deceased (Ash, 

1996; Brierley-Jones et al., 2014; Davies, 2005; Gibson, 2004; Richardson, 2014) 

and can also be classified as sacred, where it may be treasured and kept in an 

intimate space, or profane, where they are ordinary and without special meaning 

(Gibson, 2010).  Clothing can potentially be used as a memory object due to its 

ability to retain the smell and body shape of its previous owner, as well as evoke 

memories of how and where it was worn (Ash, 1996).  In the neonatal and paediatric 

environment, clothing could be what the parents decided to dress their child in 

(Brierley-Jones et al., 2014), but in relation to adults, clothing more often appears to 

refer to the left behind personal possessions that the owner decided on and 

purchased for themselves (Ash, 1996; Gibson, 2010).  Richardson (2014) reports 

that objects such as clothing can be transformed from an object into a symbol of the 

deceased, where touching the object has similar properties to touching the person.  

It is also reported that the power of touch can elicit greater, and sometimes 

overwhelming emotions that are not evoked from looking at an object such as a 

photograph (Richardson, 2014). 
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The use of photography in creating memories after death has origins in the 

nineteenth century where its scarcity and expense led to its use predominately after 

death to capture the image of the deceased ‘sleeping’ during the funeral wake, as 

well as allow the deceased to be included in family group photos during the wake 

(Hilliker, 2006; Linkman, 2011).  In contrast to today, photography’s high accessibility 

through devices such as mobile phone, its ease of use, and its low cost allows the 

photographs to be predominately used before death to remind the bereaved of the 

deceased as they were in the living form (Hallam & Hockey, 2001).  Additionally, the 

increased prominence of social media and sharing photographs has also allowed for 

more public displays of mourning rituals where at times the funeral event and family 

photographs are widely shared over the social media platforms (Gibbs et al., 2014). 

 

1.2 BACKGROUND TO THE THESIS 

 

The mortality rate for adult intensive care units (ICU) in Australia is around 

7.7%, so providing end-of-life care is routine intensive care management (Australian 

and New Zealand Intensive Care Society, 2018).  Experiences in bereavement and 

adjusting to a life without a loved one will be unique in each circumstance.  When 

experiencing a death of someone close and faced with the reality of the person’s 

permanent absence, it can be difficult to prepare for and anticipate the effects it 

might have on those newly bereaved.  Others have reported that deaths occurring in 

the adult ICU have strong impacts on loved ones, and end-of-life care should 

prioritise the family’s needs (Bloomer et al., 2022; Buckley et al., 2015).  Providing 

support before, during, and after the death are desired and appreciated by many 
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families and can assist in adjusting to the loss and potentially help limit the physical 

and emotional strain after the death (Efstathiou et al., 2019; Fauri et al., 2000; van 

der Klink et al., 2010).   

 

This body of work with memory making originated as a result of developing an 

end-of-life and family bereavement program, referred to at the adult ICU of the 

Prince of Wales Hospital, Sydney as the Loved One Support Service (LOSS).  The 

LOSS program included interventions that were primarily extracted from perinatal 

and paediatrics literature and from clinician suggestions based on their past clinical 

experiences, which included memory making.  The act of memory making in end-of-

life care is predominately described in the perinatal literature to assist parents in 

identifying as a mother or father, but in other populations is considered an activity 

that provides a tangible object to help maintain a continued connection with and 

provide meaningful memories of a deceased person (Brierley-Jones et al., 2014; 

Butler et al., 2019; Crawley et al., 2013; Hennegan et al., 2015; Miller et al., 2014; 

Tan et al., 2012). 

 

LOSS was officially launched in November 2015 as a local quality improvement 

initiative to complement existing social work and pastoral care referrals, and program 

interventions included relocating the patient to a private bedspace; encouraging the 

family to personalise the bedspace with pictures or music; open visitation; increased 

communication among healthcare professionals to alert them of a grieving family; 

softening the environment with electric candles and scent diffusers; teddy (huggy) 

bears given to children; handprints, footprints, or locks of hair offered as memory 

making objects; ensuring bereavement books were distributed; condolence cards 
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mailed one to two weeks after death; and follow-up phone calls to the next of kin to 

answer lingering questions around weeks three to five.  Implementation of a 

structured, standardised program, championed by senior ICU nurses helped solidify 

consistent patient and family care expectations and directed healthcare 

professional’s learnings for patient and family end-of-life care delivery. 

 

A significant practice change was the introduction of memory making items 

offered to all families as a component of the LOSS program.  If desired by the family, 

the creation of the objects occurred at the bedside and was performed by the offeror 

with varying levels of family assistance in the creation.  Memory making has been 

described as being valued by family in the perinatal bereavement literature (Brierley-

Jones et al., 2014; Butler et al., 2015), and bereaved family in the adult population 

have also been reported to have positive reactions regarding the objects (Beiermann 

et al., 2017; Neville et al., 2020).  However, less is known about the use of memory 

making in the adult intensive care environment from both the perspective of 

healthcare professionals who offer memory making opportunities as part of end-of-

life/bereavement care and family members who are recipients of memory making 

objects.  Additionally, it was unknown if the intervention of memory making would be 

acceptable and appropriate to families as a bereavement intervention. 

 

1.3 AIMS 

 

This thesis aims to explore the experience of memory making interventions 

during end-of-life/bereavement care in the adult intensive care unit (ICU) from the 
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healthcare professionals offering and the family receiving the intervention.  To do 

this, two research questions were utilised:  

1) What is the experience of healthcare professionals offering memory making 

interventions during end-of-life/bereavement care in the adult intensive care 

unit (ICU)? 

2) What is the experience of relatives receiving memory making interventions 

during end-of-life/bereavement care in the adult intensive care unit (ICU)? 

 

To explore the experience of healthcare professionals offering memory making 

opportunities to family members in an adult ICU, one study of this research thesis 

included a survey of intensive care healthcare professionals.  To explore the 

experience of family members receiving memory making, a second study of this 

research thesis used semi-structured interviews of family members who receive 

memory making during end-of-life/bereavement care.  Both studies will help inform of 

the experiences of the providers and receivers of the memory making intervention 

during end-of-life/bereavement care in the adult ICU. 

 

1.4 SIGNIFICANCE, SCOPE AND DEFINITIONS 

 

The research presented in this thesis was conducted to determine if the 

memory making intervention was valued and used in bereavement by families or if 

alternative family support interventions would be better use of the healthcare 

professional’s time and resources. 
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For the purpose of this study: 

• Bereavement is the period after the death of a significant other (Buckley et 

al., 2015).   

• End-of-life care is the care provided after a decision is made to cease life-

sustaining medical treatment with death as the expected outcome (Ranse 

et al., 2015).   

• Grief is a complex emotion occurring from various emotional responses as 

a result of a loss (Jakoby, 2012).   

• Family are individuals who have a significant relationship to a person where 

they may or may not be related to that person (Davidson et al., 2017).  This 

phrase is used rather than ‘next of kin’ to encompass a larger range of 

individuals who have formed these meaningful relationships.  

• Memory making is as an activity that provides a tangible object, such as a 

handprint, footprint, lock of hair, or teddy bear, that intends to help a 

bereaved person create a continued connection with and provide 

meaningful memories of a deceased person for use during bereavement 

(Miller et al., 2014). 

 

Frequently, the severity of a person’s critical illness in ICU creates a shortened 

time between withdrawal of medical treatment where end-of-life care is provided and 

the death where family bereavement care begins.  Due to this shortened time, care 

provided is commonly overlapped with end-of-life and bereavement care and 

commonly includes care of the family in both aspects.  In this study, memory making 
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was reported to be offered before death as part of end-of-life care as well as after 

death during bereavement care.   

 

1.5 THESIS OUTLINE 

 

Chapter 1 has provided the background regarding the catalyst that ignited this 

thesis and research topic.   

 

Chapter 2 will provide a review of the literature, including a peer-reviewed 

manuscript (Riegel et al., 2019) and an updated literature review since the 

manuscript’s publication.  It then includes the summary of the research literature 

regarding memory making and its implications with regard to this thesis’ research 

question and aim. 

 

Chapter 3 will present the methodology used in this thesis, including the 

paradigm, research design, and theoretical perspectives utilised. 

 

Chapter 4 will outline the methods used to answer the research question.  First 

the methods used to explore the healthcare professionals experience will be 

presented and includes participants, instrument used, the procedure and timelines, 

data analysis, and ethical considerations.  Then, the methods used to explore the 

family members who are bereaved will be presented and includes participants, data 

collection, data analysis, rigour, and ethical considerations. 
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Chapter 5 will provide the results of the research findings, including three peer-

reviewed international nursing journal manuscripts regarding the healthcare 

professionals’ survey exploring factors that influence their provision of end-of-life 

care (Riegel et al., 2021), their knowledge, skills and roles in memory making (Riegel 

et al., 2022b), and factors associated with the decision to offer memory making 

(Riegel et al., 2022a).  Finally, results from the family members who are bereaved is 

provided in the fifth manuscript that has been submitted for consideration to a peer-

reviewed international nursing journal.  

 

Chapter 6 discusses the interpretation of the results from Chapter 5 related to 

the thesis aim. 

 

Chapter 7 includes the conclusions, strengths and limitations of the thesis, and 

recommendations for future research.  
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Chapter 2: Literature Review 

This chapter begins in section 2.1 with a peer-reviewed manuscript performing 

a scoping review of the research literature (Riegel et al., 2019).  An updated scoping 

review of the literature is next presented in section 2.2.  Section 2.3 provides the 

implications from the literature and develops the conceptual framework for this study. 

 

2.1 SCOPING REVIEW OF THE RESEARCH LITERATURE 

 

This manuscript reports the practices of memory making during end-of-life care 

within adult intensive care settings from a scoping review the of literature.  Results 

identified four memory making activities including a computer-generated word cloud 

image, copies of electrocardiograms, patient diaries, and photography.  This 

manuscript concluded limited evidence is available within the adult ICU environment, 

but studies did report family mostly valuing memory making when offered (Riegel et 

al., 2019). 
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2.2 UPDATE TO SCOPING REVIEW (APRIL 2018 - AUGUST 2022) 

 

The original scoping review of the literature reported four types of memory 

making objects from seven research studies performed in the adult ICU including 
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word cloud images, electrocardiogram mementos, patient diaries, and photographs 

(Riegel et al., 2019).  To update the published scoping review describing the practice 

of memory making as part of end-of-life care within an adult ICU, a systematic 

search for original research publications between April 2018-August 2022 was 

conducted.  The search used the same criteria as the original scoping review in 2019 

(Riegel et al., 2019) using Boolean operators with a combination of keywords: adult, 

critical care, ICU, intensive care, death, dying, grief, bereavement, end of life, 

memento*, memor*, keepsak*, and transitional object.  The search was performed in 

the databases: ProQuest, CINAHL, Medline, Embase, PsychINFO, and PubMed, 

and reference lists of relevant research articles were also reviewed.  See Figure 2.1.  

Since 2018, additionally reported memory making objects include handprints (Harris 

et al., 2021), locks of hair (Harris et al., 2021; Reeve et al., 2021), hand moulds, 

fingerprint keychains, and paired crochet hearts (Reeve et al., 2021). 
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Figure 2.1: Summary of updated literature search and selection between April 2018-

August 2022. 

 

Keywords: adult, ICU, intensive care, 
critical care, death, dying, grief, 

bereavement, end of life, memento*, 
memor*, keepsake*, transitional 

object 
 

n= 425 
CINAHL = 1 
Medline = 27 

Embase = 108 
PsychINFO = 4 
PubMed = 273 

Citation searching = 12 n= 386 
Exclusion: duplicate 
records or ineligible 

after title review 

n= 39 
Abstracts screened n= 21 

Exclusion: not adult 
and/or facilitating 
memory making 

activities, not a peer 
reviewed study n= 18 

Full-text articles assessed for 
eligibility 

n= 13 
Exclusion: object(s) not 
created/ obtained during 

ICU end-of-life care 
n= 5 

New studies included 

Identification of new studies between April 2018 - August 2022 

n= 12 
Final sample 

Qualitative (n= 6) 
Quantitative (n= 2) 

Mixed method (n= 4) 

Studies included in 
previous version of 

review  
 

n= 7 
Qualitative (n= 3) 

Quantitative (n= 1) 
Mixed methods (n= 3) 

Previous review 
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As reported in the original scoping review in this thesis (Riegel et al., 2019), a 

word clouds image was a component of a reported ICU end-of-life/ palliative care 

program in the “3 Wishes Project” (Cook et al., 2015).  This program has since 

reported medical practitioners, social workers, spiritual care clinicians, and nurses to 

have lead expansion of this program into other adult ICUs, including community 

hospitals (Neville et al., 2020; Reeve et al., 2021; Vanstone et al., 2020).  One study 

regarding the 3 Wishes Project reported a secondary analysis of data obtained from 

36 semi-structured interviews from bereaved participants experiences with an end-

of-life/ palliative care program, reporting that the object(s) received through the adult 

ICU program were highly valued by participants.  It was also reported that the 

gesture of offering was equally as valuable as the memory making object received 

(Neville et al., 2020).  This secondary analysis reports from a large sample size of 

participants mentioning the objects as part of their experience, although the authors 

acknowledge study limitation to include the interviews not having been structured to 

explore the memory making objects in detail (Neville et al., 2020).   

 

In addition to the previously reported word clouds, one observational, 

descriptive study from the Three Wishes Project reported memory making objects to 

also include paired crochet hearts, locks of hair, fingerprint keychains, photographs, 

and hand moulds (Reeve et al., 2021).  Though this study reported an expansion on 

the types of memory making objects, the study’s aim was to report the adaptability 

and implementation strategies for the Three Wishes program within a community 

hospital and had limited reports of experiences with the memory making objects.  

However, it did report that nurses had championed the overall bereavement 

intervention at the study site (Reeve et al., 2021). 
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A questionnaire study of healthcare professional in a general ICU reported 

objects such as handprints and locks of hair being offered to family by some 

participants as part of their bereavement care delivered (Harris et al., 2021).  The 

study reported bereavement care to be nursing led, which was similarly reported by 

Reeve et al. (2021).  Detailed into when, who, and how the objects were provided 

was not reported (Harris et al., 2021).  Study data was reported to be collected using 

a questionnaire instrument that was untested prior to its use, and the response rate 

was 18.4% and predominately nurses.  Information from this study was 

acknowledged to be limited due to low response rate and an imbalance of responses 

from the eligible sample of healthcare professional (Harris et al., 2021).  

 

A qualitative, exploratory study of bereaved participants following a cardiac ICU 

death reported mixed feelings concerning participant’s desire to have received a 

memory box containing objects such as locks of hair or fingerprints, if offered 

(Erikson et al., 2019).  The opinions of the study’s 12 participants was reported to be 

divided (Erikson et al., 2019), but it was not reported if particular item(s) would have 

been more acceptable than others within the box.  Additionally, participants were 13-

15 months after the death event, which might have affected their opinions about 

potential bereavement interventions.  

 

A phenomenology study reporting the experiences of participants receiving 

post-mortem ICU patient diaries and photos reported participants felt the diaries 

provided comfort and support (Melby et al., 2020).  The diary entries were primarily 
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composed by the ICU nursing staff, which was reported to be preferred by the 

participants rather than them composing the diary entries.  Additionally, it was 

reported that reading the nurses’ entries reinforced the acts of caring the nurses 

performed and were meaningful for the participants.  The photography included in 

the diaries was reported to be highly cherished because participants commonly did 

not take their own pictures while in ICU (Melby et al., 2020).  All diary recipients in 

this recent study were reported to have read the diary, unlike the previously reported 

study by Johansson et al. (2018) of post-mortem patient diaries.  The reasons for the 

mixed participants’ reaction to the patient diaries is uncertain but could be attributed 

to the writing style or content of the diary entries.  In the earlier Johansson et al. 

(2018) study, it was reported that the family had read and written in the diary while in 

ICU, whereas in the more recent Melby et al. (2020) study, nurses were reported as 

the primary patient diary authors. 

 

2.3 SUMMARY AND IMPLICATIONS 

 

The scoping review of the research literature revealed a significant increase in 

research over the last four years reporting memory making as an end-of-life care and 

bereavement intervention in the adult ICU.  From the peer-reviewed research studies 

identified where memory making was offered in the adult ICU, the types of objects 

included word cloud images, electrocardiogram mementos, patient diaries, 

photographs, and has now expanded to include crochet hearts, locks of hair, 

fingerprint keychains, and hand moulds.  Despite the increase in identified research 

studies, there remains uncertainty in memory making as an end-of-life care and 
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bereavement intervention in the adult ICU due to limited empirical evidence for the 

utility of memory making from bereaved loved ones and its use during their 

bereavement.  Additionally, there is little evidence related to healthcare 

professionals’ experience with providing memory making opportunities to family 

during end-of-life/bereavement care and what factors are required to integrate this 

intervention into their standard patient and family care provided.   

 

The aim of this thesis is to explore the experience of memory making 

interventions during end-of-life/bereavement care in the adult intensive care unit from 

the healthcare professionals offering and the family receiving the intervention.  To do 

this, a two-study arm design was utilised to address the questions:  

 

1) What is the experience of healthcare professionals offering memory making 

interventions during end-of-life/bereavement care in the adult intensive care 

unit (ICU)? 

 

2) What is the experience of relatives receiving memory making interventions 

during end-of-life/bereavement care in the adult intensive care unit (ICU)?   
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Chapter 3: Methodology 

This chapter describes the methodology used for data collection and analysis of 

the two studies to address the thesis aims and the objectives of the two research 

questions.  This chapter begins in section 3.1 by stating the use of the philosophy of 

pragmatism as the paradigm for this study.  Then section 3.2 provides the research 

design for this thesis.  An overview of the theoretical perspectives utilised is next 

presented in section 3.3.  

 

3.1 PARADIGM  

 

This thesis is situated within a pragmatic paradigm.  The philosophy of 

pragmatism was first introduced around 1870, and the classic pragmatists most 

influential in this philosophy were Charles Peirce, William James, and John Dewey 

(Hookway, 2013).  The philosophy of pragmatism theorises knowledge claims are 

fallible and revisable; they are the results of one’s actions, situations and 

consequences in life, not the metaphysical discussion about the nature of truth 

(Creswell, 2003; Morgan, 2014).  It emphasises the importance of the problem and is 

not limited to a single method to understand the problem (Creswell, 2003; McCready, 

2010).  Due to the extensive work in the philosophy of pragmatism by Dewey, 

including his descriptions of scientific inquiry and its relations to human actions and 

experience, and Peirce’s work in sign, object, and interpretant, their theories will be 

the primary focus in this exploration of the experience of memory making  (Biesta & 
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Burbules, 2003; Cashell, 2007; Dewey, 2003; Hookway, 2000; Morgan, 2014; 

Peirce, 1994).   

 

According to Dewey, organisms (i.e., people) continually interact and adapt to 

their environment to maintain balance, which is referred to as transactional 

approach, or transactional realism.  Through this approach, reality can be revealed 

as a result of the person’s activities and experiences with the environment (Biesta & 

Burbules, 2003).  The experience is based on a continual and interconnected cycle: 

what are the sources of our beliefs, and what are the meanings of our actions? 

(Morgan, 2014).  Because the person continually seeks to maintain a balance 

between themselves and the environment, there is a continual change in both the 

environment and the actions of the person in response to the environment.  

Uncertainty always exists though, and previous actions could be fallible and 

probabilistic for future problems.  The philosophy of pragmatism argues that 

knowledge and action are inseparable and are continually feeding back into one 

another (Biesta & Burbules, 2003; Younas, 2020).   

 

According to Peirce, a triadic relationship exists where 1) a sign functions as a 

signifier for something, 2) the object is what is signified by the sign, and 3) the 

interpretant (a person) applies meaning and understanding between the sign and the 

object (Peirce, 1994).  Peoples’ memories serve as a source of knowledge about the 

deceased, and their creation requires the person to actively construct within their 

mind the ideal presence of the person that is no longer present.  This new ideal 

presence exists only as a mental image for the bereaved survivor (Dewey, 2003).  

Applying Peirce’s theory of signs, a keepsake object or a memento (the sign) may 
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serve as an instrument of memories, thoughts, and knowledge for the bereaved 

family, as the deceased (the object) are represented to the bereaved family (the 

interpretant) through the keepsakes (Cashell, 2007; Hookway, 2000; Peirce, 1994).  

Keepsakes are classified as thus when a survivor applies meaning to the object that 

then they link back through their memories of the deceased when they want to 

remember them (Cashell, 2007; Jensen, 1991; Peirce, 1994).  Memory created 

through keepsakes are specific to each person, as survivors have the ability to 

weave together mixtures of real and imagined memories through varying contexts, 

feelings, and experiences triggered by the object (West, 2013).   

 

3.2 RESEARCH DESIGN 

 

In the philosophy of pragmatism, the process of research is not limited by a set 

of techniques or instruments, but allows for multiple tools of inquiry to gain different 

perspectives to address the research question (Biesta & Burbules, 2003).  To 

explore the experience of memory making interventions during end-of-

life/bereavement care in the adult ICU from the healthcare professionals offering and 

the family receiving the intervention, two studies were conducted to explore this 

topic.  See Figure 3.2 for the thesis research design.   
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Figure 3.2: Thesis research design 

 

 

The decision was made to conduct this study as two-study arms rather than 

mixed methods because mixed methods is defined as the utilisation of qualitative 

and quantitative data in one study that is to be integrated (Andrew & Halcomb, 

Explore the experience of memory making 
interventions during end-of-life/bereavement 
care in the adult intensive care unit from the 

healthcare professionals offering and the family 
receiving the intervention 

Scoping review of the 
research literature 

Pragmatism paradigm/ 
Two-arm study design 

Healthcare 
professionals’ 

survey 

Bereaved family 
interviews 

Analysis 

Interpretation 

Analysis 

Integration 
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2009).  Since this current study required two unrelated sets of participants to address 

the thesis aim, it was concluded that two-study arms with a subsequent integration 

during this thesis discussion was a more appropriate approach.   

 

The first study was a survey design that was administered to adult intensive 

care healthcare professionals to answer the question “What is the experience of 

healthcare professionals offering memory making interventions during end-of-

life/bereavement care in the adult intensive care unit (ICU)?”  

 

The second study was conducted as a descriptive qualitative study using semi-

structured family interviews to answer the question “What is the experience of 

relatives receiving memory making interventions during end-of-life/bereavement care 

in the adult intensive care unit (ICU)?”   

 

After data was analysed from both studies, data was integrated and interpreted 

in the discussion of this thesis to explore the experience of memory making during 

end-of-life/bereavement care in the adult ICU.  The location of this study was chosen 

because it routinely offers memory making to family members who are bereaved.   

 

3.3 THEORETICAL PERSPECTIVE  

3.3.1 Behaviour theory 

 

The Theoretical Domains Framework (TDF) was utilised as the framework to 

guide the design of the survey instrument to evaluate the healthcare professionals’ 
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experience offering memory making in the first study of this thesis.  The TDF was 

chosen because it is a synthesis of several behaviour and behaviour change 

theories that highlights cognitive, affective, social and environmental behavioural 

influences on healthcare practice implementation (Atkins et al., 2017; Michie et al., 

2005).  Additionally, the TDF has been reported as a valid and reliable framework for 

questionnaire development and can be utilised with existing interventions to facilitate 

understanding of the clinicians’ behaviours that drives their practice (Huijg et al., 

2014; Michie et al., 2021).   

 

For this thesis, the original 12-domain TDF was utilised due to its continued 

applicability for determining behaviour influences (Atkins et al., 2017; Huijg et al., 

2014; Michie et al., 2005).  The domains, or categorisations of related theoretical 

constructs, explored were 1) knowledge, 2) skills, 3) social/professional role and 

identity, 4) beliefs about capabilities, 5) beliefs about consequences, 6) motivation 

and goals, 7) memory, attention and decision processes, 8) environmental context 

and resources, 9) social influences, 10) emotion, 11) behavioural regulation, 12) 

nature of the behaviours (Michie et al., 2005).  

 

3.3.2 Dual Process Model of Coping with Bereavement 

 

The Dual Process Model of Coping with Bereavement (DPM) was utilised to 

explore and provide contextual understanding to the bereavement experience of 

family study participants in the second study of this thesis.  The DPM was chosen 

because of its reported ability to accurately represent experiences during 
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bereavement, and its ability to account for differences in grieving during 

bereavement, including gender differences and social and cultural differences (Fiore, 

2021; Stroebe & Schut, 1999).  According to the DPM, individuals adjust to 

bereavement by oscillating between confronting and avoiding stressors within loss- 

orientation and restoration- orientation (Stroebe & Schut, 2010).  Loss- orientation 

refers to concentrating on, processing the experience, and possibly ‘searching’ for 

the deceased.  Restoration- orientation refers to restoring and reorienting oneself in 

a world without the deceased.  The DPM theorises that individuals who are able to 

perform the effective coping processes and oscillate between loss- orientation and 

restoration- orientation should experience a reduction in mental and physical 

complications from the bereavement (Stroebe & Schut, 2010). 
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Chapter 4: Methods 

This chapter discusses the methods used for each study arm where section 4.1 

presents the survey of intensive care healthcare professionals and section 4.2 the 

bereaved family interviews.  A summary of this chapter is then presented in section 

4.3. 

 

4.1 SURVEY OF INTENSIVE CARE HEALTHCARE PROFESSIONALS 

 

The author of this thesis was a healthcare professional in the adult ICU where 

this study was performed.  Due to professional relationships with potential 

participants, qualitative methods to explore the healthcare professionals’ experience 

with memory making might have led to questions about trustworthiness of findings 

from the study participants since they might not have felt free to speak openly about 

their experience to their co-worker/ the author of this thesis (Conneeley, 2002).  To 

overcome potential bias in data collection of the ICU healthcare professionals, an 

anonymous survey designed with Likert scales and open-ended questions was 

created and administered.  

 

4.1.1 Instrument 

 

The survey instrument consisted of three sections.  The first section of the 

survey gathered participant demographic information.  The second section was 
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adapted from a previous national survey that explored factors influencing the 

provision of end-of-life care in registered nurses in critical care settings (Ranse et al., 

2015).  Adaptations included omitting the phrase “nurse” or replacing it with an 

inclusive term such as “healthcare staff” to be applicable to non-nurse participants.  

This survey section measured provisions of end-of-life care across eight concepts, 

which were organised by the Promoting Action on Research Implementation in 

Health Services (PARiHS) framework: knowledge, preparedness, patient and family 

preferences, organisational culture, resources, palliative values, emotional support, 

and care planning (Ranse et al., 2015).   

 

The third section of the survey related specifically to the participants’ 

experiences in facilitating memory making activities as part of end-of-

life/bereavement care in the adult ICU.  Questions were developed using the original 

Theoretical Domains Framework (TDF) as a guide for factors that influenced the 

individual’s behaviours with regards to memory making.  The domains explored were 

1) knowledge, 2) skills, 3) social/professional role and identity, 4) beliefs about 

capabilities, 5) beliefs about consequences, 6) motivation and goals, 7) memory, 

attention and decision processes, 8) environmental context and resources, 9) social 

influences, 10) emotion, 11) behavioural regulation, 12) nature of the behaviours 

(Michie et al., 2005).  

 

Survey questions consisted of 6-point Likert scales, where: 1= completely 

disagree; 2= mostly disagree; 3= slightly disagree; 4= slightly agree; 5= mostly 

agree; 6= completely agree.  For questions where experience in memory making 

was believed to be necessary to answer the question, the option of ‘not applicable’ 
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was available to participants.  Open-ended questions were also included in the third 

section exploring memory making to allow participants the ability to further elaborate 

on topics, which provided a richer understanding of their experience beyond the 

Likert scalable answers.  An expert panel consisting of two intensive care registered 

nurses and one intensive care medical specialist reviewed the survey instrument for 

face validity prior to use.  See Appendix A-B for the survey instrument.  

 

4.1.2 Participants 

 

The survey was administered to 128 eligible healthcare professionals where 

they self-determined participation eligibility based on provided criteria.  Inclusion 

criteria for the survey included all medical practitioners (MP), registered nurses (RN), 

and social workers (SW) employed full time, part time, or casual pool at the Prince of 

Wales Hospital adult ICU who have had experience in implementing end-of-

life/bereavement care.  Exclusion criteria included medical practitioners, registered 

nurses, and social workers working as agency staff or having worked less than three 

months in the study site.  Healthcare professionals without experience in end-of-

life/bereavement care were excluded from this study.  These healthcare professional 

groups were most commonly involved in routine end-of-life/bereavement care at the 

study site, so these groups were eligible for participation to gain a greater 

understanding of the practice of memory making.  Complimentary and advanced 

practitioners such as nurse practitioners or dedicated ICU chaplains are not 

employed in this ICU, so these professions were not eligible for study inclusion.  
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The survey data was collected anonymously, so investigators did not know who 

had or had not completed the survey. 

 

4.1.3 Procedure and timeline 

 

The survey was administered in both a paper version as well as the online 

platform REDCap electronic data capture tools hosted at the University of Sydney 

institution (Harris et al., 2019).  The paper version was available in the ICU staff tea 

(break) room to allow for anonymity and communal access to the survey during work 

hours, and the link to the online survey was distributed through the healthcare 

professionals’ work email account and the ICU’s private social media page.  To 

promote and maximise survey participation, encouragement to participate in the 

survey on email and social medial was completed as an initial invitation, then a 

follow-up reminder to prior to study closure.  Healthcare professionals were also 

directly notified of the survey in person by the author of this thesis, the ICU nursing 

educators, and/or a medical staff specialist.  The survey was administered between 

June - August 2017. 

 

Data from the paper surveys were transcribed into an electronic version using 

the REDCap interface by the author of this thesis.  Transcription verification was 

performed by the author of this thesis following data entry for all transcriptions. 
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4.1.4 Analysis 

 

Statistical analysis was conducted using IBM SPSS, version 24 (IBM Corp, 

2016).  Survey section two containing the Ranse provisions of end-of-life care 

questionnaire with the adaption of the term “healthcare staff” consisted of 42 

questions from eight provisions of end-of-life care factors.  The original Ranse 

factors were utilised because this study’s respondents compared to the number of 

variables would have limited reliability of exploratory factor analysis results 

(Mundfrom et al., 2005; Yong & Pearce, 2013).  Internal reliability for the Ranse’s 

original provisions of end-of-life care study scale has been previously reported with 

Cronbach’s alphas ranging from 0.69-0.85 (Ranse et al., 2015).  Cronbach’s alpha 

for the adapted scales were calculated as: knowledge (0.79), preparedness (0.67), 

patient and family preferences (0.73), organisational culture (0.53), resources (0.78), 

palliative values (0.69), emotional support (0.82), and care planning (0.78).  

According to the original Ranse factors, organisational culture is described as the 

perception of a nurse-led practice during end-of-life care.  The Cronbach’s alpha in 

this study could be low due to having only three questions within this factor (Tavakol 

& Dennick, 2011).   

 

Analyses were performed for each item of the survey as well as the eight 

provisions of end-of-life care.  There has been no adjustment for multiple testing as 

such corrections can be overly conservative and fail to reveal potentially relevant 

findings in a novel and under researched area of practice (Perneger, 1998).  

Normality of the descriptive data was assessed by calculating the Fisher skewness 

coefficient, Kolmogorov-Smirnov statistic, and inspecting the shape of the distribution 
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of the histograms.  Descriptive statistics were reported as mean (M) (standard 

deviation [SD]) as appropriate.  Comparisons and post hoc analysis between the 

responses of RNs’ and medical practitioners’ as well as those with self-reported 

experience offering memory making were reported using Mann-Whitney U, 

Spearman Rank Order, and Chi-squared (X2) tests as appropriate.  Alpha level was 

set to 0.05.  Substitution of the missing data was not performed as the missing data 

(0.5%) was considered random (Altman & Bland, 2007).  

 

To add value and insight for knowledge creation beyond pattern reporting 

(Thorne, 2020), open-ended question data from the third section regarding memory 

making were analysed through the six-phase process of inductive reflexive thematic 

analysis (Braun & Clarke, 2006, 2020).  The six-phase process performed by this 

thesis author included data immersion and familiarisation, systematic data coding, 

initial theme generating, reviewing of the themes, further refining of the themes, and 

report writing (Braun & Clarke, 2020).  This was performed for each individual 

question to provide as detailed and accurate a reflection of the data as possible 

(Braun & Clarke, 2006).  All study investigators reviewed and agreed on the 

extracted themes, as the use of reflexive thematic analysis recognises the 

researcher’s subjectivity, contextual, and situational knowledge as a resource for 

knowledge creation (Braun & Clarke, 2020). 

 

 

 



 

Chapter 4: Methods 37 

4.1.5 Ethical considerations  

 

Ethics and site approval were obtained from the South Eastern Sydney Local 

Health District Human Research Ethics Committee (HREC Ref 17/152).  See 

Appendix C for copy of site approval.   

 

The main ethical considerations involved participant consent, privacy and 

confidentiality.  Support was enlisted from relevant members of the healthcare team 

at the hospital where the study was conducted.  Information about the survey was 

supplied on a participant information sheet to all potential participants prior to start of 

the survey.  Healthcare professionals were reminded of the Employee Assistance 

Program in the event they experience distress from any questions in the survey.  

Consent was implied for all returned surveys.  A secure box to collect the paper 

surveys was in a staff communal area to allow for anonymous return of the paper 

surveys.  Online submissions were anonymous.  Although participants were free to 

omit parts of the survey if desired, some participants might be able to be identified 

based on their response in the demographic section requesting the country of their 

primary professional health education/training or if their provided profession did not 

have a significant number of survey responses.   

 

Permission to use the previously published survey related to provisions of end-

of-life care was sought and granted from the original Australian author for use in this 

study (See Appendix D).   
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Electronic files were stored on a hard drive that is password protected.  

Surveys received through the online platform REDCap are only accessible to the 

author of this thesis through password protection and have been removed after 

completion of the survey.  Storage of paper surveys are located in a double-clocked 

cabinet.  Data will be stored for a minimum of 5 years after project completion as 

required according to the Research Code of Conduct 2019 (The University of 

Sydney, 2019).  The findings of this study have been disseminated to the critical care 

profession through a conference presentation and publications in peer-reviewed 

nursing and critical care journals.  See section 5.1 for results of the survey. 

 

4.2 BEREAVED FAMILY INTERVIEWS 

 

Qualitative description was chosen for the second study for its ability to provide 

rich descriptions of a lesser-known experience and describe the phenomenon from 

the perspectives of the study participants (Bradshaw et al., 2017; Hammarberg et al., 

2016).  Bereaved family interviews were conducted using an interview guide 

informed by a review of the literature to assist with discussion points during the semi-

structured interviews:  

1. Tell me about your loved one.   

2. How did you find the ICU staff/environment during this time? 

3. What made you decide to receive a memory making object?  

4. What did you initially think about the object/staff when you were approached 

about it?  

5. When were you approached about the object?   
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6. How did they approach you?  

7. Tell me about the object.   

8. What makes that object special?  

9. How did you treat/react to the object in the first few weeks?   

10. How do you treat/react to the object now?  

11. Where is the object kept?  

12. What do you think you’ll do with the object in a year/2/5 years from now?  

13. Is there anything else you’d like to add that I haven’t already asked you 

about?   

 

4.2.1 Participants 

 

A purposeful, convenience sample of consenting surviving spouse/ partner/ 

children/ parents whose loved one died while in a single centre adult ICU and who 

did participate in memory making activities during their family members stay in ICU 

were invited to participate.  Such activities included handprints, footprints, locks of 

hair, or teddy bears.   

 

After family members freely decided and received a memory making object(s) 

as part of standard ICU end-of-life/bereavement care, the ICU healthcare 

professional provided them with an initial information sheet to briefly inform them of 

this study.  The author of this thesis provided multiple education sessions and 

information to the ICU healthcare professionals concerning this planned study and 

the timing of when to distribute the initial information sheet to the family to ensure 
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they were free to consider participation in a memory making activities before being 

notified of this study.  As part of standard bereavement care in the study ICU, all ICU 

bereaved family members received follow-up phone calls around week five post ICU 

discharge by the author of this thesis as part of her ICU clinical nurse specialists’ 

role.  The follow-up calls were primarily placed to the designated family member 

according to their hospital discharge records.  If the call was unanswered or if 

requested by the family, other family members also received follow-up phone calls 

as part of standard bereavement care.  If family members reported significant 

bereavement experience during the phone call such as nightmares, they were not 

approached for participation at the discretion of the author of this thesis.  At the 

conclusion of the phone call, appropriate family members that met initial evaluation 

of study inclusion criteria were reminded about the initial information sheet obtained 

in ICU, and their interest in study participation discussed.  For participants who 

agreed, a future time and location for a meeting was arranged based on the potential 

participants’ preferences.  At the arranged meeting, potential participants were 

provided the full participant information sheet, given time to read and ask questions, 

then decided if they wished to continue with the interview during that meeting.  

 

Exclusion criteria included survivors who are 17 years of age or younger and/or 

did not receive a memory making object during end-of-life care while at the single 

centre adult ICU were excluded from this interview.  Family members were also 

excluded if the death event was more than six months prior to an arranged interview 

time.  Individuals who did not speak English were not included in the study, due to 

their inability to give informed consent or conduct the study interview without a 
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translator.  Family members were not utilised for translation due to possible 

inaccuracies in translation (Flores et al., 2012).   

 

Initially, family members who lived more than two hours driving time of the 

study site were excluded from this study to allow for the interviews to occur face-to-

face.  This initial decision was made to allow for a more intimate interaction with the 

interviewer to provide a more humanistic opportunity to discuss these sensitive 

topics and for the interviewer to console the interviewee or direct them towards 

further assistance if necessary.  As a result of public health measures related to the 

COVID-19 global pandemic, interviews from March 2020 were conducted over online 

video conference to limit health risk to the participant and interviewer.  For these 

interviews, participant information sheet, consent form, and demographics 

information were supplied to the participant over the online platform REDcap through 

a website URL and demographic data collected through REDcap.  Paper copies 

were also mailed by the postal service to consenting participant after the online video 

interview.   

 

For the qualitative family interviews, it was planned that a sample of 

approximately 20 participants would be recruited or until the data provided adequate 

complexities and richness to generate meaningful knowledge to answering the 

research question (Braun & Clarke, 2019).   
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4.2.2 Data collection 

 

The author of this thesis conducted all interviews at the participant’s location of 

choice.  An interview guide informed by a review of the literature was utilised to 

assist with discussion points during the semi-structured interviews.  Throughout the 

interview, the author of this thesis followed the participant’s lead on topics and 

utilised these as a bridge between topic areas as appropriate. 

 

Between May 2019-December 2020, 18 semi-structured interviews were 

conducted with 21 individuals.  Sixteen interviews were conducted face to face at the 

participant’s location of choice, which was predominately at their home (n=12, 67%), 

four at other locations such as their place of employment (22%), and two over 

videoconferencing (11%).  In three interviews, other family members also consented 

to study participation.  In nine interviews, there was also the presence of non-

participants, which were other family members who were present to support the 

interviewee or who lived in the home.  Three eligible participants were invited to 

participate but declined.  One declined after being informed about the study at the 

end of the follow-up phone call for reasons including not desiring to talk about it, and 

two individuals declined participation after reading the full participant information 

sheet with no reasons stated.  No participants chose to withdraw from the study after 

participation.   
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After participant’s consent, audio recordings of the interviews conducted both in 

person and using videoconferencing were recorded using recording devices and 

stored on a password protected computer.  Transcriptions of the audio recordings 

were completed by the author of this thesis and were checked back against the 

original audio recordings for accuracy by the author of this thesis and Investigator 

S.R.  Transcripts and the participant’s demographic information were stored on a 

password protected computer.  The interviews occurred on average 55 days after 

the death (range 38 to 81 days).  The average interview was conducted over 81 

minutes, with the shortest interview conducted over 12 minutes and the longest at 

246 minutes. 

 

4.2.3 Data analysis 

 

To add value and insight for knowledge creation beyond pattern reporting 

(Thorne, 2020), interview data were analysed through inductive reflexive thematic 

analysis (Braun & Clarke, 2006, 2020) focusing on the participant’s experience of 

receiving memory making interventions.  Since this is an under researched area, the 

entire data set was analysed together without attempting to fit the data into pre-

existing codes or the researcher’s presumptions (Braun & Clarke, 2006).  To perform 

a trustworthy account of the participant’s experience, the 6-phase process for 

reflexive thematic analysis was followed, including data immersion and 

familiarisation through listening to audio recordings, transcribing the data and re-

reading transcripts; systematic data coding through reading transcripts line-by-line; 

initial theme generation by looking for larger patterns amongst the codes; review of 
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the themes by all investigators in relation to the study aim and objective; further 

refining of the themes, and report writing (Braun & Clarke, 2020; Connelly, 2016).   

 

4.2.4 Rigour 

 

Following data interpretation using reflexive thematic analysis, the 

investigators’ subjectivity is a source to assist in knowledge production within this 

study (Braun & Clarke, 2020).  The author of this thesis is a senior registered nurse 

in the ICU where the research was conducted and is experienced in supporting 

family members during end-of-life care and into the initial time of bereavement.  

While the author of this thesis did not provide direct patient care during the hospital 

admission to any of the patients or family members interviewed, she was recognised 

during the interview by one family member as having been in-charge of the intensive 

care unit during one nursing shift of their loved one’s admission.  The author of this 

thesis did maintain a personal diary to document reflections of all interviews 

immediately afterwards, which assisted in self-reflections concerning the author of 

this thesis’ role in the research process, and maintained an audit trail in electronic 

format (Greene, 2014; Lincoln & Guba, 1985).   

 

4.2.5 Ethical considerations 

 

Ethics and site approval, as well as amendments in response to COVID-19 

public health restrictions, was sought and obtained from the South Eastern Sydney 

Local Health District Human Research Ethics Committee to conduct the study 
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(HREC Ref 17/325).  See Appendix E for copy of approval.  It has been reported that 

individuals do appreciate participating in research following death of their loved one 

to share their experiences and can provide informed consent (Whitfield et al., 2015).  

Consequently, the predominate ethical consideration involved the interviews having 

the potential to cause participants to experience some degree of heightened 

emotions.  The author of this thesis conducting the interviews was sensitive to 

participants’ needs during the interview and planned to stop the interview should the 

participant express a wish to do so, or if the participant showed signs of distress 

beyond normal grief reactions.  At all times, the investigator monitored for any risks 

for the well-being and health of the participants during the performing of the study 

assessments, and suggestions for visiting their general practitioner for referrals or to 

a community bereavement service were made as required.  Participants were also 

given the option to receive information about community bereavement counselling 

services through a copy of the study site’s social work department’s standard 

bereavement booklet if they had not already received a copy as part of routine ICU 

end-of-life care.   

 

Interview location was chosen by the participants, including their home (n= 12), 

or a location such as their place of employment (n= 4).  To ensure investigator 

safety, the local health district procedure WHS – Working Off Site Risk Management 

Procedure (SESLHDPR/230) was followed for visiting participant’s when not at the 

study site.  Interviews conducted using videoconferencing (n= 2) were only audio 

recorded using the same devices had the interview been conducted in person.  At 

the start of the videoconference, the participant consent form and demographic 

information sheet were distributed and returned using REDCap electronic database 
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capture tools (Harris et al., 2019) hosted at the University of Sydney institution.  

Participants were advised that they may withdraw their consent at any time during 

the study and were given or mailed a paper copy of a withdraw request. 

 

The family interviews were recorded on secure audiotape devices and were 

then transcribed by the author of this thesis.  The demographic data and audio 

recordings were allocated study specific codes, only handled by study specific 

investigators.  Electronic files are stored on a hard drive that is password protected.  

Participant information received through the online platform REDCap were only 

accessible to the author of this thesis through password protection and have been 

removed after completion of the analysis.  Storage of paper copies of the 

demographic information and consent forms are located in a double-clocked cabinet.  

Data will be stored for a minimum of five years after project completion as required 

according to the Research Code of Conduct 2019 (The University of Sydney, 2019).  

The findings of this study have and will be disseminated to the profession through 

conference presentations and publication in peer-reviewed nursing and critical care 

journals.  

 

4.3 CHAPTER SUMMARY 

 

This chapter has discussed the methods used for the two studies to explore the 

experience of memory making interventions from the healthcare professionals 

offering and the family receiving.  The survey instrument in the first study of this 

thesis will be utilised to obtain data answer the question “What is the experience of 

healthcare professionals offering memory making interventions during end-of-



 

Chapter 4: Methods 47 

life/bereavement care in the adult intensive care unit (ICU)?”  For the second study 

of this thesis, family interviews will be utilised to gather data to answer the question 

“What is the experience of relatives receiving memory making interventions during 

end-of-life/bereavement care in the adult intensive care unit (ICU)?” 
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Chapter 5: Results 

Results from the two studies are presented in this chapter to explore the 

experience of memory making interventions during end-of-life/bereavement care in 

the adult ICU from the healthcare professionals offering and the family receiving the 

intervention.   

 

Section 5.1 reports results of the first study with ICU healthcare professionals’ 

survey, including participant demographic information.  This section begins in 5.1.1 

by presenting a peer-reviewed manuscript reporting the end-of-life care values and 

experiences for the healthcare professionals (Riegel et al., 2021).  Section 5.1.2 

provides results concerning the knowledge, skills and roles for offering memory 

making (Riegel et al., 2022b).  Section 5.1.3 provides the factors associated with the 

healthcare professional’s decision to offer memory making (Riegel et al., 2022a).   

 

Finally, the second study of the bereaved family interviews is presented in 

section 5.2, including demographic information and results provided in section 5.2.1 

in a draft manuscript format that has been submitted for peer review for publication.  

Section 5.3 provides a chapter summary. 
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5.1 SURVEY OF INTENSIVE CARE HEALTHCARE PROFESSIONALS 

 

The survey instrument obtained data to answer the question “What is the 

experience of healthcare professionals offering memory making interventions during 

end-of-life/bereavement care in the adult intensive care unit (ICU)?”   

 

There were 128 eligible healthcare professionals working within the ICU study 

setting.  From this population, a sample of 97 participants was required to achieve a 

confidence level of 95% and margin of error of 5% (CheckMarket, 2020).  In this 

study, 100 participants responded (78% response rate); four respondents were then 

excluded from final analysis due to survey incompleteness of 75% or more.  Valid 

survey participants included: 75 registered nurses (75% response rate), 19 medical 

practitioners (76% response rate), and 2 social workers (66.7% response rate).  The 

mean age of participants was 38.1 years and was similar among professional 

groups.  Just over half reported completing their professional education in Australia, 

and length of experience as a registered health professional ranged 1.5 to 40 years, 

with length of experience in ICU ranging from 3 months to 37 years (Riegel et al., 

2022b). 

 

5.1.1 Healthcare professionals end-of-life care values and experiences 

 

Healthcare professional participants’ values and experiences with facilitating 

end-of-life care is presented in the following peer-reviewed publication.   
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Key findings from the above peer-reviewed publication are registered nurses 

and medical practitioners reported similar values concerning end-of-life care and 

patient and family preferences.  Differences were observed between professionals, 

particularly regarding organisational culture and aspects of emotional support, 

education, and time availability (Riegel et al., 2021).   

 

5.1.2 Knowledge, skills, and role in offering and facilitating memory making  

 

Healthcare professional participants’ perception of what memory making is, 

their facilitation of it within their practice, who’s role it is, and if they perceive to have 

the necessary skills to accomplish it is presented in the following peer-reviewed 

publication.   
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Key findings from the above peer-reviewed publication include participants 

reporting overall positive experiences with offering memory making to families.  

Registered nurses are more likely to perceive professional responsibility for offering 

memory making (see Figure 1 in the above manuscript or Figure A.3 in this thesis).  

Education to support professionals offering memory making should include 

conceptual knowledge, procedural knowledge of keepsake creations, and 

communication techniques.  Organisational supports are also required to facilitate 

the time requirements for offering and providing memory making.   

 

5.1.3 Factors associated with the decision to offer memory making 

 

The next peer-reviewed publication reports the healthcare professionals’ 

experiences and behaviour influences associated with offering memory making.  

Results include enablers and barriers to offering memory making and compares 

responses from participants with self-reported experience offering memory making to 

those with no experience.  
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Key findings of elements needed to support the offering of memory making 

from the above peer-reviewed publication include role modelling, support to reduce 

negative emotions, workload assistance, and leadership/ organisational support 

(Riegel et al., 2022a).  
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5.2 BEREAVED FAMILY INTERVIEWS 

 

The second study obtained data from family interviews to answer the question 

“What is the experience of relatives receiving memory making interventions during 

end-of-life/bereavement care in the adult intensive care unit (ICU)?” 

 

5.2.1 Family’s experiences being offered memory making and its use in early 

bereavement 

 

The second study reports the family’s experience being offered memory 

making in the adult ICU and its use in early bereavement, and findings have been 

submitted for consideration in a peer-reviewed, international nursing journal.  Data 

analysis from the family interviews generated three themes: guidance during end-of-

life care that recognises the autonomy of the family; the objects being used as a 

trigger to accessing their memories; and the storage and preservation of the object 

by the recipient to be an indication of their sentimental value and use in early 

bereavement.  The author of this thesis’ personal diary was utilised in data analysis 

to reflect on the interviews to identify feelings and potential bias and to provide 

critical nonverbal content to the interview transcripts (Greene, 2014).  See Tables 

A.1-A.3 at the end of this thesis for details of the 6-phase data analysis process 

undertaken for the themes generated. 
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5.3 CHAPTER SUMMARY 

In this chapter, the results presented from the first study to answer the 

question “What is the experience of healthcare professionals offering memory 

making interventions during end-of-life/bereavement care in the adult intensive care 

unit (ICU)?” included participants considering memory making to include creating 

tangible objects as well as nontangible activities.  Participants also largely believed 

families value memory making and the offer being beneficial for the families.  Having 

organisational supports and good interpersonal relationships with families enabled 

the healthcare professional participants to provide the offer of memory making to 

families.  High workloads, inexperience offering or facilitating memory making, and 

being afraid were barriers to offering.   

Participants with experience offering memory making had higher confidence 

and comfort in this end-of-life care interventions compared to those without 

experience.  Experienced participants were also more likely to be able to spend time 

supporting the family, were less likely to be limited by family’s behaviours, or 

consider themselves being time limited to provide the offer.   

Compared to registered nurses, medical practitioners considered themselves 

having less emotional and instrumental support after a death including colleagues 

asking if OK, lower availability of counselling services, perceived insufficient time to 

spend with the family, less in-service education for end-of-life topics and symptom 

management. Whereas registered nurses were more likely to consider themselves 

uncertain what to say to family members during end-of-life care compared to medical 

practitioners.   
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The results generated from the second study to answer the question “What is 

the experience of relatives receiving memory making interventions during end-of-

life/bereavement care in the adult intensive care unit (ICU)?” included three themes: 

guidance during end of life by healthcare professionals that recognises the autonomy 

of the family; object used as a trigger to access memories; and storage and 

preservation of the object as an indication of its sentimental value and use in early 

bereavement. 
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Chapter 6: Discussion 

This chapter discusses the interpretation of the results from Chapter 5 related 

to the thesis aim to explore the experience of memory making interventions during 

end-of-life/bereavement care in the adult intensive care unit (ICU) from the 

healthcare professionals offering and the family receiving the intervention.  To do 

this, two research questions were answered:  

 

1) What is the experience of healthcare professionals offering memory making 

interventions during end-of-life/bereavement care in the adult intensive care 

unit (ICU)? 

 

2) What is the experience of relatives receiving memory making interventions 

during end-of-life/bereavement care in the adult intensive care unit (ICU)? 

 

Section 6.1 summarises the significant key findings from the study of the 

healthcare professionals and the study of the bereaved families.  Section 6.2 

integrates and discusses the thesis findings.  Section 6.3 includes the strengths to 

this thesis, and section 6.4 acknowledges the limitations.  
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6.1 SUMMARY OF SIGNIFICANT KEY FINDINGS 

 

The key findings from the first study to answer the question “What is the 

experience of healthcare professionals offering memory making interventions during 

end-of-life/bereavement care in the adult intensive care unit (ICU)?” are: 

• Participants mostly agreed that end-of-life care is as important as curative 

care and responses suggest shared values concerning end-of-life care 

and patient and family preferences.   

• Differences were observed between registered nurses and medical 

practitioners in relation to organisational culture and aspects of emotional 

support, education, and time availability. These differences can be 

summarised as registered nurses being more likely to report end-of-life 

care as a nursing-led practice, have emotion supports available after a 

death, have greater access to ongoing end-of-life care education, and 

have greater perceived time to spend with families. 

• Almost 70% of participants reported experience offering memory making 

opportunities to family members.   

• Participants reported memory making to include the creation of tangible 

keepsakes as well as nontangible activities. 

• Registered nurse participants were more likely to report initiating memory 

making to be their professional responsibility. 

• Participants reported not offer memory making due to a lack of procedural 

knowledge and were less likely to offer it without having received prior 
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education.  Participants without experience offering memory making were 

less likely to have received education related to memory making. 

• Participants also reported not offering memory making if they believed the 

family already having enough mementos at home or believing the patient's 

friends would not be interested.  

• Most participants reported they have the necessary skills to offer family 

members the opportunity to create memory making objects and that they 

knew the benefits of memory making.  Most participants did not consider it 

difficult to offer to family. 

• Having positive experiences with the family's response to memory making 

was described by some participants to be a motivating factor for them to 

make future offerings of memory making to a family.  

• Witnessing memory making being offered appears an important enabler 

since participants with experience in memory making were more likely to 

have observed colleagues offering/ facilitating memory making compared 

with those without the experience. 

• Those with experience offering memory making reported greater confidence, 

comfortable, and pride in their ability to offer family the opportunity to create 

mementos.  Those without experience were more likely to report being 

afraid to offer memory making opportunities to family. 

• Meeting the family for a short period was not reported to be a barrier to 

offering memory making but having a rapport with the family was described 

to assist the healthcare professional approach family members with the offer 

of memory making. 
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• Participants reported that the decision to offer memory making was 

influenced by environmental and supply resources that were available. 

• Participants reported their decision to offer memory making was also 

influenced by their workloads and other patient care priorities.  

 

The key findings from the second study to answer the question “What is the 

experience of relatives receiving memory making interventions during end-of-

life/bereavement care in the adult intensive care unit (ICU)?” are: 

• Family member participants who had experience receiving memory making 

objects described the timing of offering memory making could be done pre-

death but requires the healthcare professional to consider the family’s 

receptiveness of the impending death.   

• Family member participants described not requiring a preestablished 

relationship with the healthcare professional prior to the offer of memory 

making for them to accept the offer.   

• Family participants had diverse relationships to the deceased, therefore a 

variety of people have the potential to accept and utilise memory making 

objects during early bereavement, and the offer should not be limited by the 

relationship.  

• Family participants described appreciating guidance by healthcare 

professionals during end-of-life care but valued being able to make final 

decisions for themselves. 
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• Family participants who decided to create the objects, but later did not 

consider them to have high value, did not describe the objects as negative 

or a burden to have. 

• The memory making objects were described by family participants as an 

extension of the deceased, so the quality of the object, such as the ability to 

visualise smaller details like ridges in the handprints, and the deceased’s 

values and preferences, such as favourite colours for the paint, were 

important when choosing and creating the objects. 

• Many family member participants considered the objects something they 

could go to when they desired reminiscing of their loved one.  

• The objects did not appear to trigger predominate memories of the ICU, 

hospitalisation, or the patient’s diagnoses for the family participants. 

• Memory making object recipients had no intention of disposing of the object 

in the future.   

• The objects appear to be the most useful portion of the end-of-life and 

bereavement intervention. 

 

6.2 INTEGRATION AND DISCUSSION OF THESIS FINDINGS 

 

Healthcare professionals’ and family members’ experiences with memory 

making had an overarching theme of ‘time’ as well as inherent desires to do what 

they perceive to be the right thing.  Integration and discussion of thesis findings 

include: 
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1. The perception of having time to spend with the family after a death was 

greater for registered nurses than medical practitioners, and participants 

experienced in memory making were more likely to have the time to offer 

memory making. 

2. Organisational supports of time affect the experience and ability to offer 

memory making. 

3. Healthcare professionals’ inherent desires to do what they perceive to be 

the right thing to facilitate a good death can include memory making 

interventions. 

4. Timing of when to approach the family is important in the experience of 

offering and accepting. 

5. Timing of when family members use memory making can be contingent 

on their personal grief journey. 

6. Recruitment and inclusion of family members in the early months of 

bereaved appears acceptable and feasible in research studies. 

 

6.2.1 Key findings 1: Perception of having time to spend with the family and to 

provide memory making 

 

Registered nurses were more likely than medical practitioners to perceive 

having time to spend with family after a death (Riegel et al., 2021), and participants 

experienced in memory making were more likely to believe they had the time to offer 

memory making (Riegel et al., 2022a).  Healthcare professionals offered memory 
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making because they anticipated it would assist family members grieve and provide 

them with positive recollections of their time in ICU.  They also anticipated receiving 

positive family reactions to the offer (Riegel et al., 2022a).   

 

According to the philosophy of pragmatism, our knowledge of what we believe 

to be true informs the future actions we take (Biesta & Burbules, 2003), which can 

help to explain the motivations that contributed to 69.8% of surveyed healthcare 

professionals reporting experience offering memory making (Riegel et al., 2022b).  

Since memory making had been offered for nearly two years at the study site prior to 

this study being conducted, participants’ knowledge gained from their past 

experiences would have affected their future offerings.  Had the experiences of 

healthcare professionals been reported to include more negative outcomes from 

families, their overall viewpoints of memory making would be expected to have been 

more closely aligned with negative associations.  This would have affected their 

future actions in offering memory making and would have generated greater overall 

negative results in the study data.  This finding of healthcare professionals having 

overall positive experiences with offering memory making has been similarly 

reported in other studies in the adult acute population (Beiermann et al., 2017; Cook 

et al., 2015).  In the study by Cook et al. (2015), their end-of-life care project included 

providing mementos such as framed word clouds and reported the project to 

strengthen team bonds and assist with humanising the care provided.  Beiermann et 

al. (2017) similarly reported all study participants, who were nurses, indicated the 

Electrocardiogram (ECG) Memento provided to family during end-of-life care being 

very well received.   
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It is likely that having positive experiences with offering memory making 

contributed to healthcare professionals making time during end-of-life and 

bereavement care rather than potentially procrastinating or considering themselves 

not to have time to offer it.  According to the Temporal Motivation Theory (Steel & 

König, 2006), deterrents from procrastinating tasks include a person having high 

self-efficacy, beliefs of being capable to achieving a task, and experiencing rewards 

during the task (Steel, 2007).  From this thesis findings, healthcare professionals 

with self-reported experience offering memory making were less likely to forget to 

offer memory making opportunities to family, to believe they didn’t have time to offer, 

or to consider it to be too time consuming (Riegel et al., 2022a).  They also had 

greater self-efficacy with higher confidence and comfort offering compared to those 

with no experience (Riegel et al., 2022a).  Other studies have reported individuals 

sometimes use procrastination as a form of emotional mood regulation for perceived 

negative tasks (Sirois & Pychyl, 2013), and individuals who have higher emotional 

intelligence are less likely to procrastinate (Hen & Goroshit, 2014; Zohar et al., 

2019).  Emotional intelligence is the capacity to reason about emotions, and of 

emotions to enhance thinking and includes the ability to perceive, use, understand, 

and manage emotions (Salovey & Grewal, 2005; Salovey & Sluyter, 1997).  Although 

procrastination has not been discussed in other adult memory making studies, 

procrastination has been reported to be used by physicians in order to self-manage 

the emotional weight experienced when needing to communicate to family members 

regarding impending patient deaths (Cipolletta & Oprandi, 2014). 

 

To offer memory making to the family during end-of-life and bereavement care, 

the ability to interact with the family was considered a necessary skill and personal 
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attribute for the offering (Riegel et al., 2022b).  It is likely that healthcare 

professionals with higher emotional intelligence and a greater ability to use, 

understand, and manage the heightened emotions both of themselves and of the 

family during end-of-life care would be less likely to procrastinate offering memory 

making or consider time to be a constraint.  Others have also reported the healthcare 

professionals’ ability to interpret nonverbal cues and verbal messages to be 

important when offering memory making objects (Beiermann et al., 2017).  

Opportunities to enhance emotional intelligence, including the ability to participate in 

difficult conversations, might be useful to improve the healthcare professional’s 

capabilities in offering memory making as part of end-of-life care (Riegel et al., 

2022a).  However, others have suggested more research is needed to determine the 

effect emotional intelligence has on healthcare professionals’ ability to deliver care in 

heightened emotional situations (LeBlanc et al., 2015).  As such, further research is 

needed to determine the effects emotional intelligence has on offering memory 

making.  

 

Some health professionals considered barriers to offering memory making to 

included believing it was unnecessary to offer this opportunity to the family (Riegel et 

al., 2022b), and those without experience were more likely to be afraid to offer 

memory making (Riegel et al., 2022a).  According to the philosophy of pragmatism, 

our knowledge of what we believe to be true informs our future actions (Biesta & 

Burbules, 2003), so if a task is considered unpleasant or of low value to an 

individual, one will be more likely to procrastinate performing or completing the task, 

if at all (Sirois & Pychyl, 2013; Steel, 2007).  Although study participants overall 

agreed to having emotional supports when facilitating end-of-life care (Riegel et al., 
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2021), if healthcare professionals are afraid to offer memory making or do not 

consider memory making of high value, they will likely use time as an excuse and 

believe to lack time to offer it or forget to offer it to the family.  Other studies have 

reported healthcare professionals who experience fear or insecurity when delivering 

end-of-life care are likely to employ avoidance with both the patient and family to 

self-manage the emotional burden experienced with this type of care delivery 

(Puente-Fernandez et al., 2020), and this study extends those findings.  To foster 

positive experiences with memory making, strategies to emotionally support 

healthcare professionals is necessary. 

 

6.2.2 Key findings 2: Organisational support allowing for time affects the 

experience and ability to offer 

 

Healthcare professionals reported increased workloads as a barrier for them to 

offer memory making, and conversely reported organisation supports of time and 

supportive co-workers as enablers (Riegel et al., 2022a, 2022b).  Workplace teams 

have been described to need coordinated efforts to achieve common goals by 

resolving and adapting to task demands (Kozlowski & Ilgen, 2006), and others have 

reported the importance of successful ICU team performance for patient care 

delivery (Ervin et al., 2018).  Team performance is reported to be measurable based 

on the team’s ability to define and agree on goals and care priorities, which can 

include the quality of death and dying and tending to the needs of the family (Ervin et 

al., 2018).   
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Organisational support to allow for time to deliver end-of-life care, promote 

teamwork, and develop a culture of shared goals is necessary to enable offering 

memory making and will affect the experience for healthcare professionals and 

families.  While routinely creating a memory making object without involving the 

family could reduce healthcare professional’s workload by eliminating the 

communication element with the family, it may not align with the family’s 

preferences.  Additionally, healthcare professionals specified that providing the 

family a choice to receive memory making objects was an important factor in their 

decision to offer it, so routinely providing an object would go against these motivation 

and goals (Riegel et al., 2022a).  According to the philosophy of pragmatism, 

individuals and organisations across all levels coevolve through recursiveness, or a 

looping process of stimulus, responses, and action.  Organisational structures 

provide the means, routine, and cultural rules that individuals can leverage in order 

to revise and adapt to meet new conditions and to make changes to the workplace 

structure (Farjoun et al., 2015).  By organisations providing supports to enable the 

offering of memory making, individuals can leverage these supports to revise and 

adapt their end-of-life care delivery to include memory making.  Others have also 

reported that facilitating memory making objects as part of end-of-life care required 

organisational supports, including education to assist with appropriate timing to 

approach the family, as well as fostering a culture of shared goals within the 

healthcare team and outside stakeholders, such as hospital foundations (Beiermann 

et al., 2017; Reeve et al., 2021).   
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Overall, survey participants had similar core values relating to palliative 

concepts, including concepts such as end-of-life care is as important as curative care 

in the critical care environment (Riegel et al., 2021).  Additionally, healthcare 

professionals believed families valued and benefited from being offered memory 

making (Riegel et al., 2022a).  This suggests interdisciplinary ICU team 

cohesiveness and shared values, goals, and objectives for end-of-life care delivery, 

which has been reported to be an essential component of teamwork (Salas et al., 

1992).  High performing teams are reported to be composed of team members that 

are capable of dynamic resource allocating in response to fluctuating contexts and 

demands in order to accomplish goals (Kozlowski & Ilgen, 2006).  In this thesis 

study, medical practitioners reported they had insufficient time to spend with the 

family after a patient dies compared to the registered nurses (Riegel et al., 2021), 

and registered nurses felt a greater professional responsibility for initiating memory 

making compared to other healthcare professionals (Riegel et al., 2022b).  While 

others have also reported memory making being predominately a nurse driven 

intervention (Reeve et al., 2021), registered nurses taking the lead in offering 

memory making could indicate effective teamwork at the study site by leveraging 

nurses’ proximity to the family, time, and knowledge to accomplish the memory 

making taskwork to achieve ICU team’s overall goals of care delivery. 

 

6.2.3 Key findings 3: Healthcare professionals’ inherent desires to do what they 

perceive to be the right thing to facilitate a good death can include 

memory making interventions 
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Healthcare professionals considered the act of memory making to involve non-

tangible activities such as allowing the family to spend time with the patient after 

death, preparing the body for viewing, assisting the family to reminiscence about the 

patient, and assisting in positive ICU memories such as personalising the room 

(Riegel et al., 2022b).  Others have reported concepts of a “good death” to also 

include pain and symptom control, being prepared, feeling closure, and clear 

decision making (Krikorian et al., 2020), and for patients with a preference, the 

majority expressed a desire to die at home (Ali et al., 2019).  As previously described 

in this thesis, the healthcare professionals at the study site had similar core values 

related to palliative concepts, suggesting greater holistic care provided to the patient.  

Having similar core values amongst the ICU team could assist in minimising 

instances of moral distress when they desire to do the right thing and facilitate 

aspects of a “good death”, but feel constrained from doing so (Lamiani et al., 2017).  

The healthcare professionals’ responses to include multiple aspects of care delivery 

as ‘memory making’ suggest a desire to meet their professional and moral 

obligations in end-of-life care by providing ‘soft skills’ to accommodating concepts of 

a good death experience for the patient and family. 

 

6.2.4 Key findings 4: Timing of when to approach the family is important in the 

experience of offering and accepting 

 

Most family member participants reported the death to be sudden (86%) and 

unexpected (71%).  This is higher than other ICU memento studies reporting only 
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50% of deaths being unexpected by family participants (Beiermann et al., 2017), but 

is similar to other ICU bereaved studies where 76% of participants were reported to 

considering the death unexpected (Buckley et al., 2009).  Therefore, families, and 

possibly patients, would have been unlikely to be prepared for death prior to the 

emergency hospitalisation.  Findings from the bereaved family interviews included 

the need for guidance during end-of-life care that acknowledged their autonomy in 

decision-making.  This is similar to others reporting families have a desire to regain a 

sense of control and participate in end-of-life care decision making, while still 

requiring and valuing guidance during the end-of-life care experience (Chen et al., 

2020; Wilson et al., 2018).   

 

To provide guidance to the family, the offering of memory making requires the 

healthcare professional to determine appropriate and dedicated time to approach the 

family, as well as time to assist in creating the objects, if desired, by the family.  This 

study’s healthcare professional participants believed interacting with and developing 

connections to the family were enablers and skills that assisted them offering 

memory making (Riegel et al., 2022a, 2022b), although family members did not 

require an established relationship prior to acceptance.  Following the philosophy of 

pragmatism, when the healthcare professional is confronted with unfamiliar end-of-

life care contexts to offer memory making, they will use reflexivity in order to reflect 

on their knowledge of previous situations and actions in order to adapt to the new 

situation (Younas, 2020).  Similarly, family who experience a death in the ICU 

environment also utilise their past knowledge and experiences to manage the death 
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(Ansell, 2011; Biesta & Burbules, 2003), so limited experiences with an ICU death or 

memory making would contribute to their desires for guidance in these processes.   

 

The timing of the memory making offer was described by families as important 

since they desired a degree acceptance of the situation before receiving the offer, 

which has been similarly reported in other memory making studies (Beiermann et al., 

2017).  In this thesis, registered nurses were more likely to have sufficient time to 

spend with the family after a patient dies (Riegel et al., 2021), which would contribute 

to the registered nurses ability to appropriately determine the timing of the offer 

compared to other ICU healthcare professionals.  Others have reported nurses 

consider their physical presence as a professional obligation in delivering end-of-life 

care (Vanderspank-Wright et al., 2018), and this thesis expands those findings for 

registered nurses becoming the predominant offeror of memory making in end-of-life 

care. 

 

6.2.5 Key findings 5: Timing of when family members use memory making can 

be contingent on their grief and bereavement journey  

 

Most bereaved family participants described using the object(s) as a trigger to 

access their memories during times they were reminiscing about the deceased.  

They also described the objects being an extension of the deceased and a form of a 

physical substitute for the deceased.  Others have reported memento objects from 

the adult ICU to be as equally valuable to the family as the healthcare professional’s 
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gesture of offering (Neville et al., 2020), and in the paediatric setting, family have 

been reported to consider the mementos to be a caring gesture from the healthcare 

professionals (Brooten et al., 2013).  Alternatively, this thesis findings suggests the 

object is the most important portion of the intervention and not the experience of 

receiving it during the hospitalisation, which is consistent with the philosophy of 

pragmatism’s theory that memories are a source of knowledge, and that signs or 

objects can serve as instruments to accessing these memories (Cashell, 2007; 

Dewey, 2003; Hookway, 2000; Peirce, 1994).   

 

After a death of a loved one, the surviving person’s self-image, societal role, 

and relationships to others drastically alters (Jakoby, 2012).  Their bereavement 

experiences will be based on their culture and is further affected by their adaptions to 

new social structures caused by the permanent absence of the deceased (Hobbs, 

2011).  According to the Dual Process Model of Coping with Bereavement, 

individuals adjust to bereavement by oscillating between confronting and avoiding 

stressors within the categorical phases of loss- orientation and restoration- 

orientation.  During the loss- orientation phase, the individual performs ‘grief work’, 

where they engage in memories of their deceased loved one, including memories of 

the end-of-life care and subsequent death (Stroebe & Schut, 1999, 2010).  As the 

individual adapts to the death, less time is expected to be spent in the loss- 

orientation phase and grief work, therefore less times should be required using the 

memory making object as a trigger to accessing memories for their bereavement 

adaptation.   
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Some family participants had not engaged with the memory making objects 

within the average interview time of 55 day (range 38 to 81 days) after their creation 

due to feeling emotionally overwhelmed, and others described spending greater 

amounts of time in the restoration- orientation phase of bereavement with practical 

arrangements such as the funeral.  Loss- orientation’s grief work is described as 

difficult and exhausting (Stroebe & Schut, 2010).  Since individuals require a degree 

of mental preparation and capacity to perform grief work, deliberately avoiding 

objects that could triggers memories of the deceased is likely to be a form of self-

regulation of their mood.  For those that had not yet engaged with the object to 

trigger memories, they described future plans to preserve and engage with the 

objects in the future.  Future research is needed to evaluate how memory making 

object are utilised in the longer term in bereavement.   

 

6.2.6 Key findings 6: Recruitment and inclusion of family members who are 

bereaved is acceptable and feasible in research studies 

 

The recruitment of individuals into studies containing sensitive or heightened 

emotional context, such as bereavement, are categorised as high-risk ethical 

applications within New South Wales, Australia.  Recruitment of family members in 

this thesis included an introduction letter informing them of the study after they were 

able to freely decide to receive a memory making object as part of standard ICU 

care.  At the conclusion of a routine follow-up phone call around week five after ICU 

discharge, family members who met inclusion criteria were offered to participate in 

the study, and a future time and location for the interview was arranged based on 
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their preferences.  In total, 21 participants participated an average of 55 days after 

the death, where the average interview length was 81 minutes.  Three eligible 

participants were invited to participate but declined.  One declined after being 

informed about the study at the end of the follow-up phone call for reasons including 

not desiring to talk about it, and two individuals declined participation after reading 

the full participant information sheet with no reasons stated.  No participants chose 

to withdraw from the study after participation.  

 

Most interviews were conducted in the participant’s home, and often, the 

author of this thesis was offered a beverage such as a cup of tea to welcome her into 

the home.  To gain an understanding of the deceased and to foster a rapport with the 

interviewee, initial questions focused on the deceased and their interests and 

relationships.  Often participants displayed normal grief emotions such as crying, but 

never asked to stop the interview or appeared to become overwhelmed.  Emotional 

displays of grief during bereavement research has also been reported by others in 

bereaved studies and has been described to be a cathartic experience for the family 

rather than a harm endured (Butler et al., 2019).  Some participants at the end of the 

interview offered to meet again if necessary, and others expressed feelings of relief 

to have the opportunity to talk openly and in-depth about their experiences, 

reaffirming that the grief displayed by participants was cathartic rather than harmful.  

Findings from this thesis supports others who have reported that bereaved 

individuals find study participation acceptable and feasible during early bereavement 

(Whitfield et al., 2015). 
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6.3 THESIS STRENGTHS 

 

This thesis explores an under researched area of adult end-of-life and 

bereavement care interventions and addresses the evidence gaps regarding the 

healthcare professionals’ and family members’ experiences with memory making. 

The studies took place in an environment where memory making had been 

integrated into routine practice, and care provided during this stage of a person’s life 

is commonly managed within the adult ICU. 

 

The study of healthcare professionals achieved a high survey response rate 

(78%), which allowed for the results to be reflective of memory makings’ use in 

clinical practice at the study site.  Recruitment for this study was conducted in a site 

where memory making had already been established as a standard end-of-life care 

intervention for nearly two years.  The healthcare professional’s survey instrument 

was composed of a prior validated survey for provisions of end-of-life care, and 

questions specific to memory making were created guided by the Theoretical 

Domains Framework.   

 

Findings from bereaved family interviews demonstrated successful recruitment 

of bereaved family members to explore their experience in ICU end-of-life care and 

early bereavement.  This qualitative study explored an under researched area of 

adult bereavement interventions and addressed evidence gaps regarding the 

family’s experience being offered memory making and its use in early bereavement.  

These rich descriptions from participants should facilitate reflections for applicability 
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into other experiences, situations, and settings and assist in achieving potential 

generalisability of the results using naturalistic and transferability.  This is reported to 

be a distinctive strength of qualitative research including reflexive thematic analysis, 

and purposefully different than quantitative research’s use of statistics to inform 

generalisability (Braun & Clarke, 2020; Smith, 2017; Tracy, 2010). 

 

6.4 THESIS LIMITATIONS 

 

The study of healthcare professionals’ memory making experiences reported in 

this thesis represents a self-selected sample.  Results provided a snapshot of 

participant's perceptions at one point in time from a single-centre ICU in Australia 

and are only applicable to those who participated, so may not represent perspectives 

of those who did not participate.  Additionally, results were self-reported, which may 

contribute to a level of bias in the results (Rosenman et al., 2011).  Statistical 

analysis was limited due to the sample size of medical practitioners and social 

workers.  The comparison of participants with experience versus no experience is 

based on their response to a single, subjective question, though the definition of 

memory making was provided within the survey.  Some of the responses provided by 

participants under the skills category represent personal attributes rather than skills 

that can be obtained.  Nonetheless, responses from each healthcare professional 

group were representative of the proportion of professionals within the study ICU, 

and for transparency, results are reported as the participants have provided them. 
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Limitations to the bereaved family study reported in this thesis includes 

knowledge of memory making’s long-term effects on bereavement since inclusion 

criteria included the interview being conducted within six months of the death.  

Consequently, participants longer-term use of the memento objects and potential 

changes over time is not captured.  Additionally, the experiences of family who 

declined memory making, the factors related to their decision, and their preferences 

for end-of-life and bereavement care interventions was not captured in this study.  

Although this study included contextual details about the participants and the 

deceased, information might not be transferable to other adult intensive care units or 

other adult acute care areas.  
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Chapter 7: Conclusion and 

recommendations 

Section 7.1 of this chapter provides a brief summary and conclusions of the 

thesis aim to explore the experience of memory making interventions during end-of-

life/bereavement care in the adult intensive care unit (ICU) from the healthcare 

professionals offering and the family receiving the intervention.  Section 7.2 provides 

final recommendations for future practice.  Finally, section 7.3 provides concluding 

comments. 

 

7.1 CONCLUSIONS 

 

This thesis reports findings of healthcare professionals’ and family members’ 

experiences offering, receiving, and using memory making from the adult intensive 

care unit as an end-of-life and bereavement intervention.  The purpose of this 

research was to discover whether memory making would be an appropriate end-of-

life and bereavement intervention provided in the adult ICU.  The thesis began in 

Chapter 1 by provided a historical background for memory making, including some of 

its first documented use in sixteenth century with deceased’s hair being used to 

create jewellery posthumously (Hallam & Hockey, 2001; Pointon, 1999).  And more 
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recently, its utility in the perinatal bereavement to support parents’ time with their 

stillborn child (Butler et al., 2015; Carlson, 2012).  

 

In Chapter 2, the original and an updated scoping review was presented, which 

reported an increase in reports of memory making research over the last four years 

in the adult ICU.  The types of objects reported to be offered in the adult ICU setting 

include word cloud images, electrocardiogram mementos, patient diaries, 

photographs, crochet hearts, locks of hair, fingerprint keychains, and hand moulds.  

Despite the increase in identified research studies in the adult ICU setting, there 

remains limited empirical evidence for the utility of memory making from bereaved 

loved ones, and its use during their bereavement.  Additionally, there is a paucity of 

information concerning the healthcare professionals’ experience with and factors 

required to provide memory making. 

 

In Chapter 3, the methodology was detailed within the philosophy of 

pragmatism, which emphasises the importance of the problem and is not limited to a 

single method to understand the problem (Creswell, 2003; McCready, 2010).  As 

described by Peirce, signs, objects, or keepsakes may serve as instruments of our 

memories, thoughts, and knowledge, as the deceased are represented to the 

bereaved loved ones through the keepsakes (Cashell, 2007; Hookway, 2000; Peirce, 

1994).  Other theoretical perspectives for this thesis were presented, including the 

Theoretical Domains Framework, which was utilised as the framework for the third 

section in survey instrument for the healthcare professional’s study.  In the study of 
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the bereaved families, the Dual Process Model of Coping with Bereavement was 

utilised to provide contextual understanding to the family’s bereavement experience. 

 

Chapter 4 provided the methods used to conduct the two study arms of this 

thesis.  The first study was a survey design administered to adult ICU healthcare 

professionals.  The survey utilised Likert scales and open-ended questions where 

section two explored factors influencing the provision of end-of-life care in the ICU, 

and section three explored the participants’ experiences facilitating memory making 

as part of end-of-life/bereavement care in the adult ICU.  The second study was a 

descriptive qualitative study utilising inductive reflexive thematic analysis from semi-

structured interviews from a purposeful, convenience sample of consenting surviving 

spouse/ partner/ children / parents whose loved one died while in the adult ICU and 

who did participate in memory making.  Potential memory making activities included 

handprints, footprints, locks of hair, or teddy bears.   

 

In Chapter 5, the results of the two studies were presented in the form of peer-

reviewed, international nursing journal publications.  The first results publication from 

the survey instrument concerned the healthcare professionals end-of-life care values 

and experiences.  It concluded healthcare professionals reported similar palliative 

care values, but compared to registered nurses, medical practitioners reported lower 

emotional and instrumental supports after a death.  However, registered nurses 

reported lower scores of knowing what to say to family in end-of-life care scenarios 

(Riegel et al., 2021).   
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The second results publication reported the healthcare professionals’ 

knowledge, skills, and role in offering and facilitating memory making.  It concluded 

that participants had positive experiences with offering memory making in the adult 

ICU, and that registered nurses perceive a professional responsibility for offering 

memory making.  To support healthcare professionals with the offer, education 

should include conceptual and procedural knowledge and communication 

techniques.  Additionally, the organisation should facilitate supports to accommodate 

the time requirements for the intervention (Riegel et al., 2022b).   

 

The third and final publication from the survey instrument reported factors 

associated with the decision to offer memory making in end-of-life care.  Results 

included participants believing families value memory making, and the offer of 

memory making being beneficial.  Enablers to offer memory making included 

organisational supports and good interpersonal relationships.  Barriers were 

identified as the ICU environment, workload, being afraid to offer, inexperience 

offering, having a lack of resources, and legality concerns.  Those with experience 

offering memory making were more likely to find pride in their ability to offer, were 

able to spend time with the family, and observed colleagues offering.  Experienced 

participants were also less likely to be afraid or report the family’s behaviours limiting 

their ability to offer (Riegel et al., 2022a). 

 

The findings from the study of bereaved family have been submitted for 

consideration in a peer-reviewed, international nursing journal and reports the 

family’s experience being offered memory making in the adult ICU and its use in their 
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early bereavement.  Findings from this study generated the themes of guidance 

during end-of-life care that recognises the autonomy of the family; the objects being 

used as a trigger to accessing their memories; and the storage and preservation of 

the object by the recipient to be an indication of their sentimental value and use in 

early bereavement.  This study concluded that memory making objects received in 

the adult ICU can be accepted, wanted, valued, and utilised during early 

bereavement by a variety of recipients. 

 

The results of the two thesis studies were then integrated and discussed in 

Chapter 6 with six key findings based on the thesis aim to explore the experience of 

memory making interventions during end-of-life/bereavement care in the adult 

intensive care unit (ICU) from the healthcare professionals offering and the family 

receiving the intervention.  Overall, healthcare professionals offering and relatives 

receiving memory making in the adult ICU appear to be associated with positive 

experiences, with a high proportion of healthcare practitioners reporting to offer 

memory making as part of standard practice.  Much of the healthcare professionals’ 

experiences can be associated with time, including the perceptions of having time to 

offer it based on their comfort and confidence with the intervention, the 

organisational supports to allow time to offer it, and the timing of when to approach 

the family.  The experiences of healthcare professionals offering memory making is 

also associated with the perceived contribution to providing a ‘good death’ for 

patients and a less burdensome bereavement experience for the family.  Family’s 

experiences with memory making are additionally influenced by the timing of when 

they are approached with the offer, the guidance and time provided to allow for 

consideration and creation of the object(s), and the timing of when they use the 
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objects in early bereavement as a remembrance instrument.  Additionally, based on 

the family interview experience, bereaved families are willing and capable of 

consenting to participating in research studies. 

 

7.2 RECOMMENDATIONS FOR FUTURE PRACTICE 

 

Healthcare professionals offering and relatives receiving memory making in 

the adult ICU do appear to be largely associated with positive experiences and have 

utility and acceptability as a bereavement intervention in the adult ICU.  Although the 

experiences were largely positive in both studies, some healthcare professionals 

reported being afraid to offer memory making and barriers to offering included 

workload, and inexperience offering and facilitating.  To support healthcare 

professionals offering memory making as an adult ICU end-of-life care practice, 

supports should include role modelling the practice, workload assistance, and 

continuing education opportunities incorporating communication skills training and 

practice creating the objects.  Providing these additional supports can increase 

healthcare professionals’ self-efficacy to determine when and how to approach the 

family with the offer of memory making, as well as allowing the dedicated time to 

approach the family and assist in creating the objects.  Future research is needed to 

determine the effects emotional intelligence has on offering memory making for 

healthcare professionals, as well as the need for multi-site studies to provide a larger 

and more diverse sample of participants.   
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Family participants were interviewed less than six months after the death of 

their family member, so this thesis’ findings raise the need to explore the family’s 

long-term effects of psychological stress during bereavement and the role memory 

making objects have on their bereavement experience.  Motivations for family 

members declining a memory making object should be explored to discover factors 

related to their decision, religion or cultural influences, if they later regret this 

decision, and if alternative bereavement interventions would be preferred.  

Additionally, the use of patient diaries as a memory making items is an under 

reported area and requires further exploration to determine its feasibility and 

acceptability as a memory making bereavement intervention. 

 

7.3 CONCLUDING COMMENTS 

 

In conclusion, findings presented in this thesis provide new insights into 

memory making’s use as an end-of-life and bereavement care intervention in the 

adult intensive care environment.  Overall, healthcare professionals reported positive 

experiences offering this intervention and appear motivated to offer it to the family 

when supports are available to facilitate their offer.  Most family members who chose 

to obtain a memory making object(s) described valuing and utilising the object to 

trigger memories of their loved one.  Although a few family members described not 

being emotionally connected to the memory making object or had described being 

too emotionally overwhelmed to perform the remembrances in grief work according 

to the Dual Process Model of Coping with Bereavement during their early 

bereavement.  The significance of these findings supports the implementation of 
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routinely offering memory making within the adult intensive care to the family as an 

early bereavement intervention, and this thesis provides recommendations for 

supports, education, and future research for memory making in the adult ICU.   

 

In closing this thesis, the author was moved by the words from one family 

member on their experience of being offered the opportunity to make a memento as 

part of the end-of-life care: 

 

 “they [the healthcare professionals] were so busy monitoring and trying to, um, 

keep him alive … and doing their job … adding something extra on to their task 

...  I was so grateful when they asked if we could [sic] keep a lock of his hair, 

or, um, have a handprint.  Some of my children were just so thrilled with being 

able to get a token of their dad.”  -Uma   
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Figures  

 

 
 
 

Figure A.3: Comparison of participant mean rates of agreement by profession for 

three questions related to responsibility for initiating memory making, where the axes 

are based on the 6-point Likert scale: 6 = completely agree; 1 = completely disagree 

(Riegel et al., 2022b).  
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†Question utilised the option of 7 = not applicable to me  

 

Figure A.4: Likert scale responses for overall participants in descending order of 

scores of agreements as represented in percentages (Riegel et al., 2022a) 
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Figure A.5: Reflexive thematic analysis’ Phase 5 of the generated theme Guidance 

during end of life by healthcare professionals that recognises the autonomy of the 

family with corresponding Phase 2 systematic data codes (Braun & Clarke, 2020). 
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Figure A.6: Reflexive thematic analysis’ Phase 5 of the generated theme Object 

used as a trigger to access memories with corresponding Phase 2 systematic data 

codes (Braun & Clarke, 2020). 
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Figure A.7: Reflexive thematic analysis’ Phase 5 of the generated theme Storage 

and preservation of the object as an indication of its sentimental value and use in 

early bereavement with corresponding Phase 2 systematic data codes (Braun & 

Clarke, 2020). 
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Tables  

Table A.1: Process of theme generation from family interview data following the 6-

phase process for inductive reflexive thematic analysis (Braun & Clarke, 2006, 2020) 

Phase 5: 
Refining, 
defining, 
and  
naming 
themes 

Phase 4: 
Develop-
ing and 
reviewing 
themes 

Phase 3: 
Generat-
ing initial 
themes 
from 
coded 
and col-
lated data 

Phase 2: Systematic data coding 

Themes: 
third  
iteration 

Themes: 
second  
iteration 

Themes: 
first  
iteration  

Codes: 
fourth  
iteration 

Codes: 
third  
iteration 

Codes: 
second  
iteration 

Codes: first  
iteration 

Guidance 
during 
end-of-life 
by 
healthcare 
profes-
sionals 
that 
recognises 
the 
autonomy 
of the 
family 

Guidance 
by 
healthcare 
profes-
sionals 
that 
recognises 
the 
autonomy 
of the 
family 
when 
offering 
them 
opportuni-
ties to 
create a 
memory 
making 
object 

Guidance 
and auton-
omy are 
simultane-
ously 
necessary 
  

Attractions 
and disin-
clinations to 
mementos 

Avoiding 
paternal-
ism & 
decision 
making for 
the family. 

Communica-
tion: general 

Communica-
tion: general 

  Experience 
receiving: 

COVID-19 

  Diary 
writings 

Culture 

Being una-
ware of the 
potential to 
keep 
objects  

ICU rules 
and 
regulations 

Death 
reaction 

Death 
reaction 

  Offering of 
object 

Diary writings 

Emotionally 
over-
whelmed 

Assist 
over-
whelmed 
families 

Pre-death 
background 
heightened 
emotions 

Environment 

  Regrets on 
reflection 

Environment: 
neutral 

  Person 
helping to 
choose 
object 

Environment: 
personalise 

   Relationship 
not required 
for 
accepting 

Ac-
ceptance 
of object 
not reliant 
on 
knowing 
the offer-er 

Staff guiding 
family in 
process 

Environment: 
short ICU 
time 

     Staff: 
negative 

Family pro-
cessing of 
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information at 
death 

   Constrained 
by ICU 
‘rules’ 

 Staff: 
positive 

Instigator of 
MM 

     When 
approached 

Person 
helping to 
choose object 

     After death Preconcep-
tions about 
ICU staffing 

   To offer pre-
death, 
interpret 
family’s 
acceptance 

Offering 
predeath 
requires  
offer-er’s 
ability to 
interpret 
the situ-
ation 

Before death Pre ICU 
incident 
reaction 
Staff guiding 
family in 
process 

   Not knowing 
practical 
implications 

  Staff: 
negative 

      Staff: positive 
      Staffing, dif-

ferent each 
shift: positive 

      Staffing, dif-
ferent each 
shift: negative 

      When 
approached 

      After death 
      Before death 
     Uncertainty 

of best time 
to approach 

Uncertainty of 
best time to 
approach 

     Who re-
ceived object 

Who received 
object 

     Who should 
receive it 

Who should 
receive it 

      Object cre-
ated by 

     Family cre-
ated object 

Family cre-
ated object 

     Nurse per-
formed MM 
not family 

Nurse per-
formed MM 
not family 

      Object crea-
tion as 
distraction in 
ICU 

      Object  
creation pre-
venting good-
byes 

      Organ  
donation 
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Table A.2: Process of theme generation from family interview data following the 6-

phase process for inductive reflexive thematic analysis (Braun & Clarke, 2006, 2020) 

 

Phase 5: 
Refining, 
defining, 
and 
naming 
themes 

Phase 4: 
Develop-
ing and 
reviewing 
themes 

Phase 3: 
Generat-
ing initial 
themes 
from 
coded 
and col-
lated 
data 

Phase 2: Systematic data coding 

Themes: 
third 
iteration 

Themes: 
second 
iteration 

Themes: 
first 
iteration  

Codes: 
fourth 
iteration 

Codes: 
third 
iteration 

Codes: 
second 
iteration 

Codes: first  
iteration 

Object 
used as a 
trigger to 
access 
memories 

Objects 
were 
utilised in 
bereave-
ment as a 
catalyst for 
memories 

Object 
used as 
an 
emotional 
memory 
place-
holder 

Activity as 
an oppor-
tunity to talk 
about their 
loved one 

Bonding / 
story telling 

Alternative 
objects: 
clothing, 
diary 

Other objects 
wished from 
ICU 

Form/ 
strengthen 
bonds with 
those as-
sisting with 
the object 
creation 

Not typically 
done in the 
past / 
Normalisa-
tion of death 
mementos 

Feelings 
elicited by 
object 

Object 
chosen 

   
 

Quality, 
detail, and 
presentation 
of the object 
contributed 
to its use 

Quality of 
object 
created and 
its presenta-
tion to the 
family is 
important 

Ease of 
object 
availability to 
interact with 

Other objects 
of value 

   Objects able 
to link 
emotional 
states to the 
cause 

Linkage of 
feelings to 
the source 
of the 
feelings 

Memory 
placeholder, 
record 

Object as 
memory 

   assisted in 
their re-
membrance 
of and 
maintaining 
connections 
to the 
person 

 Object 
chosen 

Improvement 
suggestions 

     Colour 
choice 

Colour choice 

   deceased’s 
values and 
preferences 
were 

 Other 
objects of 
value 
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important in 
the object’s 
creation 

     Other ob-
jects wished 
from ICU 

 

   Photography 
taken but 
not 
prompted 

Photography Photo 
preferences 

Photo 
preferences 

     Delay in 
interacting 
with object 

 

     Object to 
hold onto 

Convenience 
for viewing 

     Perception of 
the act of 
caring 

 

     Convenience 
for viewing 

 

     Why they 
took pictures 

 

     Why inter-
acting with 
object 

 

     Why they 
wanted ob-
ject 

Object reac-
tions 

     Object reac-
tions 

Continued 
reaction to 
object 

   Not looked 
at due to 
emotional 
overload 
and 
busyness of 
practical ar-
rangements 

Not looked 
at during in-
itial weeks 
due to emo-
tional 
overload 
and 
busyness of 
practical ar-
rangements 

Continued 
reaction to 
object 

Initial 
reaction: 
neutral, 
uncertain 

     Initial 
reaction: 
neutral, 
uncertain 

Interactions 
with object 

     Interactions 
with object 

Object as 
comfort item 

     Object as 
comfort item 

Object initial 
reaction: 
positive 

     Object initial 
reaction: 
positive 

Object initial 
reaction: 
strange 

   objects were 
not a burden 

Mementos 
aren’t a 
burden to 
have 

Object initial 
reaction: 
strange 

Object quality 
suggestions 
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     Object 
quality 
suggestions 

Object 
viewed as 

     Object 
viewed as 

Object able to 
be com-
munication 
starter 

     Object able 
to be 
communi-
cation starter 

Object as 
finale 

     Object as 
finale 

Object as 
memory 

     Object as 
memory 

Object as 
person 
substitute 

   Objects as 
an extension 
of the 
deceased / 
person 
substitute.   

 Object as 
person 
substitute 

Sign, meant 
to be 

     Sign, meant 
to be 

Symbol of 
comfort, 
caring 

     Symbol of 
comfort, 
caring 

Post ICU 
continued 
memories 

   Intentional 
inheritances 
prior to ICU 
not always 
done; 
instead, 
objects 
provide 
meaningful 
keepsakes 

Intentional 
inheritances 
received 
prior to ICU 

Objects 
collected in 
the past 

Objects 
collected in 
the past 
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Table A.3: Sample process of theme generation from family interview data following 

the 6-phase process for reflexive thematic analysis (Braun & Clarke, 2006, 2020) 

Phase 5: 
Refining, 
defining, 
and 
naming 
themes 

Phase 4: 
Developing 
and 
reviewing 
themes 

Phase 3: 
Generating 
initial 
themes 
from 
coded and 
collated 
data 

Phase 2: Systematic data coding 

Themes: 
third 
iteration 

Themes: 
second 
iteration 

Themes: 
first 
iteration  

Codes: 
fourth 
iteration 

Codes: 
third 
iteration 

Codes: 
second 
iteration 

Codes: 
first 
iteration 

Storage 
and 
preserva-
tion of the 
object as 
an 
indication of 
its 
sentimental 
value and 
use in early 
bereave-
ment 

Considera-
tion and 
effort given 
to the 
storage and 
preserva-
tion of the 
objects 
provides an 
indication of 
its 
sentimental 
value, as 
well as how 
and when 
it’s used 
during 
bereave-
ment 

Storage 
and 
protection 
of object as 
an 
indication of 
its senti-
mental 
value and 
use in 
bereave-
ment 

Plans to 
keep the 
object. 

Future 
plans 

Location of 
object now 

Location of 
object now 

     Future 
location: 
keeping 

Future 
location: 
keeping 

     Future 
location: 
uncertain if 
keeping 

Future 
location: 
uncertain if 
keeping 

   Stored and 
utilised 
privately 

Sacred but 
private 

Initial 
location: 
unchanged 

initial 
location: 
unchanged 

     location 
planned to 
change 

location 
planned to 
change 

     preserva-
tion of 
object: 
initial 

preserva-
tion of 
object: 
initial 

   Stored in 
central 
location for 
everyone 
freer 
access, 
maintained 

Decorate in 
memories 

Shrine 
made 
central 
location 

Shrine 
made 
central 
location 



 

Tables 205 

the 
deceased 
part of the 
family unit, 
a compo-
nent of a 
memorial/ 
shrine 

   Object was 
created for 
another 
family 
member or 
used by 
others as a 
gift 

Secondary 
creation of 
memories 
by making it 
into 
something 
special for 
others to 
utilise 

Others 
using object 
as way of 
'helping' 
and keep-
ing busy 

Maintained 
inspired by 
the  
deceased 
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