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Abstract
The intensive care unit (ICU) family meeting is an important forum for discussion about the
patient’s condition, prognosis, and care preferences; for listening to the family’s concerns; and for
decision making about appropriate goals of treatment. For patients, families, clinicians, and health
care systems, the benefits of early and effective communication through these meetings have been
clearly established. Yet, evidence suggests that family meetings still fail to occur in a timely way
for most patients in ICUs. In this article, we address the “quality gap” between knowledge and
practice with respect to regular implementation of family meetings. We first examine factors that
may serve as barriers to family meetings. We then share practical strategies that may be helpful in
overcoming some of these barriers. Finally, we describe performance improvement initiatives by
ICUs in different parts of the country that have achieved striking successes in making family
meetings happen.
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1. Introduction
Among the most essential responsibilities of clinicians in the intensive care unit (ICU) is
communication with patients and their families. Because ICU patients are usually unable to
participate directly [1], complex discussions about diagnosis, prognosis, treatment plans, or
patients’ care preferences occur more often with families (a term used broadly to include
individuals who may or may not be relatives but are important in the patient’s life and may
be legally authorized to make health care decisions). The “ICU family meeting” (or “family
conference”) is generally understood to refer to this type of discussion, although the
specifics of content, duration, venue, participants, and process may vary [2]. Frequently, the
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discussion addresses issues of pivotal importance—matters of life and death, literally—such
as the benefits and burdens of intensive care therapies and the goals and values of the patient
and family.

Evidence establishes the importance of the family meeting to critically ill patients and
families. Over 3 decades of research, ICU families have consistently ranked communication
as their preeminent concern, at least as important as caregivers’ clinical skills [3]. A recent
randomized, controlled, multicenter trial showed that, together with the use of printed
informational materials, proactive, protocolized meetings by ICU physicians with families
of patients dying in the ICU significantly reduced the prevalence and level of family
member anxiety and depression and posttraumatic stress disorder as long as 3 months after
the death [4]. In-depth analyses of transcripts of family meeting audiotapes illuminate the
relationship between specific clinician statements and family satisfaction [5,6]. It is also
clear from a series of other studies that a scheduled and structured approach to family
meetings can help to optimize efficient utilization of scarce and expensive ICU resources, as
measured by length of stay in the ICU and hospital and duration of invasive treatments with
limited clinical benefit [7–9]. Conversely, poor communication is associated with adverse
outcomes for patients, families, clinicians, and health care systems [10–12].

Yet, research continues to reveal inadequacies in ICU communication [6,13,14]. One major
problem is that family meetings fail to occur in a timely fashion; for many patients, no
meeting is held at all, even during a prolonged ICU stay [9,13,15]. In a large, national
survey of physician and nurse directors of ICUs, respondents affirmed the importance of
regular meetings of clinicians with families but reported that such meetings were not
conducted in two thirds of ICUs under their direction [13]. A minority few of ICU families
in a leading academic medical center met with an attending ICU physician in the usual
course of care [9]. Of 1500 patients in the multicenter Study to Understand Prognoses and
Preferences for Outcomes and Risks of Treatments who were treated for more than 2 weeks
in ICUs, fewer than 40% reported discussion with their doctor about prognosis or treatment
preferences [16].

Why don’t family meetings take place promptly for most ICU patients? With unambiguous
data showing benefit, what explains the failure to integrate this essential, evidence-based
practice into regular care more consistently? Although empirical and theoretical articles
have addressed how to approach family meetings in terms of content and process [2,5,6], we
are unaware of published literature about how to increase their frequency and regularity as
opportunities for optimal discussions. In this article, we begin by examining factors that may
serve as barriers to family meetings. We then discuss practical strategies that may be helpful
in overcoming barriers and making family meetings happen.

2. Barriers
Factors related to clinicians, to patients and families, and to processes, structures, and
systems of care may serve as barriers to the implementation of family meetings in a timely
and consistent basis. Table 1 summarizes potential barriers, which are discussed more fully
below.

2.1. Time
Few ICU physicians have the time to conduct thorough discussions on a regular basis with
families of all patients under their care. In the United States, the average ICU cares for about
10 patients on any given day [17]. Available data about the duration of family meetings are
limited, but approximately 30 minutes appears to be typical [4,6,9]. Based on these figures,
an ICU physician would have to spend 5 hours a day to meet with each patient’s family.
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Additional time is needed to arrange and prepare for these meetings and to document them
in medical records. For some patients and families, the issues are straightforward and can be
covered relatively quickly; on occasion, a brief update may suffice. More and more,
however, scarce ICU resources are restricted to patients with the highest acuity of illness,
the most complex problems, and continual fluctuations of status. Discussions about these
patients are not usually simple nor are they short. Families want not only information but
also the opportunity to be heard; time for physicians to listen is then added to time in which
they speak [18]. In addition, families of ICU patients are often emotionally distressed—
anxious, depressed, traumatized, or grieving [4,12,19]. These forms of distress can interfere
with the cognitive processing of information, which must therefore be given slowly and
repeated to ensure comprehension. Attention to emotions, required for optimal
communication with ICU families [6], also takes time.

In a large ICU staffed, as is common, by a single attending physician who has responsibility
not only for all aspects of clinical care but also for teaching and administration, the
physician’s time for family meetings is limited. Time is also an important issue for
physicians who do not maintain a full-time presence in the ICU but instead make discrete
visits for individual ICU patients while spending most of the workday in distant areas of the
hospital or in community-based offices. Often, these visits occur during hours, such as the
early morning, when family visiting in the ICU may be restricted. Multiple phone calls or
other contacts may then be needed to establish a mutually acceptable meeting schedule,
whereas more time will also be spent in traveling to and from the meeting. A physician who
practices primarily outside the ICU may spend idle time waiting for a family member or for
another participating clinician who fails to arrive at the appointed hour.

2.2. Multiple caregivers
Care of the ICU patient is often fragmented among multiple professionals. The primary care
physician, if not an intensivist, may assume a less prominent role as critical care issues
increase in importance. In a teaching hospital’s ICU, physicians at various levels of training
are involved on a rotating basis. Even attending physicians who are primarily assigned to the
ICU typically rotate and may change as often as twice a day. Most critically ill patients are
also treated by a variety of specialists, each focusing on dysfunction of an individual organ
or system; these physicians, too, transfer care among colleagues on different days, nights,
and weekends. Multiple shifts of nurses add other layers of complexity. With so many
caregivers for a single patient, none may be clearly identified as primarily responsible for
meeting with the family. Each clinician may assume that another is playing this role (or
prefer that another do so) and thus fail to initiate a family meeting. The family will often
hesitate to take this initiative, particularly if it is not clear whom they should address.

Even if responsibility for communication is clear, dispersion of care among multiple
professionals makes it more difficult for a single clinician to explain all essential
components of the clinical situation, as families want and as informed family decision
making requires. Ideally, a physician in this situation will prepare for a family meeting
either by speaking in advance with colleagues who rotated off service and with consultants
who are focusing on specific problems or by arranging to have these clinicians participate
directly in the meeting. This process, however, is often difficult and time consuming,
creating an impediment and a disincentive to communication with the family.

2.3. Skills
Effective communication with ICU families requires a high level of proficiency in multiple
skills. The clinician must be able to explain complex physiology and technology in terms
understandable by a layperson; to provide prognostic information while acknowledging
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uncertainty; to elicit information about values, goals, and treatment preferences of the
patient; to listen with patience and sensitivity; to address emotions including anger, grief,
and guilt; to attend to dynamics within the family; to assist in decision making about life-
sustaining therapies; to describe and prepare families for a patient’s death; and to negotiate
resolution of conflicts. In the ICU, clinicians face the further challenges of counseling
families with whom they have no prior relationship but for whom there is now a crisis. Yet
few physicians receive appropriate training or role modeling in any of these skills, and it is
only very recently that an ICU-specific curriculum has been developed for this purpose [20].

In a national survey of ICU directors, inadequate training of physicians in communication
skills was identified as a major barrier to high-quality palliative care for critically ill patients
and their families [13]. Physicians lacking these skills are unable fully to utilize
opportunities to meet informational, emotional, and other needs in family meetings. Feeling
insecure (either consciously or unconsciously), they are also more likely to avoid these
meetings altogether, focusing instead on tasks they know how to perform better and believe
they can complete successfully. Deficiencies in communication skills thereby serve as a
specific and important barrier to family meetings in the ICU, although one that many
physicians may find difficult to recognize or acknowledge.

2.4. Culture and language
The challenges of communication are compounded by the diversity of needs of families
from different cultures. Within ICUs in the United States and elsewhere, clinicians confront
a broad range of attitudes not only about illness and death but also about disclosure of
information, decision making, and life-prolonging therapies, as well as cross-cultural
differences in family dynamics (on which the specifics of individual families are
superimposed). Yet few clinicians have the training or knowledge to approach ICU
communication in a culturally sensitive way. Although translators may be available to assist
in meetings with families who speak a different language, evidence has recently emerged
that translators frequently make material alterations when interpreting during family
meetings, with potentially negative effects on communication between clinicians and
families [21]. In addition, the translator may not always be readily available, adding to the
burden and complexity of scheduling.

2.5. Stress
It is hard to overestimate the emotional stresses for clinicians practicing in the critical care
setting. Death is a regular event, occurring more frequently in ICUs than anywhere else in
the hospital [22]. Evidence suggests that physicians are often troubled by personal fears of
dying [23] and also that repeated exposure to death during medical training is
psychologically traumatic, particularly in the absence of supervision and input from
experienced counselors at a senior level [24]. Long work shifts present dozens of decisions
about triage and intensive care therapies, each carrying significant and often permanent
consequences. With rapid changes in patient status, there is little “down time” for rest or
relief of tension, especially in the face of institutional pressures to maximize bed turnover
and minimize length of stay. Physical and emotional fatigue take their toll. The cumulative
impact of these stresses contributes to the phenomenon of “burnout,” now recognized as a
major problem for both physicians and nurses in the ICU [25,26].

Integration of palliative care as part of comprehensive critical care for all patients and
families is increasingly accepted as the most appropriate approach, as contrasted with a
more traditional model in which restorative and palliative care are seen as separate and
sequential [27]. For ICU clinicians, however, practice in the newer model is challenging
because they must integrate multiple goals in formulating and implementing each plan of
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care. On the one hand, every reasonable restorative effort that is consistent with the patient’s
values and preferences must be made, whereas on the other, the comfort and dignity of the
patient must be maintained. This is a delicate balance that may be emotionally as well as
cognitively difficult, requiring continual recalibration and adjustment as the critical illness
evolves. Attention to families, who have other needs and may have their own agenda, adds
to the stresses that clinicians in the ICU face on a day-to-day basis. At times, these clinicians
may instinctively avoid families as a strategy for emotional self-protection.

2.6. Space
Many ICUs lack a dedicated, private area that is suitable for family meetings [13]. Although
this may seem like a minor issue, neither the impact on families nor the challenge of creating
such a space is trivial. Families sometimes express concern that patients who appear
unconscious may actually hear bedside discussions that are not intended for their ears while
being unable to participate or signal awareness in a meaningful way. In addition, the
patient’s “room” is really a cubicle at best, often without walls or even curtains, and
invariably noisy and distracting. Because there are rarely enough chairs by the bed of a
critically ill patient, the physician will often remain standing, implicitly ready to leave.
Hallways, although a convenient and common venue for conversations between physicians
and families, afford even less privacy than the bedside and convey even more strongly the
impression that the physician’s departure is imminent. Discussions in open waiting areas not
only violate the privacy of the patient and participating family members but may also disturb
and distress other families who cannot avoid overhearing them.

The absence of an appropriate space for family meetings has been associated with higher
levels of anxiety and depression among ICU families [12]. Although the mechanism of this
association has not been empirically examined, it may result in part from the impact of
inadequate space on the frequency, duration, and overall quality of meetings between
clinicians and patients’ families. In most hospitals, space is at a premium and likely to be
claimed for uses other than family meetings. Administrators at the hospital level and even in
the ICU itself may not appreciate the importance of allocating space for this purpose,
whereas clinicians may recognize the need but lack the authority and resources to address it.
Clinicians probably feel as uncomfortable as families during discussions of sensitive issues
in an inappropriate setting; if the only space available is unsuitable, they may tend to avoid
these discussions altogether.

2.7. Ill-defined goals
Virtually every task is easier to perform when its nature and purpose are clearly defined. For
ICU family meetings, however, this clarity is often lacking. Goals for family meetings are
diverse and variable, influenced by factors including the patient’s medical status at a
particular juncture, the availability of new diagnostic or therapeutic information, the
family’s requests for discussion of specific topics or assistance with specific decisions, the
history of prior communications with the family, and the clinician’s impressions of the
family’s understanding, interest, and receptivity and of the family’s emotional profile and
internal dynamic. Depending on these factors, the main goal of an individual family meeting
may be to convey specific information, such as results of a diagnostic procedure; to review
short-term projections and plans, such as the patient’s expected status and plan of care for
the following day; or to establish overall care goals that are realistic and appropriate in light
of the patient’s prognosis, values, and treatment preferences. Some family meetings focus on
care at the end of life, including discussions about the potential benefits and burdens of life-
sustaining therapies and about the process of withdrawing such therapies. Others are
conducted primarily to provide emotional support to the family. The range of goals is broad,
as are the corresponding levels of complexity. Many family meetings encompass multiple
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goals, whereas individual goals may be accomplished through multiple meetings. However,
most ICUs lack a process either to articulate these goals clearly for families and for
clinicians or to determine whether goals of meetings have been achieved. In the absence of
well-defined goals, meetings are unlikely to satisfy any of the participants and, compared to
activities with a clearer purpose, less likely to attract the time and attention of ICU
clinicians.

3. Strategies that may be helpful
The Institute of Medicine has identified improvement of palliative care in the ICU, which
includes effective communication with patients and their families, as a national health
priority [28]. For all health care providers and fields, it has also prioritized “closing the gap”
between current knowledge of optimal care and current clinical practice [29]. The ICU
family meeting is known to be an effective strategy, positively associated with outcomes
valued by patients, families, clinicians, and health care systems. How, then, can we
implement this “best practice” in a more timely and consistent way? Our review of barriers
to implementation can serve as a framework for suggested approaches, which are
summarized in Table 2.

3.1. Maximize time efficiency for physicians
Several strategies may help to maximize efficient use of physician time for family meetings
without sacrificing physician involvement in discussions of essential topics. A first step is to
ask physicians practicing in the ICU to identify days of the week and times of the day that
would be most convenient for meeting with families. Their responses can be used to
structure a weekly schedule in which specific time blocks that are generally manageable for
the physicians are set aside for family meetings, to be used as needed. If no block is
convenient for a particular physician, that individual might be able to make adjustments in
the regular scheduling of other activities or, as a fallback, afforded flexibility to meet on a
case-by-case basis at times outside the regular blocks. The main blocks could then be
included in a printed schedule that is posted in the ICU and the family waiting area and also
made directly available either as part of a general family information leaflet or as an
independent document that is personally distributed by staff to each family visiting the ICU.
Because families themselves may have conflicting commitments, such as for work or
childcare, adjustments may need to be made on an ad hoc basis. Adjustments would
obviously also be required when rapid or unexpected changes in the course of the patient’s
illness call for an urgent meeting. The basic schedule, however, provides a solid framework
for scheduling, gives notice to everyone, and establishes a presumption of availability during
specified periods, both for physicians and for families.

During the family meeting, personal participation by the physician is essential. Families
want to hear directly from the doctor in charge, particularly about the patient’s condition and
prognosis. In general, it is also the physician who can best describe the overall plan of care
and the benefits and burdens of specific treatments. The physician’s recommendations for
treatment are usually very important to the family. With effective organization and
assignment of other tasks, however, it is often possible to limit the time spent by physicians
in family meetings to discussion of these core topics. Details of scheduling, for example, do
not need to occupy the attending physician’s time but instead can be handled by a member
of the ICU staff or a case manager with more availability and flexibility, to whom this
responsibility can and should be formally assigned. Although they are also very busy, a
physician trainee, nursing manager or staff, or a social worker may be able to play this role.
This individual could also be responsible for notifying all those invited of the time of the
meeting and for assembling participants other than the physician in the designated meeting
area. By prior arrangement, the physician would be paged to arrive as the meeting is begun.
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This can save waiting time for physicians, but they must be prepared to respond promptly
when contacted, so that the family and other participants are not made to wait. In addition,
the family can be advised in advance that the physician will be present for discussion of
certain topics but will leave after these are covered, whereas other members of the team will
stay to answer questions, review issues, and provide additional emotional and practical
support. By making family meetings less onerous for physicians in terms of time, strategies
like these may help to make these meetings happen sooner and more often.

3.2. Use printed informational aids
Use of printed informational materials can serve as another strategy for achieving time
efficiencies as well as other benefits in communicating with families. Two large,
randomized, controlled trials have recently demonstrated the value of leaflets and brochures
as resources for ICU families, including information about topics as emotionally sensitive as
bereavement [4,30]. In addition, many high-quality randomized, controlled trials in other
contexts establish that printed materials can serve as decision aids, improving knowledge
relevant to treatment decisions, creating more realistic expectations of outcomes, and
involving patients or families positively in decision making [31]. Such aids are effective for
a diverse range of decisions, including decisions about life-sustaining treatments such as
mechanical ventilation and tube feeding. They function best as a supplement rather than a
replacement for the traditional process of counseling of patients and families by physicians.
Printed materials may, however, suffice for certain information that families would
otherwise seek or be given in a face-to-face meeting. Several innovative ICUs have also
developed “family meeting booklets” that describe the general nature and purpose of the
family meeting, review the typical roles of various participants, and encourage families to
prepare in advance by identifying topics and formulating questions of interest. Materials like
these can help to structure and focus discussion on key issues, which in turn may shorten
meetings (without sacrificing core content) and thereby make it easier for clinicians to meet
with families more regularly.

3.3. Educate physicians about reimbursement for time spent meeting with families
Regulatory language relating to payment for critical care services may be interpreted by
some physicians as precluding reimbursement for time spent in family meetings. However,
provisions applicable to care of Medicare beneficiaries specify circumstances in which such
discussions are in fact reimbursable as critical care time. For purposes of billing for “critical
care services” under the critical care Current Procedural Terminology codes 99291 and
99292, “time involved with family members or other surrogate decision makers, whether to
obtain a history or to discuss treatment options (as described in Current Procedural
Terminology), may be counted toward critical care time when these specific criteria are met:
(a) the patient is unable or incompetent to participate in giving a history and/or making
treatment decisions, and (b) the discussion is necessary for determining treatment decisions”
[32]. A recent transmittal from the Centers for Medicare and Medicaid Services explains
that, “For family discussions, the physician should document: (i) the patient is unable or
incompetent to participate in giving a history and/or making treatment decisions, (ii) the
necessity to have the discussion…, (iii) medically necessary treatment decisions for which
the discussion was needed, and (iv) a summary in the medical record that supports the
medical necessity of the discussion” [33]. The Medicare payment policy is clear, however,
that “All other family discussions, no matter how lengthy, may not be additionally counted
towards critical care” [33]. To remove an unnecessary financial disincentive for family
meetings, it is useful to educate physicians about the specifics of billing for time in such
meetings and particularly about practices with respect to documentation that will support
reimbursement for this type of service.
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3.4. Include the family meeting in checklists, goal sheets, and other reminder tools
Successful implementation of “best practices” in other areas of ICU care suggests that use of
simple reminders and triggers will also be effective in improving practice with respect to
family meetings. It is now well documented that in a complex, high-intensity workplace like
the ICU, the simplest of tools, a checklist, can play a crucial role in promoting frequency
and consistency of adherence to best practice [34]. Following earlier demonstrations of their
value in trauma and anesthesiology settings, checklists are increasingly used to facilitate
translation of evidence into practice for ICU processes ranging from prevention of catheter-
related bloodstream infections to withdrawal of life-sustaining therapies. A similar strategy,
implementation of a “daily goals form,” increased the proportion of doctors and nurses who
understood the goals of patient care each day in the ICU from less than 10% to greater than
95% while also significantly reducing ICU length of stay [35]. The evidentiary foundation
for effective communication with ICU families in general and for family meetings in
particular is as strong as the data supporting any other ICU practice targeted by recent
performance improvement initiatives, all of which have been enhanced by use of these
practical tools. Along with other processes or activities, the family meeting can be included
in an ICU checklist or on a daily goals sheet for each patient to help promote adherence to
this important practice. This approach has the additional advantage of providing written
documentation of adherence, which can be reviewed with clinicians for performance
feedback and improvement.

3.5. Clarify goals of meetings using a simple tool
A simple tool can also be created for clarification of meeting goals. Such a tool might
include a list of goals across the range that is common for ICU family meetings, from which
clinicians can make choices based on their own as well as the families’ assessments of needs
at a particular interval of the patient’s illness. The tool could provide space for identification
of other goals that are less commonly targeted but that may be important in individual
situations. The completed tool could then be made available to all participants in advance or
at the start of the meeting. Models for such tools exist for other processes of care and
communication, including analysis of defects in patient care and operating room briefings
for surgical teams [36,37]. We have developed and are piloting a tool for identification of
family meeting goals. Ideally, a tool of this type will be brief and straightforward so that its
use does not impose additional burdens but rather helps to reduce them by making the
purpose of the meeting clear to everyone involved and providing focus and priorities for the
discussion. Identification of goals may also help to identify appropriate participants for
particular meetings. Other potential benefits include promoting collaboration and
coordination among multiple members of the health care team, improving the consistency of
information that is provided to families, and integrating individual communications into a
larger framework for decision making in accordance with patient values and preferences.
This approach also provides a method for evaluating effectiveness by reference to whether
the stated goals of the meeting were met.

3.6. Engage and empower nurses in the family meeting process
Almost universally, it is the bedside nurse who develops the closest relationship with both
the ICU patient and the family. Physician presence is sporadic, whereas the nurse is
involved constantly. For a variety of reasons, however, nurses are not always active
participants in the family meeting process and may not be present when the physician
conducts a family meeting away from the patient’s bedside. This is unfortunate because the
nursing perspective is unique, families value communication by nurses, and nurses
themselves express interest in expanding their role as well as frustration about perceived
limitations [2]. Assuming it can be accomplished without interfering with other aspects of
patient care, greater nursing involvement in family meetings can help to lighten the burdens
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of arranging and conducting meetings that are now shouldered primarily by physicians.
Again, there are certain core topics that families will want to, and should, discuss with the
physician, and we believe that the professional obligation of physicians includes
participation in family meetings. Ideally, the nurse should also be involved because nurses
can contribute in many valuable ways. One crucial role for the nurse is simply to focus the
attention of the team on the need for a family meeting—this task can be specifically
assigned to the nurse, possibly in conjunction with use of a checklist as a written reminder.
Communication with the family is a care issue that would be appropriate for the nurse to
raise on daily patient rounds and, as discussed above, to include on daily goals sheets.
Nurses may be able to help with arranging the time and location of meetings, discussing
with families what to expect and how to prepare, assembling and introducing participants,
and bringing important family questions and insights about the patient and family to the
attention of the physician. In addition, the nurse is often the only individual who is present
for the bedside visits of multiple clinicians (and family members) and may therefore be able
to help identify key participants for family meetings as well as to organize and integrate
information from diverse caregivers into a larger framework. Functioning in these roles, the
nurse can play an essential role in improving the consistency of information, which
enhances family satisfaction and decision making [38]. It is likely that specific assignment
of these kinds of responsibilities to nurses will enhance not only the frequency and
timeliness of family meetings but also the quality and effectiveness of meetings and the
personal gratification that these all-important providers derive from their work.

3.7. Involve other professionals and staff: social work, pastoral care, case management
The most effective ICU teams are truly interdisciplinary, encompassing and integrating the
contributions not only of physicians and nurses but also of other professionals. As for most
important areas of critical care practice, the approach to family meetings should take full
advantage of the available range of these diverse resources. Along with nurses, social
workers and pastoral care representatives can play a valuable role in facilitating family
meetings. Social workers have specific training in family dynamics and skills for empathic
listening and emotional counseling. They are also expert in management of transitions
among care settings, often an important issue when continuation or discontinuation of
critical therapies is discussed. They can explore possibilities for practical and financial
support for families facing common burdens of a loved one’s critical illness. Spiritual
support has been identified as a key domain of high-quality palliative care for critically ill
patients and their families. Family members feel more supported in and satisfied with ICU
decision making if pastoral care services are provided and if spiritual needs are discussed in
a family meeting [39]. Family satisfaction with pastoral care is a significant determinant of
satisfaction with the overall ICU experience [40]. Most participants in a family meeting will
welcome the input of a pastoral care professional to the assessment and management of
families’ (and patients’) spiritual needs, and physicians may be more willing to participate in
meetings if this input is available. Social workers and chaplains can be a source of comfort,
strength, and practical advice not only for ICU families but also for other members of the
professional team. They are usually able and willing to assist with many challenging aspects
of family meetings and should be recruited to help in planning and implementing a program
for this purpose. In most ICUs, case managers collect data about a range of aspects of
patient care; some ICUs have been successful in assigning these staff members to assist in
facilitating arrangements for family meetings. Ethics consultants facilitate family meetings
in ICUs in some institutions [7].

3.8. Provide positive reinforcement
If increasing the frequency of family meetings is identified as a goal, then clinicians who
work to accomplish this goal ought to be rewarded. Not only does this strategy provide
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appropriate recognition and appreciation for the effort, but positive reinforcement is a
powerful stimulus to repeat the behavior. Physicians and other ICU team members, like
almost everybody else, take pride in doing their job well and are pleased to receive praise for
a job well done. For those who are successful in conducting meetings in a timely way with a
high proportion of families, positive reinforcement can take a variety of forms. For example,
the ICU could create a special award for the physician who conducts the largest number of
meetings with families in a specified period, post a photo of this physician on the unit, and
disseminate news of the winner more broadly in the institution. Even a simple letter from an
individual with administrative authority that acknowledges a special effort is usually a
welcome expression of recognition and can become a valuable component of an
employment file or professional portfolio. Whatever strategy is chosen, the impact will be
felt, the behavior will be reinforced, and an additional incentive for excellence will be
established.

3.9. Encourage and support training in communication skills
Clinicians with confidence in their communication skills and in their knowledge of relevant
substantive content are more likely to embrace the responsibility to conduct family meetings
than those who feel insecure in these areas. Compared to other strategies we have reviewed,
training in skills is not as simple or straightforward, but it may be most important and likely
to succeed. Rigorous evidence has established that communication skills can be taught
effectively and that, using an appropriate pedagogic approach, these skills will endure over
long-term follow-up [41]. Because trainers themselves need special skills, optimal training
in communication may not be available at an individual institution but can be obtained
through national programs. The pioneering End-of-Life Education for Physicians program
[42] has for the past decade educated physicians across the country in communication and
other skills. The End-of-Life Nursing Education Consortium (ELNEC) program provides
similar training specifically for nurses [43]. In 2006, ELNEC introduced an ICU-specific
“train-the-trainer” curriculum entitled “ELNEC—Critical Care,” which is composed of 8
modules including “Communication,” “Ethical Issues in Critical Care Nursing,” and “Loss,
Grief and Bereavement” [44]. Nurses completing this program receive a range of materials
for teaching others when they return to their local institutions. More recently, the National
Palliative Care Research Center has supported development and preliminary implementation
of a curriculum for training critical care fellows in communication skills [20]. This program
includes 7 modules including one that is specifically devoted to “Conducting a Family
Conference.” Ideally, future additions to this curriculum and others will focus specifically
on training for culturally sensitive communication. Investment by an ICU or hospital in
communication skills training for key ICU clinicians would likely be returned with a high
yield in quantity as well as quality of family meetings.

3.10. Consult palliative care specialists
In our review of potentially helpful strategies, we have focused primarily on ICU teams and
their internal capabilities. We believe that family meetings are a core responsibility for ICU
clinicians, as much so as management of hemodynamic instability, respiratory failure, or
life-threatening hemorrhage. At the same time, the recent growth spurt of palliative care
programs across the country has made this resource available for specialty input in the care
of ICU and other patients in most US hospitals [45]. Consultants on palliative care teams
can provide valuable support to critical care clinicians in making family meetings happen.
They can help to identify, contact, and assemble appropriate participants, coordinating
schedules and making other arrangements. After preliminary discussions with the family,
with the ICU team, and with consultants, they can assist in formulating an agenda and
integrating information from multiple caregivers. Certification in palliative medicine (now
recognized as a specialty by the American Board of Medical Specialties) and palliative
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nursing requires specific knowledge and training in skills for conducting a family meeting;
for addressing emotional distress including depression, anxiety, and grief; and for
maintaining continuity of care across different care settings. Palliative care specialists are
also expert in relieving pain and discomfort for patients who are continuing to receive
restorative treatments as well as for those from whom such treatments are withheld or
withdrawn. Their role in ICU family meetings is undoubtedly an important explanation for
the association of palliative care consultation with favorable ICU outcomes, including
earlier identification of care goals and shorter stays in the ICU and hospital [8,46]. Where
this resource is available, as in most US hospitals today, ICUs should therefore reach out to
palliative care services for assistance in optimizing family meeting practices. The most
effective strategy will be shaped by the integrative palliative care model, in which palliative
care, including effective communication, is integrated early in the course of critical illness
rather than only when patients are obviously or imminently dying [27,47].

3.11. Identify automatic triggers for family meetings
Identification of certain clinical situations as “automatic” triggers for a family meeting (with
or without palliative care specialty input) is another approach that ICUs have used
successfully. Lilly et al [9] demonstrated the effectiveness of a proactive process in which a
formal family meeting was held within 72 hours of admission for patients predicted by the
ICU attending physician to have a length of ICU stay longer than 5 days, a mortality risk
greater than 25%, or a significant decline in functional status. As reported by Campbell and
Guzman [8], efficient use of critical care resources was enhanced by palliative care
consultation, which included assistance with family meetings, for all patients experiencing
global cerebral ischemia after cardio-pulmonary resuscitation or multiple organ system
failure for 3 days or more. Another successful program of proactive palliative care
consultation targeted patients who were either admitted to the ICU after 10 or more days in
the hospital, older than 80 years in the presence of 2 or more life-threatening comorbidities
(eg, end-stage renal disease, severe congestive heart failure), diagnosed with active stage IV
malignancy, status post cardiac arrest, or status post intracerebral hemorrhage requiring
mechanical ventilation [46]. An alternative (or additional) strategy is to mandate a family
meeting (or palliative care consultation) to address goals of care when selected procedures
are under consideration—for example, tracheotomy for protracted ventilator dependence or
feeding tube placement after a prolonged period of critical illness.

3.12. Relax restrictions on family presence in the ICU
Families want to be close to loved ones who are critically ill [48]. They want access to the
ICU, for visiting and for participation in communications about patients. Patients themselves
express that the presence of their family members is comforting and important [48]. Yet,
most adult ICUs impose restrictions on family presence [49]. Although such restrictions may
favor the efficient flow of work in certain circumstances and may be necessary when
procedures are performed or emergencies arise, the benefits of more liberal access for
families are increasingly recognized and the Institute for Healthcare Quality Improvement
has encouraged relaxation of restrictions as a strategy for improving the quality of care [50].
Allowing families to spend more time in the ICU should make them more available for
meetings at the convenience of clinicians, even on the shortest notice and at very early or
late hours. Extended opportunities to observe the patient and the processes of care can also
help families to understand issues that arise in family meetings, which may in turn make
these meetings easier and faster. In addition, the caring and compassionate message that is
conveyed by liberal access is likely to enhance trust, which in turn facilitates the process of
communication. Although empirical evidence regarding this practice remains scant, it
appears that an increasing number of ICUs are permitting families to be present even during
daily patient care rounds. Others have experimented successfully with initiating daily
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“family rounds” as a separate process at a specific time each day [51]. Data indicate that this
strategy is valued by families and enhances relationships and improves communication
between families and physicians while also serving as a platform for educating trainees in
communication skills [51]. At a minimum, an ICU with significant limitations on family
visiting will want to reevaluate this policy as part an initiative to improve implementation of
best practice with respect to family meetings.

3.13. Performance measurement, feedback, and improvement
As part of its national Transformation of the ICU (TICU) performance improvement
initiative, the Voluntary Hospital Association, Inc (VHA) sponsored development of a “Care
and Communication Bundle” of measures of ICU palliative care quality [15]. This bundle,
which includes 9 “process measures” (ie, measures focusing on what caregivers do, as
distinct from direct measurement of patient outcomes) and 1 “structural measure,” is now
posted in full on the Web site of the National Quality Measures Clearinghouse of the
Agency for Healthcare Research and Quality [52]. During the past 3 years, dozens of ICUs
in the TICU program have implemented these measures along with other bundles of quality
measures addressing different aspects of ICU practice. A key measure in the VHA Care and
Communication Bundle quantifies the proportion of patients with documentation in the
medical record that an interdisciplinary family meeting was conducted on or before day 5 of
the ICU stay. For this purpose, a “family meeting” is defined in terms of topics under
discussion: “A discussion addressing each of the following topics is recommended: (1) the
patient’s condition (diagnosis and prognosis), (2) goals of treatment, (3) the patient’s and
family’s needs and preferences (could address preparation of an advance directive, if not
already done), (4) the patient’s and family’s understanding of the patient’s condition and
goals of treatment at the conclusion of the meeting” [15]. A family meeting is defined as
“interdisciplinary” if it “involved at least the attending physician (either primary attending
or ICU attending), a member of another discipline (nurse, social worker, or pastoral care
representative), and the patient (and/or family). Whenever possible, a nurse should be
involved along with the physician” [15]. In the TICU program, performance on this measure
is evaluated through retrospective review of medical records of patients who have been in
the ICU for at least 5 days [15].

The ICUs in VHA’s TICU program have used a wide range of creative strategies to achieve
high performance on the family meeting measure and others in the Care and Communication
Bundle. They have also shared these strategies with each other, resulting in a highly
successful synergy in the overall program. All such efforts were initiated, organized, and
overseen by a Nurse Manager, but each of these nurses forged an early partnership with a
“Physician Champion.” At the same time, many of these efforts enhanced the role of nursing
staff in identifying communication needs and facilitating and documenting meetings
between physicians and ICU families as well as other practices targeted by the measure set.
All efforts began with a baseline evaluation of current performance on the family meeting
measure—that is, review of a sample of medical records to determine the proportion of
patients for whom a family meeting was held within the first 5 days in the ICU [15]. In each
ICU, analysis of the baseline data called attention to opportunities for improvement and
stimulated enthusiasm for further activities to achieve this goal. Thereafter, each of the ICUs
convened a special interdisciplinary project team to identify and address barriers to optimal
performance. Educational programs to address gaps in knowledge (eg, knowledge of legal
and regulatory standards applying to withdrawal of life-sustaining therapies and to
application of advance directives) were implemented. Project teams also focused attention of
clinicians on key topics for discussion in family meetings. The ICUs developed new printed
materials for families, including information that is specifically relevant for convening and
conducting family meetings and defining the roles of various members of the health care
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team as they relate to the patient, family, and communication process. Many teams also
focused on developing new tools for case finding and documentation that would streamline
and optimize these processes. Restrictions on family visiting were reevaluated, and several
teams found it helpful to liberalize these policies. The ICUs in institutions with palliative
care teams called on these specialists to assist in the performance improvement effort.
Departments of social work and hospital chaplaincy also played valuable roles. Some ICUs
assigned case managers to facilitate arrangements for family meetings and to collect data on
adherence to this practice. Ongoing, consistent reporting and feedback of performance to
ICU team members has been an essential element of these initiatives.

With well-defined and feasible goals, strong interdisciplinary commitment, and practical
approaches like those we have reviewed in this article, ICUs in the VHA TICU program
have achieved strikingly positive results even in a relatively short time (Fig. 1). The
potential for rapid improvement with effective planning and implementation is seen in Fig.
1A, which shows impressive incremental improvements as early as the first several months
after formal efforts to increase the frequency of family meetings were initiated in a 30-bed
combined medical-surgical ICU in an 961-bed tertiary care hospital in the Southeastern
United States. This ICU continues to improve performance. Fig. 1B presents before-and-
after data from 3 ICUs (surgical, medical, and mixed medical-surgical) totaling 40 beds
from a 369-bed tertiary care hospital in a state in the Northwest, where the Nurse Manager
led a 1-year performance improvement initiative that increased the proportion of patients
with documented family meetings by ICU day 5 from 74% to 92%. These results, which
were accomplished without additional resources through leveraging of existing resources
and programs, show that an ICU with respectable performance at baseline can still improve
substantially. For all of these ICUs, an important target has been to decrease variability in
practice while improving performance.

4. Conclusion
We have suggested a series of strategies that may be helpful in making family meetings
happen in the ICU. Some of these strategies will be more appropriate for certain ICUs than
for others, and all would require adaptation to the needs, resources, clinicians, and “culture”
of a specific ICU; each ICU has its own “ecosystem,” and the environments of different
ICUs can be vastly different, even within a single institution. In this article, we have focused
on approaches to address some of the barriers that are commonly encountered across a range
of ICUs based on the published literature, our own clinical and administrative experience,
and our work with the VHATICU national initiative. We have emphasized approaches that
are practical and straightforward. For the most part, these strategies can be accomplished
with resources that are already available in or to the typical ICU. The ICUs seeking
additional resources from the hospital may wish to present to hospital administrators the
accumulating evidence that a proactive family meeting program can help to reduce ICU
length of stay and may achieve other efficiencies in utilization of expensive resources,
without increasing ICU mortality. We have summarized some of that information here, and
the Center to Advance Palliative Care, www.capc.org, is a rich repository of additional
information for this purpose. Whether new resources become available, we are optimistic
that creative and committed ICUs can succeed in improving adherence to this important
evidence-based practice.
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Fig. 1.
Results of initiatives in 2 different hospitals to improve ICU performance on the family
meeting measure in the VHA Care and Communication Bundle of ICU Palliative Care
Quality Measures [52]. This measure’s numerator is “number of patients who have
documentation in the medical record that an interdisciplinary family meeting was conducted
on or before day 5 of ICU admission,” and the denominator is “total number of patients with
an ICU length of stay more than 5 days.” A. Improvement of performance during the first 4
months (October 2007–January 2008) of efforts in a 30-bed combined medical-surgical ICU
in a Southeastern US 961-bed hospital. Data were collected through review of medical
records for 129 patients with ICU length of stay 5 days or longer across 3 periods: October-
November 2007 (n = 56), December 2007 (n = 35), and January 2008 (n = 38). B. Results of
a 1-year (2006–2007) performance improvement initiative involving 3 ICUs (medical ICU,
surgical ICU, mixed ICU) totaling 40 beds in a 359-bed hospital in the Northwest US. For
collection of these data, medical records were reviewed for consecutive patients in defined
periods during the second quarters of 2006 (n = 23) and 2007 (n = 50), respectively, with
ICU length of stay 5 days or longer.
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Table 1

Barriers to family meetings in the ICU

1 Competing demands on physicians’ time

2 Involvement of multiple specialists in care of critically ill patients

3 Inadequate training of physicians in communication skills

4 Differences in culture and language

5 Emotional stresses for clinicians

6 Lack of dedicated space for family meetings

7 Ill-defined goals for family meetings
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Table 2

Strategies to help make family meetings happen

• Maximize time efficiency for attending physicians

– Identify convenient blocks of time for family meetings

– Assign responsibility to other personnel for scheduling and other tasks that do not require direct physician participation

• Use printed informational aids as an adjunct to direct physician counseling

• Educate physicians about reimbursement for time spent meeting with families

• Include the family meeting in checklists, daily goal sheets, and other reminder tools

• Engage and empower nurses in the family meeting process

• Involve social work and pastoral care in the family meeting process

• Provide positive reinforcement to clinicians who are “high performers”

• Encourage and support training in communication skills

• Consult palliative care specialists

• Relax restrictions on family presence in the ICU
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