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Abstract

The increased focus on patient and family-centered care in adult
intensive care units (ICUs) has generated multiple platforms
for clinician–family communication beyond traditional
interdisciplinary family meetings (family meetings)—including
family-centered rounds, bedside or telephone updates, and electronic
family portals. Some clinicians and administrators are now using
these platforms instead of conducting family meetings. For example,
some institutions aremoving towardusing family-centered rounds as
the main platform for clinician–family communication, and some
physicians rely on brief daily updates to the family at the bedside or by
phone, in lieu of family meetings. We argue that although each of
these platforms is useful in some circumstances, there remains an
important role for familymeetings.We outlinefive goals of clinician–
family communication—establishing trust, providing emotional

support, conveying clinical information, understanding thepatient as
a person, and facilitating careful decision making—and we examine
the extent to which various communication platforms are likely to
achieve the goals. We argue that because no single platform can
achieve all communication goals, an integrated strategy is needed.We
present amodel that integratesmultiple communication platforms to
effectively and efficiently support families across the arc of an ICU
stay. Our framework employs bedside/telephone conversations and
family-centered rounds throughout the admission to address high
informational needs, along with well-timed family meetings that
attend to families’ emotions as well as patients’ values and goals. This
flexible model uses various communication platforms to achieve
consistent, efficient communication throughout the ICU stay.
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The last decade has seen a major focus on
improving clinician–family communication
in intensive care units (ICUs) as a way to
mitigate well-documented problems with
family members’ understanding of their
loved ones’ condition and treatment
options (1–4), high rates of emotional
distress that often progress to post-
traumatic stress disorder (5–7), and
concerns that treatment is inconsistent with
patients’ preferences and values (8–11).
These problems have motivated the

development and implementation of
various platforms for clinician–family
communication in the ICU. The platforms
include family-centered rounds, daily
updates, electronic patient portals, and
interdisciplinary family meetings (Table 1).

We have observed that some clinicians
have begun using family-centered rounds or
brief daily updates to the family, at the
bedside or by phone, in lieu of family
meetings. The impact of such substitutions
cannot be assessed without a clear

framework for understanding the roles that
different communication platforms play in
achieving overall communication goals. A
better understanding of these roles is critical
for determining how best to use the various
communication platforms.

In this article we propose five
overarching goals of clinician–family
communication and examine the extent
to which various platforms for communication
are likely to achieve them. We argue that
each communication platform can
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serve an important role, but none are
adequate in isolation. We propose a model
for how these different platforms can be
integrated to effectively and efficiently
support the family members of critically
ill ICU patients and foster collaborative
decision making.

Five Goals of Clinician–
Family Communication

On the basis of a review of the literature on
family experience in the ICU, decision theory,
decision psychology, and ICU decision-making,
we propose five major goals of clinician–family
communication in the ICU setting.

Establishing a Trusting Relationship
In a survey of family members of seriously ill
patients, having trust and confidence in the
patient’s physician was the most highly
ranked element of care quality (12). Shared
decision-making, the recommended model
for decision-making in the ICU (13),
requires that families have trust in the
clinical team to engage in collaborative
decision-making and to genuinely consider
the team’s recommendations (14, 15).
Likewise, clinicians must depend on family
members to provide an accurate portrayal
of the patient’s values and preferences.

Providing Emotional Support
to Families
Research with the family members of
critically ill ICU patients consistently

demonstrates that they have high levels
of emotional stress (6, 7, 16) and
experience intense negative emotions such
as fear and anxiety in response to both
the present threat (critical illness) and the
anticipation of decision-making (17, 18).
Research from the field of decision
science suggests that strong negative
emotions such as fear and anxiety can
substantially impair information
processing and deliberation if there is no
pause to acknowledge emotions and
reflect on them (19). By providing
emotional support (e.g., allowing
opportunities for families to express their
fears and acknowledging the emotional
intensity of the situation through
empathetic statements [18]) clinicians may
be able to lessen emotional distress and
thereby improve information processing
and deliberation.

Helping Families to Understand
Diagnosis, Prognosis, and
Treatment Options
In order for families to be informed
participants in decision-making, they
need a clear and timely understanding of
the patient’s diagnosis, prognosis, and
treatment options (2, 20, 21). This allows
families to consider the potential outcomes
of treatment in light of patient preferences
and values. Without adequate information,
families’ decisions may not serve the
patient’s interests because they may not

be based on a solid grasp of the clinical
situation. A lack of honest, understandable,
and consistent information is also a
great source of stress and frustration to
families (2).

Allowing Clinicians to Understand the
Patient as a Person
To make patient-centered treatment
recommendations, clinicians need to
understand a patient’s values and preferences.
When clinicians understand patients’
values—what was important to the person
before this ICU admission—they can help
families understand how various treatments
and care outcomes may be more or less
consistent with those values (13, 22).

Creating Conditions for Careful
Deliberation about Difficult Decisions
Given the complexity of decisions that arise
in patients with advanced illness, it is
important to ensure that clinicians and
families have the opportunity to deliberate
carefully about treatment options.
Deliberation is a process that requires
understanding the relevant clinical facts;
appreciating how different choices impact
the patient’s individual situation; and
reasoning, or weighing the risks and
benefits, to arrive a final choice (23).

In the setting of shared decision-
making, deliberation is an interactive
process that requires adequate time and
attention to the task. Family members create
for clinicians a picture of the patient—how

Table 1. Common platforms for clinician–family communication

Platform Definition

Family-centered
rounds

Family-centered rounds involve adapting the traditional multidisciplinary team rounding process to include
family members. There are different versions of family-centered rounds described in the literature, but they
share several core elements: families are invited to be at the bedside when multidisciplinary team rounds
are conducted; they are provided a brief lay summary of the patient’s condition and allowed to listen in as
the patient is discussed; and they are permitted a brief opportunity to ask questions. Family-centered
rounds were first described in the pediatric setting (25, 37, 38), and then in the adult trauma ICU setting
(24, 39), and have expanded to other general and specialty adult ICU settings (26, 27)

Daily updates Daily updates involve physicians providing clinical information to family members. This may occur at the
bedside—when an individual physician is conducting a patient visit, or he or she might stop by because the
family has requested an update or has additional questions. Alternatively, the daily update can be
conducted via telephone call. Daily updates at the bedside may or may not involve other physicians
(residents, interns, etc.) or nursing staff and updates via telephone occur exclusively between the physician
and a family member

Electronic patient
portals

Electronic applications that allow family members to remotely access patient updates, receive general health/
illness information, and possibly “message” clinicians. They have also been proposed as a vehicle to allow
family members to input information about patient values and preferences (29)

Interdisciplinary family
meeting

A meeting in a private place including the nurse, physician, and other members of the team to offer the family
information about prognosis and treatment, hear questions, discuss the patient as a person, guide
decision-making as needed, and provide emotional support (31, 32)

Definition of abbreviation: ICU = intensive care unit.
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she spends her time, what is important to
her—and clinicians translate treatment
options and their attendant outcomes into
pictures of health states that will have
varying concordance with patient values
and preferences (13). During this process
there are multiple cognitive-emotional
dynamics at work that threaten to preclude
a full exploration of each option and
precipitate a premature decision (17). For
example, individuals experiencing high
levels of anxiety or conflict are often
motivated to make decisions to decrease
their level of arousal (17). In the context of
decision-making about life-sustaining
treatment, a surrogate may declare a final
choice before fully exploring all options to
avoid emotional distress. Individuals also
tend to equate a decision’s outcomes
(honoring a loved one’s wishes) with the
resulting emotions (sadness or regret on
her death). Therefore, families might
struggle to recognize the choice that honors
the patient’s wishes, because it is
associated with negative emotions. By
creating a setting in which family members
are guided and supported through a
discussion of all potential choices, clinicians
help to avoid hasty decisions that are not
patient-centered.

Platforms for Clinician–
Family Communication

Table 1 presents a brief description of
the most commonly used platforms
for clinician–family communication in
the ICU.

Strengths and Weaknesses of
Each Communication Platform

We examine each platform to understand its
benefits and drawbacks. No one achieves all
five communication goals.

Family-centered rounds: Family-
centered rounds are valuable in achieving
several important communication goals.
Daily communication with the clinical team
helps to build trust by allowing the family
to see the clinical team’s efforts on behalf
of the patient (2, 12). Family-centered
rounds are a good platform for delivering
clinical information and may foster
improved understanding because families
have the opportunity to hear the plan of
care on a daily basis, with input from

multiple clinicians. Because the bedside
nurse is included, he or she is able to
clarify questions and concerns after
rounds, should they arise. Including
family members on rounds is an efficient
strategy and adds only a little time to
rounds (24, 25).

However, family-centered rounds may
be a less effective platform for achieving
other communication goals. Rounds are a
highly cognitive, information-oriented
activity. To shift the discussion from clinical
facts to an examination of values and
preferences would require considerable
reframing, especially in the very public
setting of rounds. Although it is possible to
demonstrate empathy and sensitivity during
rounds, they are an awkward setting for the
delivery of prognostic information or for
addressing family conflict.

In addition, it is difficult to consider
how family deliberation about difficult
decisions could occur during time-pressured
multidisciplinary rounds. Not all family
members report feeling comfortable
participating in family-centered rounds; and
some express uncertainty regarding how to
participate in this clinician-centric activity
(26). Without a comfortable, private space
where participants are giving their full
attention to the larger picture of the patient
and his/her situation, the deliberation
process is shortchanged. This may explain
why, in a study evaluating family-centered
rounds, family members reported relatively
high satisfaction with the frequency of
communication and support for decision-
making, but less satisfaction with time for
decision-making (27).

Finally, attendance at family-centered
rounds is not feasible for all family
members. Families express dissatisfaction
with needing to be at rounds at a specific
time (24), as this can interfere with work or
caregiving responsibilities (26, 28).

Daily updates: Daily updates allow
clinicians to keep family members informed
about treatment and progress. Because they
are more private than family-centered
rounds, family members may feel more
comfortable asking questions. Daily
updates are also time flexible, and may be
the best option for families with work or
caregiving responsibilities that prevent
them from attending family-centered
rounds. Likewise, phone updates are
especially valuable to family members who
cannot travel to the hospital because of
health issues, distance, or transportation

difficulties. Daily communication via
updates, both bedside and telephone, can
help to build trust with clinicians.

However, there are several disadvantages
to bedside updates. Because they are
typically short conversations, they are not
suitable for discussions of values or
deliberation about difficult decisions. In
addition, clinicians and family members
may feel uncomfortable talking about the
patient, in front of the patient (21). And
although bedside updates can build trust,
they can also erode it: one of the most
frustrating experiences family members
describe is having different clinicians stop in
to update them, each offering a different
(and conflicting) report (2).

Patient portals: Patient portals offer
a promising means of providing families
with clinical information and offering
them a place to direct their questions.
Portals allow family members to receive
updates on the patient and review
accurate, scientifically sound information
at a time and in a place that is
convenient for them. Preliminary surveys
demonstrate predominantly favorable
responses from family members
regarding the use of electronic patient
portals, although there is some variation
by demographic group (29). Clinicians
are generally positive about the use of
portals, but stress the need for careful
design of such systems (30). Portals also
offer the opportunity to gather preliminary
information about preferences and values,
enabling clinicians to better understand
the patient as a person.

However, portals are limited because
the exchange of information is
asynchronous, and the application of
information about values and preferences to
decision-making requires skilled, in-person
facilitation. Furthermore, portals are unable
to provide timely emotional support.
Although patient portals are used in a
variety of other health care settings, they are
a recent development for use in the ICU and
not widely available; and it is unclear how
patient updates would be entered into the
system or how labor-intensive “messaging”
might be for clinicians.

Interdisciplinary family meetings:
Interdisciplinary family meetings can be a
good platform for providing information,
because the meeting brings together
multiple members of the clinical team
(attending, consultants, bedside nurses, and
other members of the team).
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Interdisciplinary family meetings provide
a private space for families to share
information about the patient’s preferences
and values, and they are an especially good
setting for delivering difficult news. But
perhaps the most important feature of the
family meeting is its suitability for
facilitating high-quality deliberation about
difficult decisions (31, 32). The platform
is uniquely positioned to help families
consider how the outcomes of various
treatment options align (or don’t align)
with patient preferences and values while
being supported emotionally. The inclusion
of social work or pastoral care staff can
provide focused psychosocial and spiritual
support. There is evidence that family
meetings are effective in improving
multiple patient and family-centered
outcomes (33–36).

However, family meetings have several
major limitations. First it is difficult to
schedule a time when family members and
all necessary members of the clinical team
can attend. Second, they are time-consuming,
and because they require the undivided
attention of multiple clinicians, they are
resource intensive. This makes them a
poor choice for daily communication.

A Multimodal Strategy for
Clinician–Family Communication

Given that no single communication
platform is able to achieve all the goals
of clinician–family communication, the best
approach may be to strategically combine
platforms in a deliberate way to efficiently
achieve the five proposed communication
goals. In Figure 1, we offer a model of how
the multiple platforms for communication
can be integrated across the ICU stay.

In the model we propose, the goals
for communication build on each other.
For example, when a patient is admitted,
family are often overwhelmed and do not
know the extent of the patient’s illness,
and clinicians know little about the patient
as a person. Therefore, the early goals
focus on establishing a trusting
relationship and allowing both clinicians
and families to gather the information
they need, respectively. This can be
achieved through an update (optimally
in-person) on Day 1, an invitation to join
family-centered rounds, and a family
meeting on Days 2–3, depending on
availability of family and staff. In this
phase the primary goals are orienting the

family, exchanging basic information, and
establishing trust.

As the family becomes less
overwhelmed and there is greater clarity
about the patient’s condition, we move into
the phase of deliberation about goals and
formulation of a treatment plan, with an
appropriately timed family meeting. The
family is encouraged to attend family-
centered rounds if able. If not, a daily
update can be provided at the bedside or by
phone. On the basis of the patient’s status
and any decision points, clinicians assess
the need for additional family meetings and
follow up after each family meeting to see
whether the family has any outstanding
questions or concerns and to ensure that any
decisions have been integrated into the plan
of care.

By the third phase, when goals of
care have been solidified and clinical
outcomes are more apparent, the family and
the clinical team can plan for transition
from the ICU. For some patients this may
involve moving to a different level of
care within the hospital; for others it will
entail transfer to a care setting outside
the hospital, such as long-term care,
rehabilitation, or hospice; and finally,
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Figure 1. *Bedside updates offer clinical information, empathetic acknowledgment of the emotional difficulty of the situation, and an opportunity for
families to ask questions. If families are unable to be at the bedside, a phone update may be given, although it may be more difficult to relate to family
emotionally. Family-centered rounds help achieve similar goals, and families should be invited to attend from the time of admission. However, on the day
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be made by social work, pastoral care, or palliative care staff, depending on the patient situation. ADs = advance directives; ICU = intensive care unit;
LTAC = long-term acute care.
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some patients will die in the ICU. The
support provided to families in this phase will
vary widely depending on the individual
trajectory, but the overarching objective is to
maintain communication and support
through departure from the ICU. Other
members of the clinical team may be
helpful in providing information and
support. Social workers or care managers
can offer specific details about the
transfer process to an outside facility,
and palliative care or pastoral care
staff may give emotional support
or facilitate particular religious
observances in accordance with family
needs and wishes.

The timeframes for this model are
fluid and may be compressed or
expanded, depending on the patient’s
status and the needs of the family.

For example, when a patient is acutely ill,
or when it is clear from the first encounter
that further curative care is inconsistent
with the patient’s prior expressed
preferences, a family meeting is
warranted as early as possible. Likewise,
if there is an abrupt change in the patient’s
clinical course or new insights on the
part of family members, a meeting
should be scheduled. Family situations
involving great geographic distance
or surrogates with health problems
or caregiving responsibilities
will necessitate accommodations,
employing creative solutions such
as phone or video-conferencing.
Finally, there are challenging
circumstances—language and cultural
barriers, ICU care after a serious adverse
event, or intractable conflict within

families—which will require additional
resources.

Conclusion

Multiple platforms have been developed
and implemented to enhance clinician–
family communication. Rather than
rely on a single platform, there are
compelling reasons for clinicians to use
them in combination. Models that
combine interdisciplinary family meetings
with other platforms can leverage
the unique contribution of each to
efficiently achieve all core elements
of clinician–family communication. n

Author disclosures are available with the text
of this article at www.atsjournals.org.
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