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ABSTRACT

BACKGROUND

There is a need for close communication with relatives of patients dying in the in-
tensive care unit (ICU). We evaluated a format that included a proactive end-of-life
conference and a brochure to see whether it could lessen the effects of bereavement.

METHODS

Family members of 126 patients dying in 22 ICUs in France were randomly assigned
to the intervention format or to the customary end-of-life conference. Participants
were interviewed by telephone 90 days after the death with the use of the Impact of
Event Scale (IES; scores range from 0, indicating no symptoms, to 75, indicating
severe symptoms related to post-traumatic stress disorder [PTSD]) and the Hospital
Anxiety and Depression Scale (HADS; subscale scores range from 0, indicating no
distress, to 21, indicating maximum distress).

RESULTS

Participants in the intervention group had longer conferences than those in the
control group (median, 30 minutes [interquartile range, 19 to 45] vs. 20 minutes
[interquartile range, 15 to 30]; P<0.001) and spent more of the time talking (median,
14 minutes [interquartile range, 8 to 20] vs. 5 minutes [interquartile range, 5 to 10]).
On day 90, the 56 participants in the intervention group who responded to the tele-
phone interview had a significantly lower median IES score than the 52 participants
in the control group (27 vs. 39, P=0.02) and a lower prevalence of PTSD-related
symptoms (45% vs. 69%, P=0.01). The median HADS score was also lower in the
intervention group (11, vs. 17 in the control group; P=0.004), and symptoms of both
anxiety and depression were less prevalent (anxiety, 45% vs. 67%; P=0.02; depres-
sion, 29% vs. 56%; P=0.003).

CONCLUSIONS
Providing relatives of patients who are dying in the ICU with a brochure on bereave-
ment and using a proactive communication strategy that includes longer confer-
ences and more time for family members to talk may lessen the burden of bereave-
ment. (ClinicalTrials.gov number, NCT00331877.)
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AVING A LOVED ONE DIE IN THE IN-
tensive care unit (ICU) is an extraordi-
narily stressful event.! The patient is usu-
ally unable to communicate with the family or
with ICU staff. Qualitative and quantitative stud-
ies of families in this situation? have identified
effective communication between caregivers and
families and support from caregivers throughout
the decision-making process as important to fam-
ily members.>
In many ICUs, an end-of-life family conference,
which is rooted in findings from epidemiologic
and interventional studies on communicating with
families of dying patients, is an important part
of ICU practice.'® In these conferences, family
members and ICU staff discuss the patient’s situ-
ation in a quiet room. Ideally, family members are
given opportunities to ask questions, express con-
cerns, and confront painful emotions with the
help of caring, compassionate professionals. 12
Although the conference is important, the ef-
fect of its structure on bereaved family members
has not been evaluated in a randomized trial. We

conducted a multicenter, randomized, controlled
study to evaluate the effect of a proactive com-
munication strategy that consisted of an end-of-
life family conference conducted according to
specific guidelines and that concluded with the
provision of a brochure on bereavement. We hy-
pothesized that this intervention, as compared
with the customary end-of-life conference, would
decrease stress-related symptoms and symptoms
of anxiety and depression in family members 90
days after the patient’s death.

METHODS

We conducted a prospective, randomized, con-
trolled trial in 22 ICUs (Table 1) in France from
May 2005 to October 2005. The study was approved
by the institutional review board of the French
Society for Critical Care, and oral informed con-
sent was obtained from the participating fami-
lies. At each ICU, one investigator was responsi-
ble for the study, which included six consecutive
patients and their surrogates. On day 90, one mem-

Table 1. Characteristics of the 22 ICUs in the Study.
Characteristic Value
Teaching hospital — no. (%) (68)
Type of ICU — no. (%)

Medical 10 (45)

Surgical 3(14)

Medical and surgical 9 (41)
No. of attending physicians — median (interquartile range) 6 (5-6)
No. of residents — median (interquartile range) 3(3-4)
No. of patients per nurse — median (interquartile range) 3(3-3)
No. of beds — median (interquartile range) 16 (12-21)
Rooms with more than two beds — no. (%) 10 (45)
Regular (at least weekly) nurse—physician meetings — no. (%) 19 (86)
Availability of bereavement brochure before study began — no. 0
Research group on end-of-life family care — no. (%)* 8 (36)
End-of-life family conferences held before study began — no. 0
Routine involvement of family members in daily care — no. (%) 8 (36)
Routine involvement of family members in decisions — no. (%) 8 (36)
No. of family—staff conflicts in 2004 — median (interquartile range) 25 (12-41)
No. of visiting hours per day — median (interquartile range) 4 (2-8)
Unrestricted visiting hours — no. (%) 5(23)
Psychologist present in ICU — no.(%) 5(23)

* The research groups consisted of nurses and doctors who met weekly to discuss how to improve the quality of care.
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Table 2. Characteristics of Patients and Enrolled Family Members at Time of ICU Admission.
Control Intervention
Group Group
Characteristic (N=63) (N=63) P Value
Patients
Age —yr 0.10
Median 68 74
Interquartile range 56-76 56-80
Male sex — no. (%) 37 (59) 33 (52) 0.47
French descent — no. (%) 56 (89) 58 (92) 0.60
Unmarried — no. (%) 15 (24) 21 (33) 0.23
Direct admission to ICU — no. (%) 34 (54) 37 (59) 0.77
Coexisting conditions — no. (%)
Chronic obstructive pulmonary disease 13 (21) 13 (21) 0.99
Chronic heart failure 10 (16) 14 (22) 0.36
Cancer 21 (33) 12 (19) 0.10
Cirrhosis 2(3) 5(8) 0.24
Poor performance status — no. (%) 28 (44) 27 (43) 0.61
Reason for ICU admission — no. (%)
Acute respiratory failure 28 (44) 27 (43) 0.85
Coma 27 (43) 25 (40) 0.71
Shock 21 (33) 24 (38) 0.57
Acute renal failure 11 (18) 14 (22) 0.50
Cardiac arrest 14 (22) 16 (25) 0.67
Simplified Acute Physiology Score — median 64 (52-76) 59 (52-81) 0.85
(interquartile range) |
Treatment needed at end of life — no. (%)
Mechanical ventilation 56 (89) 58 (92) 0.54
Vasopressors 42 (67) 49 (78) 0.23
Dialysis 16 (25) 14 (22) 0.67
Sedation 47 (75) 49 (78) 0.83
Family members::
Male sex — no. (%) 12 (23) 17 (30) 039
Age —yr 0.48
Median 54 54
Interquartile range 46-64 47-58
French descent — no. (%) 46 (88) 48 (86) 0.35
Catholic — no. (%) 35 (67) 35 (63) 0.78
Married — no. (%) 24 (46) 22 (39) 0.57
Relationship to patient — no. (%) 0.45
Spouse 22 (42) 20 (36)
Child 22 (42) 30 (54)
Parent 5 (10) 2 (4)
Other 3 (6) 4(7)

Indicates that the participants and their parents were born in France.

" Scores range from 0 to 163, with higher scores indicating more severe illness.
i Data are for the 52 family members in the control group and the 56 family members in the intervention group who

were interviewed at 90 days.
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ber of each family — either the patient’s desig-
nated surrogate or the person who ranked high-
estin the hierarchy for surrogate decision making
— was interviewed.'* Additional methodologic
details are presented in the Supplementary Ap-
pendix, available with the full text of this article
at www.nejm.org.

PARTICIPANT SELECTION AND STUDY PROCEDURES
The only criterion for inclusion in the study was
the belief by the physician in charge that the pa-
tient would die within a few days. Patients young-

er than 18 years of age were excluded from the
study, as were family members who had insuffi-
cient knowledge of French for a telephone inter-
view. Table 2 lists characteristics of the patients
and family members. Surrogates were assigned
at random to the intervention or control group.
In the control group, interactions between the
family and the ICU staff, including the end-of-
life conference, occurred according to the usual
practice at each center. In the intervention group,
the end-of-life family conference was held in ac-
cordance with detailed guidelines developed by

Treatments.*

Table 3. Implementation of the Intervention and End-of-Life Care, Including Decisions to Forgo Life-Sustaining

Variable

Implementation of intervention

Involvement of family in decision — no. (%)
No involvement
Family members expressed patient’s wishes
Family members expressed their own wishes
End-of-life conference
No. of family members present
Median
Interquartile range
Nurse present — no. (%)
No. of ICU physicians present
Median
Interquartile range
Duration of conference — min
Median
Interquartile range
Total time that family members spoke — min
Median
Interquartile range
Total time that nurse spoke — min
Median
Interquartile range
Clinicians’ observations — no. (%)
Family expressed guilt
Family reported successful expression of emotions
Family believed that patient’s symptoms were controlled

Family reported conflicts with ICU staff

More than one family member informed of decision — no. (%)

Control Intervention
Group Group P
(N=63) (N=63) Value
Family informed of decision to forgo life-sustaining treatment — no. (%) 61 (97) 63 (100) 0.99
55 (87) 58 (92) 0.55
2(3) 0 0.15
34 (54) 44 (70) 0.04
53 (84) 44 (70) 0.05
0.07
2 3
2-3 2-3
38 (60) 51 (81) 0.03
0.05
1 2
1-2 1-2
<0.001
20 30
15-30 19-45
<0.001
5 13.5
5-10 8-20
0.006
1 3
0-3 0.5-5
13 (21) 7 (11) 0.01
47 (75) 60 (95) 0.03
61 (97) 61 (97) 0.99
1(2) 1Q2) 0.95
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one of the authors at the University of Washing-
ton.1%1415 Families were given a brochure on be-
reavement (see the Supplementary Appendix for
the original French version and a version trans-
lated into English by the authors). The end-of-life
conference used in the intervention group had
five objectives for the caregivers, summarized by
the mnemonic VALUE®415; to value and appre-
ciate what the family members said, to acknowl-
edge the family members’ emotions, to listen, to
ask questions that would allow the caregiver to
understand who the patient was as a person, and
to elicit questions from the family members. Each

investigator received a detailed description of the
conference procedure.'® Randomization was per-
formed centrally in blocks of six, stratified accord-
ing to the ICU, with group assignments sent in
sealed envelopes to the study centers (for details
see the Supplementary Appendix).

OUTCOME MEASURES
One family member per patient was interviewed
over the telephone 90 days after the patient’s
death; the interviews took place between August
2005 and January 2006. The primary outcome mea-
sure was the score on the Impact of Event Scale

Table 3. (Continued.)
Control Intervention
Group Group P
Variable (N=63) (N=63) Value
End-of-life care
Decision to forgo life-sustaining treatments — no. (%) 63 (100) 63 (100) 1.00
No. of days from ICU admission to decision 0.38
Median 5 2
Interquartile range 2-10 2-14
Nonbeneficial interventions after end-of-life conference — no. (%)
Mechanical ventilation 47 (75) 41 (65) 0.30
Vasopressors 23 (37) 17 (27) 0.33
Dialysis 1(2) 0 0.99
Otherf 35 (56) 28 (44) 0.16
No. of nonbeneficial interventions provided after decision to forgo 0.04
life-sustaining treatments
Median 3 2
Interquartile range 2-3 2-3
Life-sustaining treatments withdrawn — no. (%)
Mechanical ventilation 9 (14) 17 (27) 0.03
Vasopressors 19 (30) 32 (51) 0.01
Dialysis 15 (24) 14 (22) 0.78
Other data
No. of days from decision to forgo life-sustaining treatments to death 0.16
Median 2 1
Interquartile range 1-3 1-2
No. of days in ICU 0.54
Median 9 7
Interquartile range 5-20 4-14
Conflicts with family members reported by ICU staff — no. (%) 4 (6) 8 (13) 0.36
Patients who survived and were discharged — no. (%) 2 (3) 1(2) 0.30

* The intervention began on the day that the end-of-life family conference was held.
7 Other treatments were blood transfusions, antibiotics, and vitamins.
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(IES), which assesses symptoms related to post-
traumatic stress disorder (PTSD); scores range
from 0 (no PTSD-related symptoms) to 75 (se-
vere PTSD-related symptoms).510-18 We classified
patients as having low or high IES scores, using
30 as the cutoff, in agreement with previous re-
ports.>1& Secondary outcome measures were symp-
toms of anxiety and depression, which we assessed
using the Hospital Anxiety and Depression Scale
(HADS); subscale scores range from 0 (no distress)
to 21 (severe distress).122° HADS subscale scores
above 8 were considered to indicate clinically sig-
nificant symptoms of anxiety or depression.®

DATA COLLECTION
Investigators recorded ICU and patient character-
istics on standardized forms. The data elements
included in Table 3 were gathered in a prospective
fashion. In addition, a specific form was used to
collect data describing the end-of-life family con-
ference, and investigators were asked to clock fam-
ily conference times. Primary-outcome data were
collected by the interviewer 90 days after the pa-
tient’s death.

STATISTICAL ANALYSIS
On the basis of data from our previous study,> we
hypothesized that the intervention would decrease
the risk of PTSD-related symptoms by 30%. To
detect a significant difference between the two
groups with a type I error of 0.05 and a power of
0.90, 100 families had to be recruited, 50 in each
group. We decided to include 132 family mem-
bers (66 in each group) to allow for families lost
to follow-up on day 90 (up to 25%).> Continuous
variables were reported as medians and interquar-
tile ranges, and categorical variables as propor-
tions. Comparisons of continuous variables be-
tween the two randomized groups were performed
with the Wilcoxon rank-sum test, whereas com-
parisons of categorical variables were performed
with the Pearson chi-square test or Fisher’s exact
test, as appropriate. All tests were two-sided, and
P values of less than 0.05 were considered to in-
dicate statistical significance. Statistical tests were
performed with the SAS software package, ver-
sion 9.1 (SAS Institute).

RESULTS

Of the 132 eligible family members, 126 were ran-
domly assigned to a study group, and 108 (86%)

were interviewed 3 months after the patient’s death
(range, 90 to 104 days) (Fig. 1). Of the 22 ICUs in
the study, 15 were in teaching hospitals, and 7 in
general hospitals. In all the ICUs, nurses and phy-
sicians held regular meetings about end-of-life
issues; however, only three ICUs had written pro-
cedures for delivering information to families of
dying patients, and only five ICUs had unrestrict-
ed visiting hours. Before the study, none of the
ICUs provided family members with written in-
formation about bereavement, and none were
aware of the VALUE-based guidelines for end-of-
life conferences. The characteristics of the patients
at enrollment did not differ significantly between
the two study groups. A decision to forgo life-sus-
taining treatment was made for all the study pa-
tients; at the time that the decision was implement-
ed, 114 patients (90%) were receiving mechanical
ventilation and 96 (76%) were deeply sedated, pre-
cluding meaningful communication between the
patient and family.

A comparison of the characteristics of the
end-of-life conferences in the two study groups
provides a measure of the implementation of the
intervention. The significant differences in the
conduct of the conferences, shown in Table 3, sug-
gest that the guidelines for the intervention con-
ferences were followed.?2*

Regarding the prespecified process-of-care
measures listed in Table 3, although the length
of stay in the ICU and in the hospital did not dif-
fer significantly between the intervention and
control groups, there were fewer nonbeneficial
interventions (continued life support after a de-
cision to withhold or withdraw life-sustaining
treatments) in the intervention group (see Fig. 1
of the Supplementary Appendix), and withdraw-
al of mechanical ventilation and vasopressors was
more common in this group than in the control
group. Among the relatives who initially disagreed
with the ICU clinicians regarding decisions to
forgo life-sustaining treatments, those in the inter-
vention group were more likely to agree with the
decisions eventually (six relatives in the interven-
tion group vs. none in the control group, P=0.02).
Among the family members in both groups, 96
(89%) reported that the amount of time spent
providing information was sufficient, and 97
(90%) felt that the information was clear; 41
(38%) reported a desire for additional informa-
tion that was not provided (Table 4). The propor-
tions of family members who reported a desire
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132 Patients in 22 |

members eligible for inclusion in study

CUs and 132 family

6 Family members declined
to participate

126 Family me

mbers enrolled

63 Randomly assigned
to control group

63 Randomly assigned
to intervention group

11 Were not interviewed
4 Did not answer the telephone
5 Were experiencing severe -]
emotional distress
2 Refused the interview

7 Were not interviewed
3 Did not answer the telephone
1 Was experiencing severe
emotional distress
2 Refused the interview
1 Patient was still alive

52 (83%) Interviewed at 90 days

56 (89%) Interviewed at 90 days

Figure 1. Enrollment, Randomization, and Follow-up of Study Participants.

for additional information, who received newly
prescribed psychotropic drugs, and who expressed
feelings of guilt were lower in the intervention
group than in the control group. In addition, 95%
of family members in the intervention group said
they were able to express their emotions to the
ICU team, as compared with only 75% of family
members in the control group.

Regarding the prespecified main outcome vari-
ables recorded 90 days after the death of the pa-
tient (Table 4), the IES scores in the intervention
group were lower than those in the control group
(median score, 27 [interquartile range, 18 to 42]
vs. 39 [interquartile range, 25 to 48]; P=0.02), indi-
cating that 25 family members in the intervention
group (45%) were at risk for PTSD as compared
with 36 (69%) in the control group. Similarly, fam-
ily members in the intervention group had sig-
nificantly lower HADS scores than those in the
control group (median score, 11 [interquartile
range, 8 to 18] vs. 17 [interquartile range, 11 to
25]; P=0.004), with 25 family members (45%)
reporting clinically significant symptoms of anxi-
ety and 16 (29%) reporting clinically significant
symptoms of depression, as compared with 35

(67%) and 29 (56%) in the control group, respec-
tively (P=0.02 and P=0.003, respectively) (Fig. 2).

DISCUSSION

Over the past decade, epidemiologic studies have
identified the specific needs of family members
of dying patients,>” thereby allowing the devel-
opment of proactive interventions that have im-
proved communication with family members.?223
End-of-life family conferences are rooted in the
evidence provided by this literature, their main
goals being to improve communication between
ICU staff and family members and to assist fam-
ilies when difficult decisions need to be made. 011,14
In our multicenter, randomized study, we com-
pared two end-of-life conference formats, one re-
flecting a proactive approach to communication
and ending with the provision of a brochure on
bereavement, and the other reflecting the typical
approach used by each center. The proactive com-
munication strategy decreased PTSD-related symp-
toms and symptoms of anxiety and depression
among family members.

In the intervention group, ICU clinicians were
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Table 4. Outcomes Assessed on Day 90.
Control Intervention
Group Group
Variable (N=52) (N=56) P Value
IES score 0.02
Median 39 27
Interquartile range 25-48 18-42
Presence of PTSD-related symptoms (IES score >30) — no. (%) 36 (69) 25 (45) 0.01
HADS score 0.004
Median 17 11
Interquartile range 11-25 8-18
Symptoms of anxiety — no. (%) 35 (67) 25 (45) 0.02
Symptoms of depression — no. (%) 29 (56) 16 (29) 0.003
Saw a psychologist after death of patient — no. (%) 6 (12) 4(7) 0.41
Received newly prescribed psychotropic drugs after death of patient — no. (%) 12 (23) 6 (11) 0.05
Effectiveness of overall information provided — no. (%)
Time allotted to provide information was sufficient 45 (87) 51 (91) 0.45
Information was clear 45 (87) 52 (93) 0.34
Additional information requested 24 (46) 17 (30) 0.05

asked to follow detailed published guidelines'5
to ensure a uniform and effective change in their
approach to communication. As compared with
the control conferences, the intervention confer-
ences were attended by a larger number of rela-
tives and were associated with longer times spent
delivering information and listening to relatives.
The intervention conferences also provided fam-
ily members with more opportunities to discuss
the patient’s wishes, to express emotions, to al-
leviate feelings of guilt, and to understand the
goals of care. Our finding that patients in the in-
tervention group received fewer nonbeneficial
treatments concurs with evidence of the efficacy
of proactive strategies such as ethics consulta-
tion?* and early palliative-care consultation for
dying patients in the ICU.?>

A bereavement brochure was given to the fam-
ily at the end of the intervention conference. Previ-
ous studies by our research group showed that
comprehension was markedly improved by sim-
ply delivering standardized written information
for families.?® This experience prompted us to
include a brochure in our proactive communica-
tion strategy. Furthermore, prior research sug-
gests that multifaceted interventions are neces-
sary to effect changes in clinicians’ behavior.2°

Our study has several limitations. First, it was
performed in France, where the patient—physician

relationship is perceived as more paternalistic
than elsewhere,?” with physicians having final
authority in decisions to forgo life-sustaining treat-
ments.> Nonetheless, the intervention used in our
study was rooted in the international literature
and is relevant to other countries.? It might be
argued that the gap between the intervention and
the control groups was larger as a result of pa-
ternalistic attitudes in the control group, since
this group replicated usual practice; if this view
is correct, the magnitude of the beneficial effect
of the intervention in France would be greater
than could be expected in countries where shared
decision making with family members is more
firmly established. A strong argument against
this view, however, is the fact that interactions
with family members in the control group were
similar to those reported in other European coun-
tries and in North America.'**5 Furthermore, the
results of our intervention were consistent with
those in earlier studies of proactive interven-
tions.?2425 In addition, 22 centers participated
in our study, further enhancing the generaliz-
ability of our findings.

Second, our only criterion for inclusion in the
study was the belief on the part of the physician
in charge that death was inevitable and that a
decision to forgo life-sustaining treatment was
in order. In some cases, however, patients in such
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[ Control group M Intervention group
214

P=0.004
18-
15+
o
S 124 P=0.02
v
8 .l P=0.003
<
I
6_
3_
O . .
Global Anxiety Depression
Scale Subscale Subscale

Figure 2. HADS Scores in the Two Randomized Groups.
The median HADS score was 11 (range, 8 to 18) in the
intervention group versus 17 (range, 11 to 25) in the
control group (P=0.004). With a cutoff of 8 for each

of the subscales, symptoms of anxiety and depression
were less common in the intervention group (anxiety,
25 patients [45%)], vs. 35 [67%)] in the control group;
P=0.02; depression, 16 [29%] vs. 29 [56%]; P=0.003).

circumstances survive.?%2° Conceivably, our inter-
vention might have a negative effect on the fam-
ily members of patients who survive, a situation
that transpired only once in this study. Neverthe-
less, the possible negative effects of such an event
must be compared with the negative effects of
suboptimal communication on the much larger
number of families whose relatives die.

Third, we did not determine how many fami-
lies read the bereavement brochure or how those
who did reacted to it. The multicenter design of
the study and the fact that each ICU physician
held only three intervention conferences did not
allow us to evaluate the physicians’ learning curve.
Previous work has shown that even a brief course
of training may improve communication skills.3°
A study over time would be useful to determine
whether benefits to the families increase as ICU
physicians improve their communication skills.
There is a need to develop a process for evaluat-
ing and improving end-of-life conferences in ICUs.
Also, to make sure that the interviewer was un-
aware of the group assignments, we did not ask
questions about the intervention itself during the
telephone interview.

Fourth, because we did not assess the HADS
score before the critical illness or at the time of

the patient’s death, we cannot be sure that the
two groups of family members were not differ-
ent at baseline. However, in a recent noninter-
ventional study, we recorded the HADS score for
family members 90 days after the patient’s dis-
charge or death.> The median score was 17 (inter-
quartile range, 10 to 22), suggesting not only that
symptoms of anxiety and depression were com-
mon and lasting but also that the proactive com-
munication strategy we tested in the current study
had positive effects.

Fifth, although the interviewer and the analyst
were unaware of the group assignments, blinding
of family members and ICU clinicians was not
feasible. Consequently, we cannot exclude the pos-
sibility that the investigators believed strongly in
the effectiveness of the intervention and that this
may have influenced other interactions with fam-
ily members.

Finally, the positive results of the current study
might in theory indicate that in the control group,
communication was less personalized and inter-
active than the norm. However, we believe that
the characteristics of the control conferences (re-
ported in Table 3) — notably, their longer dura-
tion, as compared with that in earlier work by
our group (20 minutes vs. 10 minutes) — show
that communication with families was as good
as, or better than, the norm. In addition, the pro-
portion of relatives who were satisfied with the
information they received and the proportion who
requested additional information indicate that
the standard of care for providing information
was met.>»2331 The fact that the IES and HADS
scores in the control group were similar to those
in our previous studies argues against the pos-
sibility that the control conferences were substan-
dard, as does the extensive experience acquired
over the years by the ICU physicians in our study
group.519,:23,31-34

In summary, a proactive strategy for routine
end-of-life family conferences that included pro-
vision of a brochure on bereavement, as compared
with customary practice, resulted in longer meet-
ings in which families had more opportunities
to speak and to express emotions, felt more sup-
ported in making difficult decisions, experienced
more relief from guilt, and were more likely to
accept realistic goals of care. The result of this
strategy was a decrease in PTSD-related symp-
toms and symptoms of anxiety and depression
3 months after the patient’s death.

N ENGLJ MED 356;5 WWW.NEJM.ORG FEBRUARY 1, 2007

Downloaded from www.nejm.org on November 9, 2009 . For personal use only. No other uses without permission.

Copyright © 2007 Massachusetts Medical Society. All rights reserved.

477



478

PROACTIVE COMMUNICATION STRATEGY AT THE END OF LIFE

Supported by grants from Assistance Publique—Hopitaux
de Paris and the French Society for Critical Care Medicine

(AORO01004). The study was performed on behalf of the Famirea reported.

Study Group. Dr. Curtis was supported by a grant from the Na-

tional Institute of Nursing Research (RO1NR005226).

Dr. Azoulay reports receiving grant support from Pfizer. No
other potential conflict of interest relevant to this article was

We thank A. Wolfe, M.D., for help with the manuscript.

REFERENCES

1. The SUPPORT Principal Investigators.
A controlled trial to improve care for seri-
ously ill hospitalized patients: the Study
to Understand Prognoses and Preferences
for Outcomes and Risks of Treatments
(SUPPORT). JAMA 1995;274:1591-8. [Er-
ratum, JAMA 1996;275:1232.]

2. Fassier T, Lautrette A, Ciroldi M, Azou-
lay E. Care at the end of life in critically ill
patients: the European perspective. Curr
Opin Crit Care 2005;11:616-23.

3. Covinsky KE, Goldman L, Cook EF, et
al. The impact of serious illness on pa-
tients’ families. JAMA 1994;272:1839-44.
4. Cuthbertson SJ, Margetts MA, Streat
SJ. Bereavement follow-up after critical
illness. Crit Care Med 2000;28:1196-201.
5. Azoulay E, Pochard F, Kentish-Barnes
N, et al. Risk of post-traumatic stress
symptoms in family members of intensive
care unit patients. Am J Respir Crit Care
Med 2005;171:987-94.

6. Malacrida R, Bettelini CM, Degrate A,
et al. Reasons for dissatisfaction: a survey
of relatives of intensive care patients who
died. Crit Care Med 1998;26:1187-93.

7. Abbott KH, Sago JG, Breen CM, Aber-
nethy AP, Tulsky JA. Families looking back:
one year after discussion of withdrawal or
withholding of life-sustaining support.
Crit Care Med 2001;29:197-201.

8. Heyland DK, Rocker GM, O’Callaghan
CJ, Dodek PM, Cook DJ. Dying in the ICU:
perspectives of family members. Chest
2003;124:392-7.

9. Keenan SP, Mawdsley C, Plotkin D,
Webster GK, Priestap F. Withdrawal of
life support: how the family feels, and
why. J Palliat Care 2000;16:Suppl:S40-S44.
10. Curtis JR, Patrick DL, Shannon SE,
Treece PD, Engelberg RA, Rubenfeld GD.
The family conference as a focus to im-
prove communication about end-of-life
care in the intensive care unit: opportuni-
ties for improvement. Crit Care Med 2001;
29:Suppl 2:N26-N33.

11. Azoulay E. The end-of-life family con-
ference: communication empowers. Am
J Respir Crit Care Med 2005;171:803-4.
12. Way J, Back AL, Curtis JR. Withdraw-

N ENGL) MED 356;5 WWW.NEJM.ORG

ing life support and resolution of conflict
with families. BMJ 2002;325:1342-5.

13. Lemaire FJ. A law for end of life care
in France? Intensive Care Med 2004;30:
2120.

14. Curtis JR, Engelberg RA, Wenrich MD,
Shannon SE, Treece PD, Rubenfeld GD.
Missed opportunities during family con-
ferences about end-of-life care in the in-
tensive care unit. Am J Respir Crit Care
Med 2005;171:844-9.

15. McDonagh JR, Elliott TB, Engelberg
RA, et al. Family satisfaction with family
conferences about end-of-life care in the
intensive care unit: increased proportion
of family speech is associated with in-
creased satisfaction. Crit Care Med 2004;
32:1484-8.

16. Yehuda R. Post-traumatic stress disor-
der. N Engl J Med 2002;346:108-14.

17. Zisook S, Chentsova-Dutton Y, Shuchter
SR. PTSD following bereavement. Ann Clin
Psychiatry 1998;10:157-63.

18. Sundin EC, Horowitz MJ. Horowitz’s
Impact of Event Scale: evaluation of 20 years
of use. Psychosom Med 2003;65:870-6.
19. Pochard F, Azoulay E, Chevret S, et al.
Symptoms of anxiety and depression in
family members of intensive care unit pa-
tients: ethical hypothesis regarding deci-
sion-making capacity. Crit Care Med 2001;
29:1893-7.

20. Zigmond AS, Snaith RP. The Hospital
Anxiety and Depression Scale. Acta Psy-
chiatr Scand 1983;67:361-70.

21. White DB, Curtis JR. Care near the
end-of-life in critically ill patients: a North
American perspective. Curr Opin Crit Care
2005;11:610-5.

22. Lilly CM, De Meo DL, Sonna LA, et al.
An intensive communication intervention
for the critically ill. Am J Med 2000;109:
469-75.

23. Azoulay E, Pochard F, Chevret S, et al.
Impact of a family information leaflet on
effectiveness of information provided to
family members of intensive care unit pa-
tients: a multicenter, prospective, random-
ized, controlled trial. Am J Respir Crit
Care Med 2002;165:438-42.

24. Schneiderman LJ, Gilmer T, Teetzel
HD, et al. Effect of ethics consultations on
nonbeneficial life-sustaining treatments in
the intensive care setting: a randomized
controlled trial. JAMA 2003;290:1166-72.
25. Campbell ML, Guzman JA. Impact of
a proactive approach to improve end-of-life
care in amedical ICU. Chest 2003;123:266-
71.

26. Cabana MD, Rand CS, Powe NR, et al.
Why don’t physicians follow clinical prac-
tice guidelines? A framework for improve-
ment. JAMA 1999;282:1458-65.

27. Azoulay E, Sprung CL. Family-physi-
cian interactions in the intensive care unit.
Crit Care Med 2004;32:2323-8.

28. Cook D, Rocker G, Marshall J, et al.
Withdrawal of mechanical ventilation in
anticipation of death in the intensive care
unit. N Engl J Med 2003;349:1123-32.

29. Sprung CL, Cohen SL, Sjokvist P, et al.
End-of-life practices in European inten-
sive care units: the Ethicus Study. JAMA
2003;290:790-7.

30. Fallowfield L, Jenkins V, Farewell V,
Saul J, Duffy A, Eves R. Efficacy of a Can-
cer Research UK communication skills
training model for oncologists: a ran-
domised controlled trial. Lancet 2002;359:
650-6.

31. Azoulay E, Pochard F, Chevret S, et al.
Half the family members of intensive care
unit patients do not want to share in the
decision-making process: a study in 78
French intensive care units. Crit Care Med
2004;32:1832-8.

32. Azoulay E, Chevret S, Leleu G, et al.
Half the families of intensive care unit
patients experience inadequate commu-
nication with physicians. Crit Care Med
2000;28:3044-9.

33. Azoulay E, Pochard F, Chevret S, et al.
Meeting the needs of intensive care unit
patient families: a multicenter study. Am
J Respir Crit Care Med 2001;163:135-9.
34. Azoulay E, Pochard F, Chevret S, et al.
Family participation in care to the criti-
cally ill: opinions of families and staff.
Intensive Care Med 2003;29:1498-504.
Copyright © 2007 Massachusetts Medical Society.

FEBRUARY 1, 2007

Downloaded from www.nejm.org on November 9, 2009 . For personal use only. No other uses without permission.

Copyright © 2007 Massachusetts Medical Society. All rights reserved.



New England Journal of Medicine

CORRECTION

A Communication Strategy and Brochure for
Relatives of Patients Dying in the ICU
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ing in the ICU . Dr. Azoulay’s e-mail address (page 469) should have
read “elie.azoulay@sls.aphp.fr.” The text has been corrected on the
Journal’s Web site at www.nejm.org.

N Engl J Med 2007;357:203-a

Downloaded from www.nejm.org on November 9, 2009 . For personal use only. No other uses without permission.
Copyright © 2007 Massachusetts Medical Society. All rights reserved.



