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Session Objectives (2-5):
1. Identify key elements of effective and sensitive communication about prognosis in the ICU, from the perspectives of families, providers, and experts.
2. Describe factors that influence whether these elements are incorporated into practice. 

Abstract (word limit 300):

Background: Poor communication about prognosis in ICUs is associated with unwanted interventions, family-provider conflict, and family distress. Limited evidence exists to guide providers and health systems in improving communication.

Research Objectives: To identify provider and system targets for improving prognostic communication for ICU patients who are at high risk for death and disability.

Methods: This ongoing study is being conducted at 3 U.S. academic medical centers. We have conducted and analyzed in-depth interviews with 36 family members of adult patients with acute respiratory distress syndrome, 47 providers including physicians, nurses, social workers, and spiritual care providers, and 21 national experts in critical care, palliative care, communication, bioethics, decision-making, family-centered care, and bereavement. Key elements of effective and sensitive prognostic communication were identified through thematic analysis.

Results: Families, providers, and experts agreed on key elements of effective and sensitive communication about prognosis. Key elements included: 1) Early and frequent communication throughout the course of the patient’s ICU stay and recognition that coming to an understating of prognosis is a process; 2) Team-based care and communication in the context of trusting relationships between family members and multidisciplinary providers including physicians, nurses, social workers, and chaplains; 3) Honest and direct communication of a poor prognosis; 4) Acknowledging uncertainty; 5) Personalized communication, tailored to each unique patient and family member; 6) The importance of providing families with emotional support. Participants identified ICU and hospital culture as a central determinant of whether these key elements were incorporated into practice. Recommended systems-level changes included ensuring that staff has the training, experience, and time to talk with families effectively, and providing private, comfortable places for discussions. 

Conclusions: The indispensable need to interconnect effectively with all stakeholders can result in reaching consensus in prognostic communication. 

Implications for research, policy, or practice: Efforts that include these elements may be most likely to improve prognostic communication in ICUs.

