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Abstract

Context. Parents of children in the pediatric cardiac intensive care unit (CICU) report inadequate communication and a
lack of empathy during conversations with their clinicians.

Objective. To assess quantitatively and qualitatively the contributions made by team members of different professions in
communicating with parents during family meetings.

Methods. Prospective observational study. The study was conducted in the pediatric CICU at the Children’s Hospital of
Philadelphia. Subjects were members of the interprofessional team attending family meetings for patients admitted to the
CICU longer than two weeks. We used quantitative conversation attribution and coding to compare durations of attendee
contributions and contribution type by professional role. The SCOPE codebook and other quantitative codes drawn from best
practices in family meetings were used to measure communication behaviors. A qualitative analysis of nurses’ and social
workers’ contributions was used to identify themes not otherwise captured.

Results. Across 10 meetings, physicians spoke for an average of 78.1% (SD 10.7%) of each meeting, nonphysicians 9.6%
(SD 7.8%), and parents 17.4% (SD 12.2%). Parental understanding was assessed an average of 0.2 (SD 0.4) times per meeting.
Parents expressed emotion an average of 4.2 times per meeting (SD 7.1), and the clinical team responded empathetically 2.2
times per meeting (SD 4.3). All clinician empathic responses were a minority of their overall contributions. Conversation was
almost exclusively between physicians and families until physicians indicated other team members could contribute.

Conclusions. Coordination of team members’ roles in the meetings may improve parental engagement necessary for

decision-making and empathic responses that are often missed. ] Pain Symptom Manage 2019;57:1089—1098. © 2019
American Academy of Hospice and Palliative Medicine. Published by Elsevier Inc. All rights reserved.
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Most parents of children in the cardiac intensive
care unit (CICU) want to share in decision-making
with their child’s clinical teams.' " Shared decision-
making is difficult, however, when various participants
have divergent understanding of the patient’s prog-
nosis. Parents of children in the CICU often do not
understand that their child has a life-limiting disease
until two days before death,” hampering the shared
decision-making process. The underlying breakdown

in communication that these misunderstandings
implies can undermine the achievement of goal-
concordant care’ and leads parents to express
dissatisfaction with the decision-making process.”

To improve communication, professional organiza-
tions recommend that interprofessional teams and
families discuss the diagnosis and treatment options
in a family meeting.” However, there is little guidance
on what role each team member should play in these
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meetings. Moreover, in other ICU settings, family
meetings have clear problems with missed opportu-
nities for shared decision-making,””"'" with physi-
cians talking the majority of time,7‘11 nurses feeling
unwelcome to participate,'” teams failing to check
families’ understanding of the prognostic information
provided,'” and inadequately listening to families and
acknowledging their emotions.'’ To date, little data
exist in the pediatric CICU for how family meetings
are conducted and what different interprofessional
team members contribute to the discussion.

We therefore conducted a prospective observational
study of family meetings in the pediatric CICU, aim-
ing to quantitatively and qualitatively assess the con-
versation contributions made by team members
when in communicating with parents during family
meetings.

Methods

The Children’s Hospital of Philadelphia’s (CHOP)
Institutional Review Board approved this prospective
observational study, which was conducted in CHOP’s
CICU between March and June 2016. CHOP’s CICU
is a 26-bed ICU that has approximately 1000 admis-
sions per year, with 11 intensivists, seven nurse practi-
tioners, 127 nurses, and two social workers.

Subjects

Subjects were members of the interprofessional
team attending pediatric CICU weekly family meetings
for patients admitted to the CICU longer than two
weeks. One new patient who has been hospitalized
for at least two weeks was elected by the clinical group
for a family meeting each week. Any clinician on the
team could nominate a patient. Clinicians reported
that they would nominate patients who did not have
a clear discharge plan in the next few days or who
had medical uncertainty leading to challenges in
care planning. The goal of the family meetings was
to update the family about the patient’s ICU course
and address questions or concerns; although the con-
versations may have included bad news, they were not
discussions of foregoing life-sustaining treatment. The
interprofessional team, including all CICU attendings,
nursing, social work, dietitians, physical and occupa-
tional therapists, and relevant subspecialists, was
invited to meet and prepare before the family
meeting.

Subjects completed surveys providing their demo-
graphic information, professional role on the team,
years in practice, and average number of family meet-
ings attended each week (0, 1, 2—4, or >b5). Parents
gave permission for the recording but were not consid-
ered subjects of the study.

Analysis

We audio-recorded family meetings and imported
the recordings into NVivo 11. A research assistant
was present in the room during the discussion to accu-
rately identify and log who was speaking. In the first
round of quantitative coding, the research assistant
used NVivo and the notes from the meeting to attri-
bute all clearly spoken utterances to the clinical
team members and family members. We used quanti-
tative conversation attribution and coding to deter-
mine the percentage that members of each
professional group spoke during each meeting
(speaking percentages do not equal 100% as a result
of silences and instances when members of each
group spoke at the same time). The timing of when
different professionals spoke during the meeting was
also determined via examination of conversation attri-
bution using NVivo.

Before further quantitative coding, audio record-
ings were transcribed. All coding was completed by
two authors (E. S. and T. E. S.) after they trained on
the codebooks using a nonanalyzed family meeting.
The Kappa statistic for the codes across all meetings
averaged 0.85 (median 0.88; range 0.66—1.00). The
Studying Communication in Oncologist-Patient Encounters
(SCOPE) codebook'” was used to evaluate communi-
cation behaviors between the team and family. We
analyzed the data for a quantitative count of the num-
ber of instances that each of the following behaviors
occurred: elicitation of parental concerns, assessment
of parental understanding, asking how much informa-
tion they want to know, closed- and open-ended ques-
tions, and empathic or inappropriate responses to
empathic opportunities (Table 1).

We also coded the number of instances that each of
the following family meeting best practices for pro-
moting shared decision-making occurred' 7 17;
sharing medical information with families, eliciting
their questions, and attending to their concerns
(Table 1).

Finally, a qualitative analysis was done of nurses’ and
social workers’ contributions to identify themes not
captured by the quantitative codes. Using a content
codes approach, two coders (J. K. W. and T. E. S.)
developed a codebook and coded the transcripts using
a consensus method for any disagreements.

Results

Subjects

Each of the 10 meetings had at least one CICU in-
tensivist, social worker, and nurse, with four clinicians
present on average and a range of three to six clini-
cians per meeting. A total of 28 different clinicians
(Table 2) attended at least one meeting with five clini-
cians attending two meetings, one clinician attending
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Table 1

Codebook and Exemplar Quotes

Code

Definition

Exemplar Quote

Elicitation of parental
concerns
Assessment of parental
understanding
Asking parent(s) how
much information
they want to know
Closed-ended question

Open-ended question

Empathic opportunity
Empathic terminator

Empathic response to
empathic
opportunity

Team elicits questions
from family

Parent asks a question
of the medical team

Discussion of medical
information

Rapport building

Encouraging family
involvement in care

Clarifying procedures
and processes of
communication

Addressing parental
needs and resources

Facilitation of meeting
discussion

Medical team attempt to bring up topics of parental
concern, worries, or fears

Medical team attempt to clarify or confirm parental
knowledge of disease and treatment

Medical team attempt to find out how much
information a parent wants to know about a given
topic

Question that can be answered with a “yes” or “no”

Question that allows a wide range of possible answers

Parent explicitly or implicitly expresses emotion

In response to an empathic opportunity, the medical
team changes the topic, makes a joke, denies the
parent’s emotion, or ends the conversation (Active
response; does not include nonresponse)

Medical team uses an “I wish” statement; names
parent’s emotion; shows understanding of parent’s
emotion; communicates respect or praise; shows
support; or explores parent’s emotion

Team asks whether the parent has a question or
indicates an openness to answering questions

Question asked by parent

All medical details pertaining to the patient’s current
acute illness, including symptoms and prognosis,
as well as chronic and past medical conditions,
treatments, family medical history, and health
screening

Use of casual humor or kindness to put parents at
ease

Team encourages parents or other family members
to be more involved in (medical or overall) care of
the patient

Explanation of who to contact and/or how to contact
them in the event of conflict or confusion; or the
hierarchy of staff in the CICU and how to interact
with it

Comments or questions about the logistics or
psychosocial complexity of the parent/family’s
current situation or future needs

Team member begins meeting, plans future
discussion, or prompts other team members to
speak

“What are you worried about?” (CICU Physician)

“Tell me what you understand about your child’s
illness?” (CICU Physician)

“I have the results from the last imaging; how much
detail would you like me to go into?” (CICU
Physician)

“Does all of this make sense to you so far?” (CICU
Physician)

“What questions do you have for me?” (CICU
Physician)

“It’s definitely scary [to hold my baby].” (Parent)
“I’m just kind of like nervous now about Friday, I'm
like ‘AHH!!” you know, but we’ll figure it out.”

(Parent)

“No, it'll be some good data I think that will help
everybody make some decisions.” (CICU
Physician)

“It’s hard. A lot of people don’t realize that babies
are born with any problems, let alone a complex
heart problem that needs some time to figure out.”
(Nurse Manager)

“Any questions so far?” (CICU Physician)

“So if they find that out, are they still going to do the
bronchoscopy?” (Parent)

“There have been times when she’s collapsed part of
the left lung, as well.” (CICU Physician)

“The nurses love [your son.] They fight over [your
son]! [Laughter]” (Nurse Manager)

“Do you feel comfortable with the nursing care and
working with the nurses to care for the baby? Cause
we want to get you to do more of her care ...”
(Social Worker)

“Everyday, 24/7, there’s a charge nurse, so if you feel
like you need to speak to someone besides the
bedside nurse there’s a charge nurse here all the
time. And then during the day, during the week,
there’s usually someone here from leadership if
you want to talk to someone.” (Nurse Manager)

“Are you guys still okay staying at the hotel? I know
we spoke early on about the Ronald McDonald
house.” (Social Worker)

“Did you want to talk about early intervention?”
(Social Worker)

three meetings, and two social workers each attending
four or more meetings. Team members who attended
these meetings were predominantly female (82%),
and one-third of them do not attend any family meet-
ings in an average week on service (39.3%), whereas
onefourth of them attended 2—4 meetings per
week. Half (50%) of the team members had six or
more years of experience. Five meetings had one fam-
ily member present, whereas another five had two fam-
ily members present. One set of parents did not give
permission for a recording to be made of their family’s
meeting, so that meeting was not recorded. All team
members provided consent for participation, allowing
the recording of all other eligible meetings.

Meeting Characteristics

All 10 meetings included provision of medical infor-
mation, with two meetings including the delivery of
serious news. The two meetings discussing serious
news did not vary consistently in any relevant charac-
teristics. There was discussion of future management
and what would need to occur for discharge from
the ICU in eight meetings. Meeting duration averaged
34 minutes with a range of 17 to 64 minutes. All the
meetings were led by the CICU attending physician.

Comparison of Speaking Time by Profession
Physicians spoke for an average of 78.1% of each
meeting (median 79.2%; SD 10.7%), social workers
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Table 2
Clinician Participants in 10 Family Meetings

Participants n = 28

Clinician Characteristics Frequency (%)

Professional role

Attending intensivist 8 (28.6)
Cardiologist 1 (3.6)
Subspecialist Attending 3 (10.7)
Nurse practitioner 4 (12.3)
Nurse manager 5 (17.8)
Bedside nurse 2 (7.1)
Social worker 2 (7.1)
Interpreter 3 (10.7)
Gender
Male 5 (17.8)
Female 23 (82.1)
Race
White 12 (42.9)
Black or African American 3 (10.7)
Other 4 (14.2)
Missing 9 (32.1)
Ethnicity
Hispanic 2 (7.1)
Non-Hispanic 17 (60.7)
Missing 9 (32.1)
Years working in field
Less than 1 0
2—5 years 5 (17.9)
6—10 years 8 (28.6)
>10 years 6 (21.4)
Missing 9 (32.1)
Average family meetings attended per week
None 11 (39.3)
1 1 (3.6)
2—4 7 (25)
More than 5 0
Missing 9 (32.1)

for an average of 3.9% (median 1.1%; SD 6.5%), and
nurses for an average of 7.0% (median 5.4%; SD
5.7%). Parents spoke for an average of 17.4% of
each meeting (median 14%; SD 12.2%) (Figure 1).

Distribution of Professionals’ Contributions

In eight of 10 meetings, there were two phases of
the conversation defined by who contributed to the
conversation. The first phase of the conversation was
almost exclusively between physicians and parents,
lasting an average of 69.8% (SD: 18.4%) of the total
meeting. In a second phase, nonphysician contribu-
tions were added after the physician indicated they
had concluded their contributions. One example of
the transition occurred when a CICU attending stated:
“I believe that was really all that ... we had discussed
and talked about. [Nurse manager] anything else?”
In two of the 10 meetings, nurses offered medical con-
tributions during the physician-dominated portion
without an explicit invitation by the physician. One
example of a nurse contributing to a conversation
occurred as follows:

Physician: You’re okay?

Parent: Mm-hmm.

Physician: Okay.

Nurse: Do you have any questions for us related to
his care or his recovery or things that have been
going on?

Discussion of Medical Information by Profession

On average, 75.6% (SD 8.5%) of physicians’ total
contributions were a discussion of medical informa-
tion about the patient’s condition(s), treatments,
and tests; 13.3% (SD 18.1%) of nurses’ total contribu-
tions provided medical information and consisted
largely of clarifying statements of physician colleagues.
On average, less than 2% (SD 3.7%) of social workers’
total contributions were about medical information.
One example occurred when a social worker asked
about the parents need for more information:
“I know your first question before we started was about
eating, so you understand about the feeding tube, or
do you have more questions about what that looks
like?”

Assessment of Parental Information and Elicitation of
Concerns and Questions

Parents were asked how much information they
wanted in only one of 10 meetings. Parental under-
standing was assessed once at the beginning of two
meetings by CICU attendings; in no meeting was this
assessed at the end of the meeting. On average, the
team elicited parental concerns or worries 0.6 times
per meeting (SD 1.3) (Table 3). One example of an
elicitation of parental concerns was given by the physi-
cian: “So before I get started into what we already
talked about, are there any specific things that you
want to make sure we address today? Any specific prob-
lems or concerns that you have?” Social workers eli-
cited parental concerns 0.4 times per meeting (SD
1.3), and physicians elicited parental concerns 0.2
times per meeting (SD 0.6), whereas nurses did not
make elicitations.

Team members elicited questions from parents an
average of 6.2 times per meeting (SD 4.6; range
0—13 times) (Table 3). This category is distinct from
the elicitation of worries because it includes any time
a parent was asked if they had questions or expressed
an openness by the team to answer questions. Elicita-
tion of questions was further broken down into two
subtypes: closed-ended questions, in which the only
possible response was “yes” or “no,” and open-
ended questions, which gave parents the opportunity
for a longer response (i.e., to express any questions,
thoughts, or concerns on their mind). Clinicians
asked parents an average of 12.2 (SD 10.2) closed-
ended questions, such as “Does that make sense?”
and an average of 1.7 (SD 2.5) open-ended questions,
such as “What questions do you have about that?” per
meeting. Parents asked an average of 6.3 questions
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Fig. 1. Percentage of speaking time by participant category.

(SD 4.9; range 1—16 questions) per meeting. Physi-
cians elicited questions most frequently, with an
average of 4.6 elicitations per meeting (SD 4.2), which
averaged 6.7% (SD 7.6%) of physicians’ total contribu-
tions; followed by social workers at 0.8 per meeting
(SD 2.2), which averaged 8.9% (SD 18.2%) of social
workers’ total contributions; and nurses at 0.7 per

meeting (SD 0.7), which averaged 3.4% (SD 5.2%)
of nurses’ total contributions (Figure 2).

Responses to Parental Emotion

Parents displayed emotion, creating an opportunity
for an empathic response, an average of 4.2 times per
meeting (SD 7.1) (Table 3). The clinical team

Table 3
Communication Behaviors in Family Meetings in the CICU (Measured by Frequency per Meeting)“

Variable Mean Median SD Range
Elicitation of parental concerns 0.6 0 1.3 0—4
Assessment of parental understanding 0.2 0 0.4 0—2
Asking parent(s) how much information they want to know 0.1 0 0.3 0—1
Closed-ended question 12.2 9.5 10.2 0—26
Open-ended question 1.7 0 2.5 0-7
Empathic opportunity 4.2 1.5 7.1 0—23
Empathic terminator 0.7 0 1.3 0—4
Empathic response to empathic opportunity 2.2 1 4.3 0—14
Team elicits questions from family 6.2 6 4.6 0—13
Parent asks a question of the medical team 6.3 5 4.9 1-16
Rapport building 3.4 1.5 5.8 0—19
Encouraging family involvement in care 2.6 0 4.3 0—13
Clarifying procedures and processes of communication 0.6 0 1.1 0—-3
Addressing parental needs and resources 1.9 0 2.7 07
Facilitation of meeting discussion 2.4 0 6.3 0—20

“The “medical information” code is not included in this table because the bulk of each meeting was discussion of medical information. See Figure 2 for

proportion of speech consisting of medical information by profession.
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responded empathetically an average of 2.2 times per
meeting (SD 4.3) and either failed to respond or re-
sponded inappropriately (by joking, changing the
topic, denying the parental emotion, or ending the
discussion) to the remainder of empathic opportu-
nities. An example of an empathic response to an
empathic opportunity occurred as follows:

Parent [crying]: It’s been a lot.
Attending Physician: This is hard.
Nurse: You have been such amazing advocates for him.

Although CICU attendings had the highest number
of expressions of empathy, with an average of 1.3 per
meeting (SD 2.8), these expressions averaged only
0.5% (SD 1.2%) of physicians’ total contributions
(Figure 2). On the other hand, social workers aver-
aged 0.3 (SD 0.5) expressions of empathy per
meeting, but their expressions of empathy constituted
10% (SD 3.1%) of social workers’ total contributions,
the highest percentage of any clinician. Nurses aver-
aged 0.8 expressions of empathy per meeting (SD

1.9), which comprised an average of 4% (SD 8.1%)
of nurses’ total contributions.

Analysis of Nonphysician Contributions

Themes arising from nurse contributions not
already captured in the quantitative elements of the
study included 1) rapport building (e.g., “My hus-
band has red hair. I love the red heads!”), 2) encour-
aging family involvement in patient care (e.g., “Have
you done any skin to skin? ... it’s ok for you to ask to
hold her and for you to say to your nurse in the
morning, ‘I wanna hold her today.”), and 3) clari-
fying procedures and processes of communication
(e.g., “If you do ever have concerns or questions or
anything, we have a very detailed, a big structure of
nursing support, so your first, your first line of con-
tact is your bedside nurse that you have for that
shift.”). Rapport building comprised 9% of nurse to-
tal contributions, whereas encouraging parental
involvement in patient care comprised 23.7%, and
clarifying procedures and processes comprised
18.3% (Figure 2).
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Themes arising from social work contributions
included 1) addressing parental needs and resources
(e.g., “I know we spoke early on about Ronald McDo-
nald house and you wanted to hold off on that. Well
that’s always still an option.”), 2) encouragement of
family members’ involvement (e.g., “And at any point
if you want [your other child] to be here and you want
her to learn about the tubes and what she can and
cannot touch ... child life is the best resource for
that.”), and 3) facilitating who speaks in the meeting
(e.g., “So we’ll just go ahead and start with you.”). Ad-
dressing parental needs and resources comprised a to-
tal of 35.8% of social worker contributions, with
encouragement of family members’ involvement in
care comprising 10.5% and facilitation of discussion
comprising 30.4%.

Discussion

This study, which examined the ways in which mem-
bers of interprofessional teams communicate with
each other and with families during family meetings
in the pediatric CICU, had four significant findings.
First, based on professional role, team members
behaved quite distinctly in the meetings, offering
different kinds of contributions. Second, physicians
frequently controlled who spoke throughout the
meeting and signaled to nonphysicians when they
could join the conversation with families. Third,
empathic responses, while higher than percentages re-
ported in the adult literature,””’19 still occurred only
50% of the time, with all clinicians responding
empathically rarely. Fourth, despite attempts at elicita-
tion of questions, parents spoke a minority of the
time, with infrequent assessments by clinical team
members of the parents’ understanding of informa-
tion shared by the team.

Team members’ distinct contributions in the
meeting suggest that interprofessional team members
attend to different aspects of care in family meetings.
Although physicians predominantly offered medical
information, nonphysician clinicians made important
contributions to the meetings by encouraging
parental involvement in patient care, addressing
resource needs and other family member involve-
ment. These contributions by nonphysicians were
broader than those reported in the pediatric ICU liter-
ature, where 60% of observed nurses’ contributions
were to clarify clinical information.'? In our study,
nurses’ contributions were largely encouraging
parental involvement and clarifying communication
procedures, whereas social workers’ contributions pri-
marily assessed parental needs and how to support the
whole family, including siblings and grandparents.
These distinct contributions are masked by most ana-
lyses of family meetings that either aggregate all

C o 10,11,20 . .
clinician contributions or primarily focus on
3,21,2¢

physician contributions. **’ The distinct contribu-
tions by nonphysicians that our study identified can be
used to underscore the importance of interprofes-
sional staff in family meetings, especially, because
there are many reported barriers to nurse attendance
of these meetings.'” In addition, these distinctions in
behaviors can be used to develop team processes
that ensure that nonphysician contributions are given
adequate time in family meetings. Team members
could be trained in these processes so that, regardless
of which individual is in the role of attending or social
worker, all members understand the expectations for
contributions in the meeting.

The extent to which physicians controlled commu-
nication in the meeting has implications for how the
interprofessional team is able to function as a team.
The high proportion of physician-speaking time
compared with other clinicians and families is consis-
tent with other research groups’ findings in meetings
with adult patients”* and in the neonatal ICU*"*>*°
and pediatric ICU.*" Our study, however, more gran-
ularly characterized the types of contributions made
by different professionals within these meetings and
when they occurred. Conversations were found to be
primarily between the physicians and parents until
the physician invited other clinicians to participate
in the conversation, usually, because the physician
has covered all the material they intended to discuss.
The siloed nature of conversations has not been previ-
ously described in the literature and has implications
for the ways in which team members support each
other and work in concert with one another. Many dis-
cussions of teamwork encourage characteristics like
backup behavior, which allows for a team member to
step in and complete a task if they perceive it has
not been done successfully.”” If social norms on a
team do not allow for a nonphysician to engage in
the conversation until signaled by the physician, it
may limit the ability of the team to use its full comple-
ment of skills to ensure parents understand all the in-
formation and have their expressions of emotion
appropriately attended to. Further research of how
high-functioning teams engage throughout conversa-
tions with families is warranted to determine best
practices.

Our third major finding, namely that all clinician
responses to parental emotion were inconsistent,
leaving half of empathic opportunities inappropri-
ately acknowledged, has clinical implications. The
team’s ability to respond to emotion is particularly
salient in ICUs, where parents experience significant
stress and anxiety,”” which may impair their ability to
assimilate new information if not acknowledged and
addressed.”” Although social workers had the high-
est proportion of empathic responses at 10% of their
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contributions, followed by nurses at 4%, these
empathic responses were still a minority of their
overall contributions. An increasing emphasis has
been placed on training physicians in explicit ex-
pressions of empathy given their lack of formal
communication skills training,m but our findings
raise questions of whether other professionals may
also need formal training in responding to emotion
as well. Further investigation should determine
whether nonphysicians do not feel empowered to
respond to emotion before a physician’s invitation
to participate in the conversation or if they, like phy-
sicians, would benefit from more formal communica-
tion skills training.

Similarly, our fourth finding that parents’ participa-
tion in meetings was limited, and little was done by the
clinical team to assess the parents’ understanding of
the large amounts of medical information shared
with them, also has clinical implications. Similar to
what has been described in the adult ICU,"” parents
of pediatric patients received information without an
assessment of how much or what kind of information
they wanted. Best practice in communication encour-
ages asking parents how much information they
want to know’' because disclosure of serious illness
or discussion of death for patients and families from
a variety of cultures may be viewed as disrespectful,
impolite, or even harmful.”” Also, families’ ability to
absorb prognostic information provided in different
formats, even within one family, varies.”” Assuming
all parents want the same amount and kind of infor-
mation may substantially contribute to their misunder-
standing of the information provided.

Parents’ participation in the meetings was also
highly variable—there were several meetings in which
they spoke little, despite some attempts to ask them
questions. Parental involvement in these conversations
may depend on parent characteristics, such as their
self-efficacy,” experience with navigating discussions
with the health care team, and team skill in eliciting
their questions. Parents with low health literacy or
less education are less likely to voice their concerns
unless teams elicit them.”” Given evidence that
physicians provide more detailed information when
prompted by patients and their families,” families
who ask fewer questions may also receive less
information needed to make decisions. Clinician
communication practices should anticipate parents
with varying levels of self-efficacy and health literacy
to ensure processes are in place to meet all parents’
decision support needs, regardless of their individual
skill levels. In addition, although we did not assess
parental satisfaction with these conversations, other
pediatric data have drawn associations between more
parent-centered conversations and higher parent
satisfaction.”

Limitations

This study has several limitations. First, we do not
know how our findings would relate to the percep-
tions of the family or team because we did not assess
their perceptions. Although the team may not have
used some of the elements of best practice, this does
not mean that families were dissatisfied with the infor-
mation they received and the decision-making prac-
tice. Second, this study included a small sample size
of 10 family meetings in the pediatric CICU, so these
results may not be generalizable to other family meet-
ings, particularly in other units. Third, this study was
limited to verbal communication via audio recordings.
Important nonverbal communication themes, particu-
larly in terms of support offered to families, may have
been missed and should be explored in future studies.
Fourth, interpretation of these findings should be
done in the context of the type of family meetings
that were recorded: the meetings covered different
kinds of parental and medical concerns and did not
all require a decision to be made. The practice of
pre-emptively meeting with families of long-stay pa-
tients may mean that families had either a variety of
or no pressing questions/concerns that they needed
addressed.

Conclusion

Doubt is warranted regarding whether the goals of
interprofessional teamwork are achieved in family
meetings when physicians dominate control of the
conversation while also missing opportunities to assess
parental understanding and respond to parental
emotion. The identification of communication and
teamwork behaviors in family meetings provides
important information for interprofessional teams
interested in improving communication during these
meetings. Future studies are needed to demonstrate
whether a communication skills training intervention
for interprofessional teams will improve team collabo-
ration and communication with families, including
response to emotion and elicitation of parental under-
standing and concerns.
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