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Executive Summary:

Question: What is the state of the science on nurses’ communicating with families who have an adult member hospitalized in acute care?

Method: A review of the literature was conducted starting in PubMed using MESH term “Patient Centered Care” yielding 4794 articles.  Key terms applied included communication, hospitals, communication intervention.  The original intent had been to focus on studies that measured impact of specific communication interventions with families. Preference was for studies that had experimental and control groups or were pre/post evaluation studies.  This literature was limited so the search was expanded to include quality improvement interventions; program evaluations, systematic reviews to assess what is known in this topic.  The population of interest was adult patients on general medical units, however only one article compared needs of families on a general medical unit to ICU family needs.  Pediatric, palliative care and ICU literature were ultimately included as the context resonated with our experience on general medical units. Twenty-two studies/articles were selected for inclusion in this review.
Findings:  There is an abundance of published literature on communication with families with an adult member hospitalized.  There is agreement that this is an important part of the work of healthcare professionals, and it needs to be done well.  Unfortunately there is a lack of rigorous studies indicating a need for further research, particularly on the impact of interventions with families.   The major themes from studies that explored family perspectives of need are:  consistent, honest, timely communication of information; shared decision making; and role negotiation related to patient care. A number of barriers to effective communication:  lack of time; nurses’ lack of skill, knowledge and confidence, lack of organizational support, and lack of consensus on the role of families in hospital.  Evidence exists, however, that effective communication is a skill that can be taught; that health care providers can learn to change their communication to support families and that this change can be sustained with practice.  Communication strategies identified through this review include:  open family visitation, family meetings, family presence at bedside teaching rounds, family presence at nurses bedside shift report; journals, diaries; illness education tools, family needs assessment tools, patient progress charts at bedside and telephone calls to family. Limited research suggests that effective communication with families and patients improves patient, family and staff satisfaction, brings economic benefit to the organization, and improved outcomes for patients with decreased length of stay and decreased readmission rates. 

Recommendations: 
Education for nurses using simulation:  role-playing in a simulated environment has been shown to be effective for positively impacting nurse communication with families.
Identification of key family contact:  on admission, with whom to communicate, and how that communication will take place. 
Research: Areas should be encouraged and supported to have a rigorous evaluative component when developing interventions to improve communication with families. 

Intervention: Should be easily integrated in daily work of nursing; should include assessment of family need and families need to help decide on the intervention 
Communication with Families of Adult Patients Who are Hospitalized


A Review of the Literature

Question:

What is the state of the science on communicating with families who have an adult member hospitalized in acute care?

Context:
In the Calgary Health Region, the HCAHP’s survey is used for ongoing monitoring of patient experience for inpatient care. In a telephone survey conducted after discharge, Calgary health region patients were asked “How often did doctors, nurses, or other hospital staff respond to your individual family needs."  49.7% of surveyed patients responded "always".   My director, Barb Kathol, Director of the medical inpatients portfolio, in Calgary, and I, a patient care manager of a medical teaching unit, agreed that given the commitment of our health region to family centered care, the number of patients who responded “always”, to these questions should be higher.  This review of the literature was undertaken to learn about communication strategies between nurses and families, and the potential impact of these strategies in our population of adult patients on medical units in a tertiary care hospital.  
Background:  

Communication with families is situated in the context of family centered care.  In the literature the terms “patient centered care” and “family centered care” seem to be used interchangeably; however The Family Centered Care Institute believes that the most appropriate term is actually patient -- and -- family -- centered care.   They suggest that this term, and its philosophy, reflects the supportive nature of family relationships and the influence of these relationships on patient’s health and recovery in hospital (Family Centered Care, March 24, 2009).  
Over the last few years healthcare systems are experiencing staff shortages and a greater  demand for resources resulting in  decreased length of stays in hospital and less home care support, in the community.  As such there is a greater reliance on family, not only for support but also as direct caregivers before and after hospitalizations (Henneman, Elizabeth A. 2002).  Families are also more proactively involved when it comes to the health care of their family members, and they come to hospitals with expectations of being included in decision making.  As families take on more responsibility, they must be provided with support, information and education.  Unfortunately, if our survey numbers are representative, it seems we don’t necessarily communicate well enough to meet the needs of patients and families. 
It is not that we do not talk with patients; in fact nurses and doctors may spend a lot of time talking with patients and family.  Some do it well, and many more think they do it well.  Unfortunately many of us are still talking to families and patients from a professional centered perspective as opposed to being patient and family centered (Shields, L. 2007).  A professional centered perspective leads to conversations that  focus on diseases instead of people,  on giving professional advice,  deciding what information family and patients should have, avoiding families who are perceived as ‘difficult’ or who are suffering, and making decisions without family input (Poggenpoel, Marie 1997; Glimelius,B. 1995;  Fallowfield, Lesley 2002).  Contrast this with patient and family expectations that they be treated as individuals; be asked what they need, be treated as partners in care, have their experience acknowledged and be included in decision making (Bond, A. 2003; Foss, K. 1993).  
While there are many components to patient-and-family centered care, communication is the cornerstone and it is important we do this intentionally and well (Davidson et al., 2007; Halm, Sabo, & Rudiger, 2006).  Second only to the family members worry that the patient not suffer and receive adequate relief of pain, poor communication with health care providers was rated as causing the most distress to families of hospitalized patients with cancer (Davis S, Kristjanson LJ, & Blight J, 2003).  In a typical acute care medical unit, the onus is on families to initiate communication to seek out information.  Often families are not at the hospital during the times the physicians are seeing the patients and therefore miss opportunities to receive first hand information and participate in decision making.  
On medical units, while an interdisciplinary team takes care of the patient, it is generally a nurse who is best situated to address family needs. Patients and families want to speak with doctors, but often have ongoing questions and concerns to be addressed that take more time and conversations than is possible for physicians. There is support in the literature that having nurses play a collaborative role with physician/patient/family communication improves outcomes and satisfaction (Ahrens, T etal. 2003; Hudson, P 2009)].  In one study, nurses identified poor team communication as a major barrier to communicating with families (Davis S et al., 2003).  Other barriers identified by nurses include lack of knowledge; skills and confidence in communication, and time constraints (Kruijver, Kerkstra, Bensing, & van de Wiel, 2000).  
Patients admitted to medical units are generally admitted with acute unexpected emergency illness events; a very distressing and anxiety provoking experience for both patients and families. Well informed families and patients report feeling less anxious, are generally more satisfied with care, and as patient and family satisfaction increases, there is evidence that tells us staff satisfaction also increases (Glimelius, B. 1995; Medland,J.J. 1998).  There is also evidence that patient illness outcomes improve when families feel supported (Leske, J.S. 2002).  The Institute for Healthcare Improvement asserts that patient and family centered care is directly linked to improving quality and safety in hospitals (Johnson et al., 2008).  They also state that when we choose to collaborate with families by sharing information and including them in decision making, patient and family satisfaction increases, and the organizations’ patient care costs decrease (Johnson et al., 2008).  
It seems then, that family centered care, and by its association, good communication is “just the right thing to do………. it’s morally valuable” [Duggan, p. 2712006].  Therefore this review is aimed at finding out communication strategies for nurses and families that can be easily implemented and have a positive impact.  The review began with the question “What is the impact of structured communication on families who have an adult member hospitalized in acute care?”
Literature Identification and Selection:

Search strategy: Literature identification was conducted in the following databases:
· Pub Med; CINAHL; Nursing and Allied Health databases in EBSCO; Medline; OVID (EBM and Cochrane reviews).  Reference lists were searched for promising articles. A search of the Grey literature was conducted in Google Scholar, and websites for family centered care (Planetree; Family centered care; Healthcarecom.org and IHI).  The business literature was also searched to see how a customer service perspective might inform our work.  Customer service is a viewpoint that is expressed in some of the American literature related to family centered care.  
Search terms:
· Patient centered care  (Pub Med family centered care MESH term‘ patient centered care’)

· Family

· Communication

· Intervention [family focused vs. professional centered]

· Hospital

· Acute care

· Medical units
Inclusion criteria:

· Studies must be in English & human subjects.

· Relevance: 

· Studies must be applicable to patient population of interest.

· Adults hospitalized in acute care medical units. Expected length of stay is 10 to 12 days [short relationship with nurses]

· Patients who can usually speak for themselves [not dependant on others for decision-making or for providing information]
· Likely to have ongoing medical needs on discharge.

· An unexpected emergency admission
· Second population of interest is “family” as determined by patient

· Studies must focus on a particular interactive communication strategy or intervention between family and nurses.

· Studies preferred that focused on hospitalizations related to an  acute illness phase, as opposed to a planned admission or extended admissions
· Preferred intervention: one that is  easily  embed into daily nursing work
· Quality:  Intervention studies that demonstrate a measurable impact of the intervention that is inclusive of the family perspective.  Preference was given to studies that either had an experimental and control group or was a pre/post intervention study. 

Exclusion criteria

· Psychiatric population of adult patients was excluded given my own experience of having worked in both psychiatry and medicine.  The experiences, concerns and issues are quite different and not applicable to the present research.
· Pediatric literature was excluded again because of my own experience of having worked in pediatrics.  By virtue of pediatric patient’s age, parents by necessity need to communicate with health care providers.  However in adult populations, it can be relatively easy to go through an entire hospitalization without healthcare providers ever having a conversation with family members that is related to the family's experience of the patient's illness.

· Palliative care was excluded because of its particular focus on end-of-life conversations and therefore not necessarily representative of the majority of acute care medical hospitalizations.

· Non-interactive family centered interventions  [pamphlets, posters, environment]

· Family presence at rounds, family presence at resuscitation, family meetings because the agenda, or ability to be included is usually directed by the MD.
· Long-term care and rehab literature was excluded because of the length of stay in these populations, which is considerably longer than our average length of stay, which is about 12 days.  The significance of length of stay is that in acute care, nursing staff have less time to develop relationships with families, which has an impact on communication. 

· Studies that are focused on healthcare provider perspective or interventions that were aimed at healthcare skills in communication.

Results of search conducted in Pub Med, as reported in Figure 1 below.
.  
Figure 1:  PubMed search strategy and results


[image: image1]
The limited result of this search was surprising given the volume of family centered care articles in the literature.   I was curious as to what accounted for this scarcity of specific communication intervention studies in hospitalized families.  The lack of studies, on a subject in which there is consensus on its importance and value, suggested that there was more to learn about communicating with families before we could begin developing an effective communication strategy with families on our medical unit. A decision to reframe the question, expand the search criteria, and redo the literature selection was made.  The new question became:  "What is the state of the evidence on nurses communicating with families who have an adult member hospitalized in acute care?"  New inclusion criteria are shown in bold letters in Figure 2 below.   
Figure 2:  Expanded PubMed search strategy and results

[image: image2]
Note the original review of the literature took place in 2008, several months before this writing.  An updated scan of the literature was completed in the Spring of 2009, using the same search terms, which resulted in an additional four articles for inclusion in this review.  Two more articles were added following a review of the reference list of the original 16 articles.  A total of 22 articles, then, were included in this review. 
Selection 
The initial inclusion criteria applied to the literature search were “patient centered care” (MESH term for family centered care”; “communication” or “communication intervention; “hospitalized patients” or “hospital”; and “nurse” or “nursing”) which resulted in 184 articles.  The titles and abstracts of these articles were then reviewed.  When changing strategies to include pediatrics and palliative care, relevance by keeping the focus on literature that contributes to what is known about families’ perspective of their communication needs, as well as studies that focused on initiatives specific to communication between nurses and families.  Given the attention in healthcare on interdisciplinary practise, as long as the interventions involved nurses as part of the team, the study was eligible to be included. 
The systematic review articles and the general review articles were included because they helped to explain why there were so few results in the initial search.  While it seems there is great interest in family centered care as a philosophy that is being adopted in many healthcare facilities, there is little hard science to support the effectiveness of one intervention over another.  It seems to be taken for granted , that health care professionals know how to communicate well.  These reviews suggested otherwise, as they revealed barriers to effective communication including healthcare provider beliefs, lack of skill, and time constraints that negatively impacted communication.  The review articles also provided insight into strategies to overcome some of these barriers.   

Preference was given to high-quality primary studies that were able to demonstrate a significant measurable positive impact for families or nurses.  These studies had experimental and control groups, or were pre-and post-implementation intervention studies.  Articles were included that attempted to show cost-benefit to organizations of improving communication with families.  In order for any change to occur in the ability of a unit to implement a strategy to support families, there needs to be time and money dedicated to the endeavour.  If it can be shown to the leaders of an organization that that there is an overall financial benefit, they may be more inclined to provide the initial financial outlay required to educate and support staff.

There has been considerable exploratory, descriptive research focusing on increasing our understanding of the needs of patients and families, and the impacts of patients and families when their needs are met.  The gap in research is primarily in the lack of effectiveness studies for different interventions.   This is likely reflective of the general acceptance of this philosophy encouraging leaders to simply implement a strategy, because "it just makes good sense; “and/or because it’s “just the right thing to do………. it’s morally valuable” [Duggan, 2006].  Why would one not want to provide care in a way that meet the needs of patients and their families? Also, the actual implementation of strategies to improve communication with families, occurs in real healthcare settings. Much of the work being done to increase our understanding of which strategies work best in which contexts, and why   is being done through quality improvement projects or program evaluations.  While many of these programs are evidence based, the lack of measurement as to their effectiveness weakens the state of the science.  Regardless, quality ‘evaluation of programs or interventions’ articles that reported anecdotal evidence were included, because they do add to our understanding of effectiveness.  
Data Extraction and Summary:
Study Characteristics

1. Quantitative intervention studies


6

2. Qualitative studies




2

3. Non systematic reviews for background

2

4. Program evaluations




5

5. Systematic reviews




3


6. Clinical practice guidelines



1

7. Quantitative analysis of existing data. 

1 

8. Quality improvement projects 

            2
Total: 






                       22

Data was extracted from the articles as per Table 1 below.  The quality of the evidence was scored as weak, moderate or strong (see Appendix A for templates used to assess quality). 

Table 1: Summary of 22 articles included in this review
	Author and year
	Type of study or article
	Study purpose and design
	Outcomes


	Quality rating

	Ahrens, etal,

2003. 
	Quality improvement project 
	151 patients. E= 43; C=108 Communication intervention to reduce costs and resource utilization


	Decreased LOS

Lower hospital costs in intervention group


	Strong

	Bond, 2003. 
	Exploratory qualitative descriptive design.  


	60 Family members interviewed for their needs in hospital.


	Themes: Need to know; to be involved in care; to make sense of the illness experience; and  consistent information
	Strong

	Caruso, 2007...
	Nursing bedside shift change report evaluation
	Data collected through interviews with an  unspecified number of participants
	Positive benefit to patients and families; nurses practice inconsistent, required support and teaching.
	Weak

	Combe, 2005.  
	Evaluation prospective diaries
	Interviews with 28 ICU Families; 
	Positive report by  patients and families
	Weak

	Damboise2003.  
	Evaluation FCC 


	Pre-and post-survey tool "nurses in the ICU" no numbers given.  Performance variables.
	Benefits: increased family satisfaction; decreased restraint use, length of stay, patient days and ventilator hours 
	Weak

	Davidson, 2007. 
	Review of the literature (CPG)
	300 studies included for support of patient and family in the ICUs 
	43 CPG for FCC: decision-making; family coping and information need visitation; presence at rounds.  
	Strong

	Dowling, 2005. 
	Quantitative analysis of existing data.


	330 family members and 2266 patients.

Family, and patient satisfaction surveys
	Communication most powerful predictor of patient and family satisfaction.  


	Moderate

	Foss, 1993, 
	Quantitative Survey 
	Sample = 50; (25  ICU; 25 general medicine).

Needs survey
	Information and communication needs the same with both groups.  ICU families had other needs not related to communication.


	Moderate 

	Fellows, Et Al., 2007
	Cochrane systematic review 
	Quantitative research on assessment of communication skills training effectiveness 
	3/4238 studies met criteria and reported that  skills training is effective in changing HCP behavior with patients.  
	Strong

	Heyland etal, 2002.
	Prospective cohort study.  


	891 family members of patients in five different ICU's.  Satisfaction questionnaire


	Best satisfaction variables: completeness of information ; respect & compassion to patient and family; amount of health care received.  
	Strong

	Heyland, et al. 2006. 
	Cross-Sectional Quantitative Survey.


	440 patients and 160 family members. 

Questionnaires ranking quality end-of-life care
	Most important variables: trust and confidence in physicians, adequacy of discharge planning and honesty of communication .Similar values between patients and families
	Strong

	Hudson, Et al. 2009.  
	Evaluation of Pilot project.   
	20 family members.  Surveys and questionnaires.  Goal to  improve family meetings 
	Reduced family care needs; informative and useful; well facilitated; nurses more confident of skills.
	Strong

	Marks etal. 2006..
	Program evaluation.    
	10 nurses; 7 families

Evaluation of effectiveness family teaching materials; needs questionnaire; tools for discharge.
	Program benefits: Positive interactions between nurses and families; improved confidence of nurses; improved sense of control for families.  


	Weak

	Mclean, Timmins, 2007.  
	 Qualitative descriptive design; focus group methodology 
	 15 family members of patients with heart attacks. 

Explore family experience.
	Primary need for information and family education.  Support for families needed due to impact of illness on patient and family relationship.


	Strong

	Medland, etal.  1998.  
	Quasi--- Experimental Design


	30 Family Members; E=15; C=15. Pre-post evaluation structured communication.
	Benefits to staff: decreased phone calls from families.  Benefits to families: improve satisfaction with information; needs are being met. 
	Strong

	Meuthing, Etal.  2007.  
	Quality Improvement Project.  Plan -- Do -- Study -- Act Cycle
	Family centered bedside rounds with teaching team.  Two-week trial, with one attending physician; one team of residents and primary nurse
	Families very satisfied; nurses reported improved communication; residents reported learning more; team reports being more efficient related to discharge; increased discharges on the day shift.
	Moderate

	Penticuff & Arheart, 2005.  
	Quasi-experimental repeated measures design. 
	154 mothers of very low birth weight infants.  E=77; C=77. Intervention to improve family understanding & decision making.


	Improved collaboration and decreased uncertainty about patient's medical condition in the intervention group.
	Strong

	Shields, Et Al.  2006.  
	Systematic review of qualitative research.
	Qualitative research on family centered, versus professionally centered care in pediatrics
	11 studies met the criteria.  Our Communication key factor in family centered care; each family negotiates their role with nurses; time cost of FCC to nurses.  
	Strong

	Shields, Et Al.  2007.  
	Systematic review 
	Quantitative family centered, versus professionally centered research in pediatrics


	No studies met the criteria
	Strong

	Van Horn & Kautz, 2007.  
	Review of the literature.
	State of the science on:  families and visitation; information; assist with care & emotional support for families.  
	Open visitation beneficial; Families information needs & need to provide care vary. Lack of research on nursing interventions to relieve family distress.


	Moderate

	Ward, 2005.  
	Review of the literature 
	State of the science on communication and collaborative decision-making in FCC 20 Review Studies Selected From An Initial 60. 
	HCP beliefs possible barriers re: protecting families; and ‘anxious’ families.  Family need: reciprocal communication in plain language and support to know the right kinds of questions to ask. 


	Moderate 

	Wilkinson, S. et al.  2008.  
	Randomized controlled trial.
	Sample 170 nurses from 10 hospices in the community nursing service.  E = 85; C=85. 
	With the intervention general improvement for nurses in all areas of communication that were measured; improved confidence of nurses.  Patients working with nurses in the intervention group reported greater satisfaction that those in the control group.  


	Moderate


State of the Science

There is an abundance of published literature on the topic of communication with families who have an adult member hospitalized.  There is agreement that this is an important part of the work of healthcare professionals, and it needs to be done well.  Unfortunately there is a lack of rigorous studies indicting a need for further research, particularly on the impact of interventions with families (Davidson et al., 2007; Shields, Pratt, & Hunter, 2006; Shields 2007). 

The major themes from studies that explored family perspectives of need are: consistent, honest, timely communication of information; shared decision making; role negotiation related to patient care (Bond, Draeger, Mandleco, & Donnelly 2003; Davidson et al., 2007; Dowling & Wang, 2005; Foss & Tenholder, 1993). We learn from the literature that one of the reasons communication is not as effective as it can be can be or is that there are many perceived barriers such as time, lack of organizational support, and lack of consensus on the role of families in hospital (Ward, 2001). Nurses and doctors express fears that families will demand more than they are able to give in terms of time and skills (Shields, Pratt, & Hunter, 2006).  Health care teams don’t necessarily communicate well with each other, nor necessarily agree how best to communicate with families 
There is also agreement that effective communication with families is not something that comes easily or naturally to nurses or other healthcare professionals.  Evidence exists however, that this is a skill that can be taught; that health care providers can learn to change their communication to support families and that this change can be sustained with practice (Wilkinson, Perry, Blanchard, & Linsell, 2008).
Clinical practise guidelines in support of patients and family recommend that families be integrated in all aspects of the patient’s care (Davidson et al., 2007).  Particular communication strategies in this review include: open family visitation, family meetings, family presence at bedside teaching rounds, family presence at nurses bedside shift report, journals, diaries family illness education tools, family need assessment tools, patient progress charts at bedside and telephone calls to family. While some of these tools are not interactive in nature, they are tools that may enable more interactive communication between patients, family and nurses (Caruso, 2007; Combe, 2005; Marks & Daggett, 2006; Medland & Ferrans, 1998; Muething, Kotagal, Schoettker, Gonzalez, & DeWitt, 2007; Penticuff & Arheart, 2005; Van Horn & Kautz, 2007; Ward, 2001).
Limited  research  suggests that effective communication with families and patients improves patient, family and staff satisfaction;  brings economic benefit to the organization;  and improved outcomes for patients in terms of decreased length of stay and decreased readmission rates (Ahrens, Yancey, & Kollef, 2003; Damboise & Cardin, 2003; Hudson, Thomas, Quinn, & Aranda, 2009; Marks & Daggett, 2006).
Families have provided researchers with a good understanding of what they need during hospitalizations, and it’s clear, from the research, that not every family has the same needs.  The most powerful predictor of satisfaction in families is how well their information needs are met (Dowling & Wang, 2005).  The primary needs identified by families are:  the need for timely, honest, plain speaking information on the patient’s condition and plan of care and a need to be collaborative in decision-making (Foss & Tenholder, 1993; Heyland DK et al., 2006; Heyland et al., 2002). Not surprisingly we learn that patients and families have similar communication and information needs; however what is surprising is how often healthcare professionals assumptions of what families want or need can be wrong, thereby providing information or advice not tailored to the expressed needs of the family (Heyland et al., 2002; Ward, 2001b) .

Recommendations for organization based on this review:

· Nurses require support and education to feel confident so they will be able to handle the conversations with families and know when to refer families to other health care providers such as social work or home care services.
· Studies have shown that effective family centered communication is a skill that can be taught.

· Education that includes role-playing in a simulated environment has been shown to be effective for positively impacting nurse

· Patients, whenever possible, on admission, should designate who will represent them as "family" and this should be reflected in the patient record, along with a plan of how staff will communicate with the family member.  
· There is limited research to help us understand the impact on the organization, the family, and patient outcomes. Quality research needed to understand impact of interventions for families.  Support and resources are required by nursing staff if they are to be able to include an evaluative component to intervention strategies with families. 
· In order to be effective, interventions that focus on communication with families and nurses do not have to be complex but must take into account a number of considerations.

· Family communication needs that rated highest in the literature are for information regarding the patient's condition and plan of care, as well as shared decision-making. 
· Families want to have conversations that are collaborative and interactive.  There should be opportunity for knowledge exchange and decision making.

· Interventions must include an assessment of family need to ensure that staff are intervening appropriately. 
Discussion and Conclusion:

The state of the evidence tells us that there is a need for good quantitative and qualitative studies that assess the impact of communication intervention strategies with families.  Palliative care, pediatrics and ICU’s are the areas who are furthest ahead in this area..  These areas, of necessity, engage in challenging conversations about goals of care and about end of life decisions in life-threatening or life shortening illnesses.  These conversations also take place on general medical units; however, the absence of literature for the general acute care population tells us we have a lot to learn about communicating with families during shorter, but perhaps equally as devastating hospitalizations for adults.  

My experience tells me that despite the lack of literature on communication with families in general medical units, these families want to be included as much as in any of the speciality areas.  Often patients are admitted with an acute exacerbation of a chronic illness, or an acute illness overlaying chronic disease, and they rely heavily on their families to support and care for them between hospitalizations. We do not routinely work in consistent ways to be inclusive of families.  Families are dependant on the skills and beliefs of the individual nurse. 

In order to best support our population, we need to acknowledge families as partners in care.  It has been popular to talk about families as the unit of care, but perhaps “partnering’ is more appropriate.  While healthcare providers bring a certain expertise, so do families and patients.  They are experts on the experience of living their lives, either alongside of illness or in the context of the experience of illness.  To partner is to be willing to collaborate, which means to acknowledge the expertise of patients and families and make decisions together.  Nurses are uniquely situated to partner with families.
.  

The first step, in any intervention aimed at including families is to find out what patients and families already know and what they want to know.  By simply opening up the possibility of dialogue between patients and families and nurses, the experiential knowledge possessed by patients and families, and the professional knowledge possessed by nurses can be shared and used. In fact, in shorter stay hospitalizations, the intervention may be as simple as having nurses simply ask family members “what do you know, and what do you want to know” and to study what difference it makes.  
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Appendix A (Hayward, R. Electronic Editor, 2002)

Evaluation of Studies, Reviews, and Background Articles.
	Quantitative studies –


	Yes
	No
	Comments [Explanation of validity and relevance and Quality rating:    S=strong, all of the criteria met; M= moderate, not all linkages clear, but reasonably well laid out to provide support for using the evidence;  W=Weak , anecdotal evidence, not clear how linkages made but included b/c it outlines a potential strategy or implementation strategy].                                                                                 

	Type of study:
	
	
	

	Randomized control study

Quasi-experimental

Quantitative survey

Quantitative retrospective data analysis
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Sample size calculation
	
	
	

	Control group
	
	
	

	Randomization
	
	
	

	Was the result significant?
	
	
	

	Were the patients similar to population of interest?
	
	
	

	Was the discussion complete and logical from data presented?
	
	
	

	Review articles 
	Yes
	No
	Comments [Explanation of validity and relevance and Quality rating:    S=strong, all of the criteria met; M= moderate, not all linkages clear, but reasonably well laid out to provide support for using the evidence;  W=Weak , anecdotal evidence, not clear how linkages made but included b/c it outlines a potential strategy or implementation strategy].                                                                                 

	Systematic review
	
	
	

	Review with focused question
	
	
	

	Clinical practice guidelines developed from a review 
	
	
	

	Did the overview address a focused question?
	
	
	

	Were the criteria used to select article for inclusion appropriate?
	
	
	

	Was the validity of the studies appraised?
	
	
	

	Is it unlikely important relevant studies were missed?
	
	
	

	Overall results – presented comprehensively? Were results similar or combined?
	
	
	

	Are the recommendations strong?
	
	
	

	Are the recommendations relevant to this project …can I apply the recommendations to my population?
	
	
	

	Qualitative  studies –


	Yes
	No
	Comments [Explanation of validity and relevance and Quality rating:    S=strong, all of the criteria met; M= moderate, not all linkages clear, but reasonably well laid out to provide support for using the evidence;  W=Weak , anecdotal evidence, not clear how linkages made but included b/c it outlines a potential strategy or implementation strategy].                                                                                 

	Was the question clear?
	
	
	

	Was the question substantiated?
	
	
	

	Was the design appropriate for the research question?
	
	
	

	Was the data collection systematic?
	
	
	

	Was the data analyzed appropriately?
	
	
	

	Was the description of results thorough?
	
	
	

	Can I apply the results to my population?
	
	
	


Patient centered care [MESH]





4794





‘And’  “family”





791





Limit to English, humans





‘And’ term: “hospital”


Note term ‘medical units’ did not yield any relevant articles, so expanded to other units in a tertiary care facility [see exclusions]. 





225





      1





5





184





Reviewed and applied inclusion criteria of acute care, nurses, family and communication intervention [intervention focused on family need vs. HCP]





Reviewed and applied inclusion criteria of ‘interactive conversations’





One intervention – ICU scheduled phone call








Patient centered care [MESH]





4794
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[2008 results]





225





Titles and abstracts reviewed:


Criteria:


Relevance: Article or study should be representative of what is known about any of the following:


communication with adults; hospitalized patients; interactions with nurses; family communication programs, interventions, barriers and strategies; nurse experience of communication with families; palliative care & pediatrics included


Quality: Intervention studies, representative systematic reviews of family needs, evaluation studies; quality improvement projects; do  the conclusions matched the question and discussion or offers insights into potential interventions for evaluation.





Results: All related to communication with families of patients in hospital. 


Quantitative intervention studies		3 +3


Qualitative studies				2


Non systematic reviews for background	2


Program evaluations				4 +1


Systematic reviews				3	


Clinical practice guidelines			1


Quantitative analysis of existing data. 	1 


Quality improvement projects 	          +2


[Bold, italics indicates additional studies, 2009]
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[updated 2009 results]








Inclusion criteria applied – Hospitalization, Communication, and Nurses; Removed limit of ‘adult patients





Limit to adult patients [over 19]











� Note:  the same search was repeated in the other databases reported above, with one new article found in Medline and 2 new ones found in nursing and allied health databases
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