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BACKGROUND: Although trust is central to successful physician-family relationships in ICUs,
little is known about how to promote surrogates’ trust of ICU physicians in this setting.

RESEARCH QUESTION: Does the conduct of family conferences and physicians’ use of shared
decision-making (SDM) within family conferences impact surrogates’ trust in the physician?

STUDYDESIGNANDMETHODS: A mixed-methods secondary analysis was done of a multicenter
prospective cohort study of 369 surrogate decision-makers of 204 decisionally incapacitated
patients at high risk of death or severe functional impairment within 13 ICUs at six US
medical centers between 2008 and 2012. Surrogates completed the Abbreviated Wake Forest
Physician Trust Scale (range, 5-25) before and after an audio-recorded family conference
conducted within 5 days of ICU admission. We qualitatively coded transcribed conferences
to determine physicians’ use of five SDM behaviors: discussing surrogate’s role, explaining
medical condition and prognosis, providing emotional support, assessing understanding, and
eliciting patient’s values and preferences. Using multivariable linear regression with adjust-
ment for clustering, we assessed whether surrogates’ trust in the physician increased after the
family meeting; we also examined whether the number of SDM behaviors used by physicians
during the family meeting impacted trust scores.

RESULTS: In adjusted models, conduct of a family meeting was associated with increased trust
(average change, pre- to post family meeting: 0.91 point [95% CI, 0.4-1.4; P < .01]). Every
additional element of SDMused during the familymeeting, including discussing surrogate’s role,
providing emotional support, assessing understanding, and eliciting patient’s values and pref-
erences, was associated with a 0.37-point increase in trust (95% CI, 0.08-0.67; P¼ .01). If all four
elementswere used, trust increased by1.48points. Explainingmedical conditionor prognosiswas
observed in nearly every conference (98.5%) and was excluded from the final model.

INTERPRETATION: The conduct of familymeetings and physicians’ use of SDM behaviors during
meetings were both associated with increases in surrogates’ trust in the treating physician.

CHEST 2023; 163(5):1214-1224
KEY WORDS: communication; goals of care; intensive care; qualitative methods; shared
decision-making; trust
= Abbreviated Wake Forest Physician
cision-making; STOFHLA = Short Test
in Adults
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Take-home Points

Study Question: Does the conduct of family con-
ferences and physicians’ use of shared decision-
making within family conferences impact surro-
gates’ trust in the physician?
Results: In adjusted models, the conduct of family
meetings was associated with an average increase in
trust scores of 0.91 point (95% CI, 0.4-1.4; P < .01);
every additional element of shared decision-making
during the family meeting was associated with a
0.37-point increase in trust (95% CI, 0.08-0.67; P ¼
.01).
Interpretation: The conduct of family meetings and
physicians’ use of shared decision-making behaviors
during meetings were both associated with increases
in surrogates’ trust in the treating physician.
Trust, the expectation that another individual will act for
one’s benefit, is essential to effective therapeutic
relationships, especially those characterized by high
levels of uncertainty or vulnerability.1,2 In light of the
technical complexity of critical illness and its treatments,
as well as attendant time pressures and prognostic
uncertainty, trust may be especially important to
surrogate decision-makers in ICUs who are asked to
make life support decisions for an incapacitated love
one.
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However, little is known about how to engender trust in
physicians among surrogates in the ICU context. In the
outpatient setting, several studies have demonstrated
higher trust of physicians rated to have better
communication and emotion-handling skills.3-9 Another
study found that patients’ trust in their physician
increased with each time they met in an outpatient
encounter.7 In the critical care setting, the family
meeting may represent an opportunity for physicians to
begin establishing trust by demonstrating personal
attributes representing dimensions of the trust construct,
such as fidelity, competence, and honesty.1 However,
this has not been empirically studied and it is possible
that time pressure, frequent physician turnover, and
absence of preexisting relationship in the ICU context
could weaken the associations observed in the outpatient
setting. American and European critical care
societies10-13 recommend shared decision-making
(SDM) as a central component of patient care in the
ICU, and the model is supported by most critically ill
patients14,15 and their family members.16 The conduct of
family meetings and ICU physicians’ use of SDM may be
important opportunities to enhance surrogates’ trust in
ICU physicians.

We therefore sought to determine whether (1) family
conferences and (2) physicians’ use of shared decision-
making skills within those meetings were associated with
increases in surrogates’ trust in their treating ICU
physician.

Study Design and Methods

We performed a mixed-methods secondary analysis of a prospective,
multicenter cohort study in which we audio-recorded a physician-
family conference for incapacitated ICU patients that occurred
during the first 5 days of mechanical ventilation.17 Participants were
enrolled from 13 medical-surgical, trauma, cardiac, and neurologic
ICUs at six academic and community medical centers across the
United States between 2008 and 2012. Specific study sites included
the University of Pittsburgh Medical Center; University of California,
San Francisco Medical Center; University of California Fresno,
Medical Center; Baystate Medical Center; Harborview Medical
Center; and University of North Carolina-Chapel Hill Medical
Center. The primary purpose of the parent study (R01 HL094553)
was to characterize how physicians discuss prognosis with surrogate
decision-makers of incapacitated, critically ill patients. The
institutional review boards at all participating medical centers
approved the study protocol (see e-Table 1 in the online article). A
full description of study methods has been previously published.17,18

Eligible participants included the treating physician and surrogate
decision-maker(s) of patients who met the following criteria: (1)
lacked decision-making capacity, as judged by patient’s attending
physician; (2) acute respiratory failure with ARDS19 requiring
mechanical ventilation; (3) $ 50% risk for long-term, severe
1215
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functional impairment indicated by an Acute Physiology and
Chronic Health Evaluation (APACHE) II score $ 25 or the
attending physician’s estimate for patients with neurologic
diagnosis. Patients awaiting organ transplantation were excluded.
We excluded surrogates < 18 years of age and those unable to
read and converse in English well enough to not require an
interpreter. Surrogate decision-makers were self-identified, and
multiple individuals were enrolled if they rated their role in
decision-making as significant. Physicians and surrogates provided
written consent. Surrogates provided proxy consent for patient
enrollment. The other attendees at the family conferences were
given a written information sheet and gave verbal consent for
audio-recording.

e-Figure 1 summarizes the outcome measures, instruments used,
sources of data, and timing of collection. On enrollment, surrogates
completed questionnaires assessing their demographics, prior
experience as a surrogate decision-maker, health literacy (Short Test
of Functional Health Literacy in Adults; range, 0-36),20,21 and
numeracy (Lipkus Numeracy Scale; range, 0-11).22 Immediately
before and after the family conference surrogates completed the
Abbreviated Wake Forest Physician Trust Scale (A-WFPTS.)23

Following the family conference, the physician leading the meeting
completed a brief questionnaire providing their demographic data
and indicating whether previous communication with the surrogate
had occurred. Researchers audio-recorded the physician-family
conference, and the recordings were transcribed verbatim. Trained
study personnel abstracted patient’s demographics and clinical data
from the medical records.

The primary outcome measure was change in surrogates’ trust in the
treating ICU physician as measured by the difference in A-WFPTS
score from pre- to post-family conference. The measure was
collected from surrogates immediately before and after the family
conference to minimize the chance that events other than the family
meeting might affect the trust score and to ensure clarity about
which physician was being evaluated. The scale has demonstrated
internal consistency, reliability (Cronbach’s a ¼ 0.77), and validity23

in the outpatient setting and has been previously used in the ICU
setting to assess surrogates’ trust in the treating physician.24-26 The
A-WFPTS does not have a validated minimal clinical important
difference (MCID), and the clinically meaningful difference is not
known. Therefore, Cohen’s d was used to determine the
standardized difference between two means with a value of 0.2
indicating small, 0.5 moderate, and 0.8 large effect size.27 The
measurement ranges from 5 (no trust in the physician) to 25
(complete trust in the physician). The five questions within the
A-WFPTS, focused on physician trust, and scoring methodology are
provided in e-Table 2.

We coded transcripts of family conferences for key elements of
shared decision-making in the ICU context drawn from
recommendations by the American College of Critical Care
Medicine and American Thoracic Society,28 including the following:
explaining medical condition or prognosis, assessing surrogates’
understanding, explaining the surrogate decision-making role,
eliciting patient’s values and preferences, and providing emotional
support. Descriptions of the elements of shared decision-making
and example quotes are shown in Table 1. The codes for medical
condition or prognosis, assessing surrogates’ understanding, and
providing emotional support were developed during the first pass
of coding transcripts, whereas the codes for explaining the
surrogate decision-making role and eliciting patient’s values and
preference were developed during the second pass of coding
1216 Original Research
transcripts. For both passes, we first developed a coding framework
according to Crabtree and Miller’s template method and published
frameworks for conducting goals of care discussions.29-31 Coders
received training on the coding frameworks and then co-coded a
subset of transcripts, line by line, with any differences resolved by
discussion. Before final coding, we established interrater reliability
using a bank of passages of family meetings32 (summary k ¼ 0.90
for first pass and k ¼ 0.92 for second pass coding). The interrater
reliability was then retested to ensure quality control (k ¼ 0.85 for
first pass and k ¼ 0.89 for second pass). For each pass, all
transcripts were double coded by two, independent, trained coders
(K. S. and E. N. for the first pass and L. S. and E. N. for the
second pass), and any differences in coding were discussed until a
consensus was reached. Details of the second pass coding and
subsequent analyses have previously been published.33 We used
ATLAS.ti, version 6.2 (ATLAS.ti Scientific Software Development),
for all transcript data management.

To focus our investigation of physician SDM behaviors, we turned to
the key behaviors recommended to accomplish the major elements of
this collaborative decision-making model.28 We created the SDM
(shared decision-making) score to assess the additive impact of five
shared decision-making behaviors on surrogates’ physician trust. The
SDM score is an aggregate score in which all categories are equally
weighted. The SDM score is not a validated measure, and the
clinically meaningful difference is not known. We found that nearly
every physician explained the medical condition or prognosis and,
therefore, this element was excluded from the multivariable analysis;
hence the SDM score ranges from 0 to 4. To determine the
association between change in surrogates’ trust and physicians’ use
of key elements of shared decision-making we used multilevel,
mixed-effects linear regression modeling. This approach allowed
accounting for clustering of patients and physicians within
surrogates. Random effects for patients and physicians were inserted
into the regression model and assessed using likelihood ratio tests
and intraclass correlations. We opted to adjust only for patient-level
clustering within surrogates, based on the results of sensitivity
analyses, and proceeded using a mixed-effects linear regression
model with only patient random effect (e-Appendix 1).

We identified potential confounding variables through a univariate
analysis of the effect of surrogate-, patient-, and physician-level
demographic variables on the change in surrogates’ trust score. We
included in the multivariable model demographic variables found to
be associated with trust modulation at P < .10. We also completed
an analysis using linear mixed-effects models adjusting for clustering
of family members on the impact of physician race, physician sex,
and surrogate race, on preconference, postconference, and change in
trust score.

We had > 80% power to detect an alternative slope as small as 0.36
from the available nested data of 204 patients and 369 surrogates
(trust score change SD, 3.6; SDM score SD, 1.2; within-family
intraclass correlation, 0.18).

We also performed a sensitivity analysis treating the SDM score as a
categorical variable. We used a t-test to compare surrogates’ change
in trust following physician-family conferences in which the
physician used none or only one shared decision-making behavior
(low SDM score group) to conferences in which the physician used
four or five behaviors (high SDM score group).

All analyses were performed with STATA 13 (StataCorp), and two-
sided statistical significance was defined as P # .05.
[ 1 6 3 # 5 CHE ST MA Y 2 0 2 3 ]



TABLE 1 ] Elements of Shared Decision-Making

Element of Shared Decision-
Making Description of Physician Behavior Example of Coded Behavior

Elicit or assess
understanding

Asks the surrogate to state his/her general or
prognosis-specific understanding of the situation

“Why don’t you tell me about your
understanding of your mother’s
condition and I will fill in the gaps.”

Explain the patient’s
medical condition or
prognosis

Any statement that tells about, comments on, or
predicts any domain regarding the patient’s
future

“I think we will simply be causing him
more pain without doing any good.”

Provide emotional
support

Expresses empathy to the family regarding the
surrogate’s situation. Reflects the internal state of
the family, as opposed to empathy regarding the
patient’s situation or medical situation

“I know this was unexpected. It makes
it more difficult when you aren’t
prepared to make these decisions.”

Explain surrogate
decision-making role

Discusses how surrogate decision-making happens
or ought to happen. Explains principles of
surrogate decision-making or discusses
permission to follow the patient’s wishes

“It is important to focus on what your
father would hope for, given what is
going on medically.”

Elicit patient’s values,
goals, and preferences

Patient-focused questions inquiring about the
patient’s past statements about what treatments
may be acceptable to them (preferences) or
patient’s attitudes, opinions, beliefs, or feelings
about what is important, including hopes and
concerns for the future (values)

“I guess I wanted to get a sense from
you, what kind of a man he is and
what his feelings about being kept
alive on life support would be. Can
you tell me a little bit about him?”
Results

Demographics

Table 220,21,22 shows the demographic characteristics
of the participating patients, surrogates, and
physicians. Of the 366 surrogates who completed the
demographic questionnaire, 243 (66.4%) had at least
some college education, median numeracy was low
(Lipkus, 8.0), and health literacy was adequate
(STOFHLA, 35). Nearly one-half of surrogates
considered religion to be very important (n ¼ 176;
48.1%). Surrogate’s relationship to their critically ill
loved one was variable; 82 (22.4%) were a spouse or
partner, 137 (37.4%) a child, 42 (11.5%) a parent, and
104 (28.4%) another relation to the patient, such as a
sibling or friend. About one-half of family members
(n ¼ 180; 49.2%) had prior experience with surrogate
decision-making. On the day of the family meeting,
patients had a mean APACHE II score of 26.3 (� 6.8)
and had been in the ICU for 6.4 (� 3.7) days.34

Just over one-half of the 204 patients were admitted
from home (n ¼ 106; 52%). Physicians were mostly
attending physicians (n ¼ 63; 50.4%) with an average
mean � SD of 8.67 (� 9.4) years in practice. Most
physicians were trained in internal medicine (n ¼ 58;
58.6%), followed by surgery (n ¼ 15; 15.2%) and
anesthesia (n ¼ 5; 5.1%).

Most of the physicians were male (68.8%) and non-
Hispanic White (69.6%). On average, there were 1.8
chestjournal.org
physicians and 2.6 family members present at each
meeting.
Demographic Variables Associated With Change in
Trust

Among the 391 eligible surrogates, 382 completed the
preconference questionnaire, 384 completed the
postconference questionnaire, and 369 completed both.
Surrogates’ age (regression coefficient, –0.024; 95% CI,
–0.05 to 0.00; P ¼ .073) and health literacy score
(regression coefficient, 0.115; 95% CI, 0.06-0.17;
P < .001); surrogate having a relationship to patient of
spouse, child, or parent (regression coefficient, –1.248;
95% CI, –2.03 to –0.46; P ¼ .001); and physicians of
male gender (regression coefficient, 1.449; 95% CI, 0.54-
2.36; P ¼ .002) were found to be associated with change
in trust at P < .10 and, therefore, were included in the
adjusted models. The complete list of surrogate and
physician demographic variables included in searching
for univariate associations and the results of the analyses
are available (e-Table 3).

We performed an exploratory analysis using linear
mixed-effects models of preconference and
postconference trust score to explore the finding
regarding physician gender. On average, male physicians
had significantly lower baseline trust scores (–1.17
points; P ¼ .026) than female physicians. Whereas male
physicians had, comparatively, a larger increase in trust
1217
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TABLE 2 ] Surrogate, Patient, and Physician Demographics

Characteristic of Study Participants
Surrogates
(n ¼ 366)a

Patients
(n ¼ 204)

Physicians
(n ¼ 125)b

Age, mean � SD, y 48.8 � 13.7 58.2 � 15.9 38.4 � 9.6

Male, No. (%) 124 (33.9) 108 (52.9) 86 (68.8)

Race/ethnicity, No. (%)

Non-Hispanic White 280 (76.5) 154 (75.5) 87 (69.6)

Non-Hispanic Black 38 (10.4) 24 (11.8) 3 (2.4)

Hispanic 31 (8.5) 16 (7.8) 7 (5.6)

Asian/Pacific Islander 14 (3.8) 7 (3.4) 22 (17.6)

Other 3 (0.8) 0 5 (4.0)

Not documented 0 3 (1.5) 1 (0.8)

Relationship to patient, No. (%)

Spouse/partner 82 (22.4) . .

Child 137 (37.4) . .

Parent 42 (11.5) . .

Other relationship 104 (28.4) . .

No response 1 (0.3) . .

Level of education, No. (%)

Less than high school diploma 31 (8.5) . .

High school diploma 91 (24.9) . .

Some college 174 (47.5) . .

Graduate school 69 (18.9) . .

No response 1 (0.3) . .

Level of English comprehension, No. (%)

Poorly 1 (0.3) . .

Fairly well 8 (2.2) . .

Well 24 (6.6) . .

Very well 332 (90.7) . .

No response 1 (0.3) . .

Lipkus Numeracy Scalec (range, 0-11), median (IQR) 8 (5-9) . .

Level of health literacy measured using STOFHLAd

(range, 0-36), median (IQR)
35 (34-36) . .

Religiosity, No. (%)

Not at all important 29 (7.9) . .

Not too important 54 (14.8) . .

Fairly important 106 (29.0) . .

Very important 176 (48.1) . .

No response 1 (0.3) . .

Past experience as surrogate decision-maker, No. (%) 180 (49.2) . .

APACHE IIe (measured on conference day) . 26.3 (6.8) .

Admission source, No. (%)

Home/group home . 106 (52.0) .

Acute care facility/outside hospital . 81 (39.7) .

Skilled nursing facility . 10 (4.9) .

Rehabilitation facility . 2 (1.0) .

Other . 5 (2.5) .

(Continued)
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TABLE 2 ] (Continued)

Characteristic of Study Participants
Surrogates
(n ¼ 366)a

Patients
(n ¼ 204)

Physicians
(n ¼ 125)b

ICU days before meeting, No. (%) . 6.4 (3.7) .

Physician position, No. (%)

Attending . . 63 (50.4)

Fellow . . 36 (28.8)

Resident . . 24 (19.2)

Nurse practitioner . . 2 (1.6)

Medical specialty, No. (%)

Internal medicine . . 58 (58.6)

Surgery . . 15 (15.2)

Anesthesia . . 5 (5.1)

Other . . 10 (10.1)

Internal medicine and other . . 7 (7.1)

Surgery and other . . 2 (2.0)

Internal medicine, anesthesia, and other . . 2 (2.0)

Provider years in practice, mean � SD . . 8.67 � 9.4

APACHE ¼ Acute Physiology and Chronic Health Evaluation; IQR ¼ interquartile range; STOFHLA ¼ Short Test of Functional Health Literacy in Adults.
aThree hundred sixty-nine surrogates completed the pre- and postconference questionnaires. However, three did not complete their baseline
questionnaire.
bOne hundred twenty-six physicians cared for the 204 patients. However, one physician did not complete the MD questionnaire.
cThe Lipkus Health Numeracy Scale is an 11-item scale (range, 0-11), with higher values indicating better numeracy.22
dThe Short Test of Functional Health Literacy in Adults is a validated health literacy tool (range, 0-36) with three classifications based on score range:
inadequate (1-13), marginal (14-19), and adequate (24-36).20,21
eThe Acute Physiology and Chronic Health Evaluation II is a validated disease severity tool (range, 0-71), with increasing scores correlating with increasing
mortality rates.34
compared with female physicians, postconference trust
scores were not significantly different (e-Table 4).

Notably, physician and surrogate race were not found
to be associated with the change in trust score
(e-Tables 5, 6). We performed an exploratory analysis
using linear mixed-effects models of preconference and
postconference trust score by physician and surrogate
race. Whereas physician race did not significantly
impact pre- and postconference trust scores (e-Table 5),
surrogates of Hispanic ethnicity had lower baseline trust
(–1.63 points; P ¼ .041) and postconference trust (–1.51
points; P ¼ .044) scores compared with non-Hispanic
White surrogates (e-Table 6).

Relationship Between Family Meeting and
Surrogates’ Trust

Overall, surrogates reported high trust in their
physicians with a mean � SD preconference trust score
measured with the A-WFPTS of 20.5 � 3.9. From pre-
to postconference, the trust score decreased for 68
(18.4%), remained stable in 112 (30.4%), and increased
in 189 (51.2%) surrogates. In unadjusted analyses, the
conduct of a family meeting was associated with an
increase in mean � SD trust scores from 20.5 � 3.9
chestjournal.org
preconference to 21.5 � 3.8 postconference (P < .0001).
In adjusted models, family meetings were associated
with an average increase in trust scores of 0.91 point
(95% CI, 0.4-1.4; P < .01) with a small effect based on
Cohen d standardized effect size of 0.25.

Shared Decision-Making During Family
Conferences

During the audio-recorded family meetings, the mean �
SD SDM score was 2.5 � 1.2. Figure 1A shows the
distribution of physicians’ SDM scores. Figure 1B shows
the frequency of each element of shared decision-
making within conferences. Nearly every physician
explained medical condition or prognosis (98.5% of 204
conferences.) When we included this variable in the
SDM score, making it a categorical variable with count
0 to 5, the regression coefficient was positively skewed
and counts were disproportionate. For example, we
found that trust increased by 11.2 points if the physician
used one SDM element compared with none. By
excluding explaining medical condition or prognosis
from the SDM score, each count was proportionate.
Therefore, this element was excluded from the SDM
score and the final mixed-effects linear regression model
1219
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Figure 1 – A, Distribution of shared decision-making scores on a scale of 0 (least) to 5 (most). The highest point on each bar indicates the percentage of
conferences with that score. B, Proportion of conferences in which the individual decision elements occurred (eg, decision element 1, providing
emotional support, occurred in 21% of conferences).
used SDM score, count 0 to 4, as the primary predictor
of interest.

Relationship Between Shared Decision-Making and
Trust

A univariate mixed-effects linear regression model
assessing each SDM element as the only predictor of
change in trust showed statistically significant
associations between explaining the surrogate
1220 Original Research
decision-making role (regression coefficient, 1.10;
95% CI, 0.31-1.90; P ¼ .007) and eliciting patients’
values and preferences (regression coefficient, 1.09;
95% CI, 0.31-1.88; P ¼ .006) with increases in trust.
e-Table 7 shows the impact of each SDM element on
change in trust. Univariate analysis revealed that the
SDM score (range, 0-4) was associated with increases
in surrogates’ trust (regression coefficient, 0.59;
95% CI, 0.25-0.93; P ¼ .001). After adjusting for
[ 1 6 3 # 5 CHE ST MA Y 2 0 2 3 ]



TABLE 3 ] Mixed-Effects Multivariable Linear Regression Model Analyzing the Relationship Between Shared
Decision-Making Score and Physician Trust

Variable Regression Coefficienta 95% CI P Value

Shared decision-making (SDM) score 0.37 0.08 to 0.67 .013

Surrogate age –0.01 –0.03 to 0.16 .581

Surrogate health literacy score 0.08 0.03 to 0.13 .003

Closeness of relationship to patient: spouse/child/parent
(Ref: other relationship)

–0.78 –1.47 to –0.08 .029

Physician male (Ref: female) 0.80 0.02 to 1.59 .046

Preconference trust score –0.41 –0.50 to –0.33 < .001

Ref ¼ reference.
aRegression coefficient interpretation: For every additional element of SDM used by the physician, surrogate trust in the treating physician increased by
0.37 point.
physician gender and surrogate age, health literacy
score, relationship to patient, and preconference trust
score, we found a strong positive association between
physicians’ use of key elements of shared decision-
making and trust modulation. For every element of
shared decision-making used during a family
meeting, beyond explaining medical condition or
prognosis, surrogates’ trust in their ICU physician
increased by 0.37 point (95% CI, 0.08-0.67; P ¼
.013). On the basis of these findings, if all four
elements were used by a physician trust increased by
approximately 1.5 points. Table 3 shows the
multivariable model analyzing the relationship
between the predictor variables and physician trust.

e-Table 8 shows the results of a sensitivity analysis of the
SDM score as a categorical variable, which confirmed
the findings.

Discussion
Among a cohort of surrogates for critically ill patients at
high risk of death, the conduct of a family meeting was
associated with an increase in surrogates’ trust of the
ICU physician, measured immediately before and after
the meeting. More use of shared decision-making
behaviors by physicians within the meetings was
associated with larger increases in trust.

Shared decision-making in ICUs is widely endorsed by
American and European critical care societies,10-13 as
well as by critically ill patients14,15 and their family
members.16 Shared decision-making has a strong ethical
rationale; however, there is a paucity of empirical
evidence supporting the model’s value in ICUs. Prior
studies have shown potential for decreased risk of
psychological distress and increased satisfaction for
family members using the collaborative approach.35-37
chestjournal.org
We previously reported in a prior study of 51 physician-
family conferences in ICUs that more shared decision-
making by physicians was associated with greater family
satisfaction.36 Gries and colleagues35 found that most
families (85%) preferred to be involved in decision-
making and those that experienced discordance between
their preferred and actual role in decision-making
reported higher levels of symptoms of both
posttraumatic stress disorder (PTSD) and depression.
Our finding that physicians’ use of shared decision-
making behaviors is associated with higher trust scores
adds to the evidence base with, to the best of our
knowledge, the largest study of the topic to date.

We found that at least one of the five core elements of
shared decision-making was missing from 196 of 204
audio-recorded family meetings (95%). This finding
adds to prior literature demonstrating that shared
decision-making in the ICU is often incomplete.33,36

Many critical care physicians feel unprepared to engage
in goals of care conversations with families.38 In
addition, a systematic review has shown that evidence-
based training in end-of-life communication skills
remains rare in critical care fellowship programs.39

Several educational programs have been developed to
improve critical care physicians’ communication skills
and to guide preference-sensitive decisions.40-42 The
Critical Care Communication (C3) program was found
to improve fellow physicians’ self-assessed competence
in communication skills,40 but there are limited data on
how these and other physician educational interventions
impact patient-centered outcomes such as physician
trust, surrogates’ psychological distress, or provision of
goal-concordant care.

We found statistically significant associations between
increased trust and increased surrogate age, literacy
1221
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score, and distance of relationship to patient, and male
physician sex. Baseline trust scores were higher for
female than male physicians, but male physicians had
significantly higher increases in trust scores due to the
family conference. Our data do not explain the reason
for these findings. It is possible that female physicians
had little room for improvement in trust scores from
pre- to postconference. One possible explanation for
both findings is that before the family meetings female
physicians undertook actions that were more trust-
engendering than did male physicians and, in light of the
high overall trust scores in the cohort, there was little
room for improvement in female physicians’ trust
scores. Another possibility is that the data demonstrate a
bias against how female physicians interact with families
during family meetings. Given the well-documented
presence of sex bias in medicine and society, further
research is needed to understand the causes and
implications of these findings.

This study has several limitations. First, although we
conducted the study in diverse ICUs, all had academic
affiliations, and the results may not be generalizable to
hospitals without academic affiliations. Second, the
study represents a secondary analysis. As such, not every
element of shared decision-making was coded and the
variables included in the multivariable model were not
selected a priori.28 Third, we did not list the name of the
doctor the surrogates should evaluate on the
questionnaire and therefore it is possible that they may
have been considering a different physician than the one
who directed the family meeting. However, we
minimized this risk by collecting the questionnaires
immediately before and after family conferences. Fourth,
because of the sample size, we had limited ability to
assess the importance of racial/ethnic concordance for
non-White surrogates, which has been identified as an
important variable when assessing physician trust by
other studies. Fifth, there are limitations to using the
1222 Original Research
A-WPFTS within this study and within the ICU. There
is no established MCID for the trust scale and therefore
the clinical significance of the observed improvements in
trust is uncertain. The trust scale was designed to
measure trust in an individual physician in the
outpatient setting and therefore may not fully capture all
relevant dimensions of trust across all members of the
interprofessional ICU team. Nonetheless, research from
families in ICUs indicates that trust in the treating
physician is ranked most highly by family members as
among important elements of care.43 Sixth, we only
studied SDM behaviors during a single-family
conference. It is likely that there are other elements of
communication outside family conferences that could
enhance trust.

Interpretation
This study provides evidence of a positive association
between the conduct of family meetings and surrogates’
trust in the treating ICU physician. Increases in trust
were larger with increasing use of shared decision-
making elements by physicians during family meetings.
These results provide further justification for use of the
shared decision-making model during family meetings
discussing goals of care. The finding that shared
decision-making was frequently incomplete suggests the
need for the development and testing of scalable
interventions to help physicians acquire expertise in
engaging surrogate decision-makers in ICUs in shared
decision-making.
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