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Over the past decades, tremen-
dous effort has been ex-
pended to support people
with a loved one admitted to

the intensive care unit (ICU). The result
is family-centered care (1), which rests
on the principle that family members are
no longer mere visitors to the ICU (2, 3).

A key component of family-centered care
is the provision of clear and understand-
able information by the nurses and doc-
tors (4–6). Communicating with the rel-
atives of ICU patients is among the main
tasks of ICU staff (7). Epidemiologic and
interventional studies have shown that
strategies for improving communication

result not only in better information
from families but also in better fulfill-
ment of families’ needs (8, 9), both over-
all and more specifically at the end of life
(10). However, although these studies
have highlighted the reality of informa-
tional needs, overall, and he style with
which information should be provided,
they did not guide the nature and the
content of the information.

Factors that improve family satisfaction
include open access to the ICU, timely in-
formation, availability of ICU staff for infor-
mal discussions, and active listening by ICU
clinicians (2, 11). The shared decision-
making model is a communication strategy
that empowers family members (12, 13)
and helps them to overcome symptoms of
anxiety, depression, and stress (14, 15).
These manifestations of emotional burden
should not lead to the exclusion of family
members from the decision-making pro-
cess (16, 17). Rather, high-quality commu-
nication with careful attention to providing
consistent data may help families to under-
stand the situation of the patient, to de-
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velop reasonable expectations about the
outcome, and to participate in decisions
about the appropriate level of care (18–22).

Qualitative and quantitative studies
indicate poor comprehension of the pa-
tient’s situation among family members
early after ICU admission (23–25). How-
ever, comprehension is crucial (26–28).
Asking questions is an important tool for
family members seeking to understand
the patient’s situation. However, finding
the right questions to ask may be diffi-
cult, particularly when having to cope
with substantial emotional strain. Help-
ing families ask questions relevant to
their needs therefore may hold promise
for improving family-centered care. Thus,
providing families with a list of poten-
tially useful questions might improve
family comprehension. Furthermore,
such a list might help clinicians to un-
derstand the informational needs of fam-
ilies (29–32).

The objective of this study was to col-
late a list of questions felt to be important
for family members of ICU patients. To
accomplish this goal, we used both qual-
itative and quantitative methods to de-
velop a list of important questions using
information from the literature, physi-
cians, nurses, and family members of ICU
patients.

PATIENTS AND METHODS

This study was approved by the Institu-
tional Review Board of the Pitié-Salpêtrière
Teaching Hospital. An invitation to participate
in the study was sent to 15 ICUs belonging to
our study group, of which 14 participated in
all the steps of the study.

Sources of Data

We first developed a list of questions po-
tentially important to families by referring to
five sources of data (Fig. 1): the medical liter-
ature (source 1); 28 ICU nurses and physicians
in the 14 participating ICUs (source 2); a 1-wk
study in the 14 participating ICUs, in which
ICU nurses (source 3) and physicians (source
4) recorded all questions asked by relatives;
and in-depth interviews of family members
(source 5). Questions were identified in the
literature by performing a MEDLINE search
with the following key words: “family needs,”
“family questions,” “communication,” “infor-
mation,” “ICU,” and “critical care.” Relevant
articles were defined as articles reporting
questions asked by family members of ICU
patients or describing ICU family satisfaction
scores. When several articles described the
same satisfaction score, we analyzed only the

more recent one. Only articles in English were
reviewed, and questions that were described as
important to relatives of ICU patients were
collected (source 1). In September 2007, 28
ICU nurses and physicians at the 14 partici-
pating ICUs were invited to participate in a
written survey. They were asked to indicate
which questions they felt were important to
families. Participants were allowed to generate
as many questions as they wanted (source 2).
In January 2008, a 1-wk real-time study on
questions important to families was conducted
in the 14 participating ICUs (five medical
ICUs, two surgical ICUs, and seven medical
and surgical ICUs, from eight teaching hospitals
and five general hospitals; total number of beds,
206). Blank white posters were placed in each
ICU and were used by the nurses to write every
question they heard relatives ask during their
shifts (source 3); similarly, blue posters were
used by physicians to record questions asked by
relatives (source 4). All the nurses and physi-
cians of the 14 ICUs were invited to participate,
including the 28 who answered the written sur-
veys of source 2. The recorded questions were
transcribed verbatim by one of us (V.P.). Finally,
in March 2008, in-depth interviews of 14 family
members were performed and audiotaped by a
psychologist (M.C.) and a physician (K.R.). Each
family member was interviewed on the day the
patient died or was discharged from the ICU. The
psychologist first determined which questions
the family member had actually asked the ICU
staff. Then, the interviewers referred to different
facets of the ICU stay (admission, diagnosis,
treatment, interaction with staff, and so on) and
listed the questions the family member had
asked or would have liked to ask about each
facet. The interviews were transcribed and the
questions extracted (source 5). These five data
sources produced the crude list of questions.

Selection of Questions

Three of us subjected the crude list of
questions to a qualitative analysis to identify
questions that could be eliminated from the
list without losing any information. Thus, in-
tra-source and inter-source duplicates and re-
dundancies were deleted. Duplicates were de-
fined as identically worded questions and
redundancies were defined as questions hav-
ing identical meanings. Context-specific ques-
tions that were not relevant to all ICU patients
were deleted.

The remaining questions were handled us-
ing a framework approach (33–35) with nine
literature-based pre-established domains: di-
agnosis, treatment, prognosis, comfort, inter-
action, communication, family, end of life, and
post-ICU management (36). The choice of the
domains was approved by consensus between
14 physicians. A thematic analysis was con-
ducted to identify subdomains (37). Three in-
vestigators (E.A., M.C., V.P.) read several times
all the questions of each domain to identify
the different subjects reflected by these ques-
tions. The definitive list of subdomains was
established by consensus between the three
investigators. Each subdomain was reworded
as a single question by a psychologist (M.C.)
and a sociologist (N.K.B.). They read several
times all the questions of each subdomain and
formulated a question that seemed to reflect
most of these questions. The definitive list of
questions was established by consensus be-
tween the psychologist and the sociologist and
was validated by two other investigators (E.A.
and V.P.). The list of these questions consti-
tuted the preliminary list of questions.

A quantitative analysis was performed to
rank the questions in the preliminary list. We
excluded most of the questions related to the

Figure 1. Major steps used to develop the list of important questions. ICU, intensive care unit.
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end of life because we estimated that this situa-
tion is specific and we aimed to identify ques-
tions important to most of ICU patients’ rela-
tives. Furthermore, a specific intervention
already had been proven effective in this situa-
tion (10). This intervention is a proactive com-
munication strategy that values and appreciates
what the family members said, acknowledges the
family members’ emotions, listens to the rela-
tives, asks questions that would allow under-
standing of who the patient was as a person, and
elicits questions from the family members. In
addition, at the end of the meeting, a bereave-
ment leaflet was provided to the relatives.

The questions on the preliminary list were
rated by 14 physicians (one per participating
ICU) and 22 relatives of patients ventilated for
�48 hrs based on the perceived importance of
each question. The physicians were asked how
important the questions were to family mem-
bers. The family members were asked how
important the questions were to them. Each
question was rated from 1 (not important at
all) to 5 (very important).

Statistics

The question ratings were analyzed using
R software. Agreements among families,
among clinicians, and between families and
clinicians were evaluated using Cronbach’s �
coefficients. For each question, we computed
the mean rating by families and the mean
rating by physicians. A question was consid-
ered important to families if its mean rating by
families was higher than the median of mean
family ratings for all questions; similarly, a
question was considered important to physi-
cians if its mean rating by physicians was
higher than the median of mean physician
ratings for all questions.

To avoid redundancy and minimize ques-
tionnaire length, it is necessary to discard ques-
tions that grasp the same aspect of the measured
construct. Because the number of questions is
high, this reduction process had to be performed
through the use of exploratory multidimen-
sional approaches like principal component
analysis and hierarchical clustering analysis.
Principal component analysis was performed to
obtain a graphic representation of correlations of
ratings across questions and between families
and physicians. When two points are close to
each other, the underlying variables are posi-
tively correlated. When two points are diametri-
cally opposed, the underlying variables are neg-
atively correlated. Similarly, hierarchical
clustering analysis represents graphically with a
“dendrogram” (a tree-like diagram) the nearness
of two variables. Because the variables were nor-
malized here, nearness is mathematically equiv-
alent to the strength of the Pearson correlation
coefficient. In practice, hierarchical clustering
analysis was performed to identify questions that
received similar ratings from families and phy-

sicians. When two or more questions were sim-
ilar by hierarchical clustering and had compara-
ble contents, they were merged into a single
question. Questions were considered important
if they received high ratings from either families
or clinicians (nurses and doctors) or both, and if
they received homogeneous ratings within each
group.

RESULTS

Data Collection

We collected 2,135 questions (Fig. 2).
The literature review identified seven rel-
evant publications (3, 11, 26, 38–41),
from which 96 questions were collected.
The 28 ICU nurses and physicians re-
ported 499 questions. In the 1-wk study,
the nurses reported 869 questions and
the physicians 577 questions. Finally, 94
questions were obtained from the in-
depth interviews of family members.

Qualitative Analysis

The qualitative analysis showed that
1,692 (79%) questions were duplicates or
redundancies or were related to specific
situations that did not apply to all ICU
patients (Fig. 2). The framework analysis

distributed the remaining 443 (21%)
questions among the nine pre-established
domains as follows: diagnosis, 118
(26.6%) questions; treatment, 57 (12.9%)
questions; prognosis, 52 (11.7%) ques-
tions; comfort, 26 (5.9%) questions; in-
teraction, 23 (5.2%) questions; commu-
nication, 32 (7.2%) questions; family, 70
(15.8%) questions; end of life, 22 (5.0%)
questions; and post-ICU management, 43
(9.7%) questions.

The thematic analysis identified 46
subdomains (Fig. 2 and Supplemental Ta-
ble I [Supplemental Digital Content 1,
http://links.lww.com/CCM/A234]), six in
the diagnosis domain, and five in each
of the other eight domains. These 46
subdomains yielded a preliminary list of
46 questions (Supplemental Table I
[Supplemental Digital Content 1,
http://links.lww.com/CCM/A234]).

Quantitative Analysis

Of the 46 questions, 42 were rated by
the family members and physicians. The
remaining four questions pertained to
end-of-life care and were excluded from
this step of the study.

All the questions but one had mean rat-
ings �2.5 (Table 1). The median rating by

Figure 2. Flow chart of questions. The circles represent the different steps of the analysis and the
figures represent the number of questions at each step. The upper part of the diagram (bold figures)
shows all questions from the five sources; the lower part shows the number of questions at each step
from each of the five sources (literature, opinions of 28 ICU nurses and physicians, 1-wk prospective
collection of questions asked to intensive care unit [ICU] nurses and physicians in 14 French ICUs, and
in-depth interviews of relatives of ICU patients by a psychologist).
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relatives was 3.9 (interquartile range, 3.5–
4.1), and the median rating by physicians
was 3.8 (interquartile range, 3.5– 4.1).
Cronbach’s � coefficient was 0.78 across
families, 0.77 across physicians, and 0.81
between families and physicians, indicating
good interobserver consistency.

Figure 3 shows the results of the prin-
cipal component analysis and the mean
ratings. Seventeen questions received
high ratings by families and physicians,
seven only received high ratings by fam-
ilies, and eight received high ratings only
by physicians. Ratings of the remaining
ten questions by families and physicians
were below median rating. “Futility” and
“relatives’ distress” were the only ques-
tions that received high ratings by either
the families or the physicians and were
the only questions that did not have ho-
mogeneous notations. These two ques-
tions were eliminated.

Based on the hierarchical clustering re-
sults (Supplemental Figure I and Supple-
mental Figure II), the following questions
were merged: “relapse” with “disease”;
“transfer” with “recovery”; “appointment”
with “being informed”; “talking,” “touch-
ing,” and “answering” with “hearing”; ‘in-
vestigations” with “news”; “visiting” with
“my participation”; “medication” with
“what treatments”; “death” with “probabil-
ity”; “vital parameters” with “appearance”;
and “religion” with “relatives’ distress.”

Among the remaining 28 questions, 21
received high ratings by families or physi-
cians or both and were considered the most
important questions for families (Table 2).
This list of important questions included
questions from eight of the nine domains.

DISCUSSION

We established a list of 21 questions
important to relatives of ICU patients.
This list was obtained by identifying ques-
tions asked by family members and then
evaluating how important these ques-
tions were to families and physicians.

Several arguments suggest that a
prompt list of questions could be more
clinically significant in the critical care
setting than anywhere else in the hospital.
First, because most ICU patients are unable
to make their own choices, ICU clinicians
interact mostly with the relatives. This sit-
uation occurs far less frequently in other
hospital wards. Second, family members of
ICU patients have to cope with their own
distress and with prognostic uncertainties
of their loved one’s disease. Questions
might be specific to this situation. Third,

Table 1. Ratings given by relatives and physicians to each of the 42 questions on the preliminary list

Domain Subdomain
Relatives’ Ratings

(n � 22)
Physicians’ Ratings

(n � 14) High Ratings

Diagnosis Neurologic status 3.7 � 1.2 3.9 � 1.0 Physicians
Diagnosis Fever 2.8 � 1.4 3.4 � 1.0 Never
Diagnosis Disease 4.4 � 1.1 4.2 � 0.9 Relatives and

physicians
Diagnosis Appearance 3.7 � 1.0 3.8 � 1.2 Physicians
Diagnosis Vital parameters 4.0 � 1.0 2.9 � 1.3 Relatives
Diagnosis Investigations 4.6 � 0.6 3.6 � 0.9 Relatives
Treatment Surgery 3.1 � 1.6 2.5 � 1.2 Never
Treatment What treatments? 3.9 � 1.0 3.9 � 0.9 Relatives and

physicians
Treatment Weaning 4.1 � 1.1 4.3 � 1.0 Relatives and

physicians
Treatment Tubes and machines 3.5 � 1.1 3.7 � 0.9 Physicians
Treatment Medication 3.2 � 1.0 3.5 � 0.9 Never
Prognosis Recovery 4.5 � 0.8 3.9 � 0.9 Relatives and

physicians
Prognosis Death 3.6 � 1.6 3.6 � 1.3 Never
Prognosis Probability 3.9 � 1.1 3.6 � 1.4 Relatives
Prognosis How and when families

will know
3.9 � 1.1 4.1 � 0.9 Relatives and

physicians
Prognosis Recent events 4.2 � 0.9 3.8 � 1.2 Relatives and

physicians
Comfort Psychological distress 4.2 � 1.2 2.3 � 1.1 Relatives
Comfort Supplying comfort

items
3.9 � 1.2 3.6 � 0.9 Relatives

Comfort Physical pain 4.1 � 1.0 4.6 � 0.6 Relatives and
physicians

Comfort Food 3.3 � 1.1 3.4 � 1.2 Never
Comfort Sleep 3.5 � 1.1 3.0 � 1.0 Never
Interaction Talking 3.8 � 1.5 4.5 � 0.9 Relatives and

physicians
Interaction Answering 3.5 � 1.5 4.0 � 1.1 Physicians
Interaction Touching 3.9 � 1.1 4.4 � 0.9 Relatives and

physicians
Interaction Hearing 3.7 � 1.5 4.6 � 0.5 Physicians
Interaction My participation 4.0 � 1.1 3.8 � 1.0 Relatives and

physicians
Communication Appointment 4.1 � 1.2 3.9 � 1.0 Relatives and

physicians
Communication Being informed 4.6 � 0.7 4.4 � 0.5 Relatives and

physicians
Communication News 4.5 � 0.7 3.7 � 1.0 Relatives and

physicians
Communication Staff members 3.7 � 1.3 3.4 � 1.3 Never
Communication Phone 4.3 � 0.9 4.3 � 0.8 Relatives and

physicians
Family Visiting 3.7 � 1.2 4.1 � 0.9 Physicians
Family Contamination 3.7 � 1.1 2.9 � 0.9 Never
Family Decision-making 3.9 � 1.0 3.2 � 1.3 Relatives
Family Relatives’ distress 3.0 � 1.2 3.8 � 1.3 Physicians
Family Religion 2.7 � 1.5 3.6 � 1.2 Never
Post-ICU Length of stay 3.9 � 1.2 3.9 � 1.0 Relatives and

physicians
Post-ICU Relapse 4.1 � 0.9 3.9 � 1.0 Relatives and

physicians
Post-ICU Sequelae 4.3 � 1.2 4.5 � 0.8 Relatives and

physicians
Post-ICU Transfer 4.3 � 0.8 3.5 � 1.0 Relatives
Post-ICU Memory 3.4 � 1.4 3.1 � 1.0 Never
End-of-life Futility 2.9 � 1.4 3.8 � 1.2 Physicians

Cronbach’s �: 0.78 Cronbach’s �: 0.77
Cronbach’s �: 0.81

ICU, intensive care unit.
Data are mean � SD. Physicians and families rated each question from 1 (not important at all) to

5 (very important). High ratings were defined as ratings above the median for all questions (3.9 for
families and 3.8 for physicians).
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given the huge burden on the relatives, a
list of questions could improve comprehen-
sion, decrease symptoms of anxiety, depres-
sion, and stress, and also improve the qual-
ity of the decision-making and reduce ICU
conflicts.

The multicenter design and the in-
volvement of nurses, physicians, and fam-
ily members helped us to identify a large
number of questions actually asked by
families. Having questions from several
different sources offers opportunities to
identify important questions that family
members would have reported, without
being able to recall them at the time of
the survey because of their acute stress
and their symptoms of anxiety and de-
pression (15). We therefore asked ICU
nurses and physicians about questions
they felt were important to family mem-
bers, and we also reviewed the literature
on this topic. Furthermore, the in-depth
family member interviews were specifi-
cally designed to elucidate questions
deemed important by families. More than
2,000 questions were thus collected. A
qualitative analysis was then performed
to shorten the list of questions without
losing information (37).

Evaluating the importance of a ques-
tion to family members is a challenging
task. In our study, the questions were
rated not only by family members but
also by ICU physicians who had experi-
ence with a vast array of families, as well
as knowledge of families’ concerns after
the ICU experience. The participation of
physicians in the ranking of the questions
allowed us to eliminate biases related to
the impact of the emotional burden of the
families, to the small number of ranking
families, to the lack of information about
cultural/ethnicity of these families. Such
a strategy could create confusion by mix-
ing families and physicians’ preferences.
We therefore analyzed ratings by families
and physicians separately to avoid exclud-
ing questions well-noted by families and
not by physicians. Although the family
members and the physicians used a nu-
merical scale to rate the questions, we did
not seek to determine a cut-off above
which questions were important. Instead,
we relied on a combination of statistical
approaches. Hierarchical clustering al-
lowed us to merge questions reflecting
similar concerns. Principal component
analysis provided us with an overview of
both the importance of the questions and
the agreement between families and phy-
sicians regarding the importance of the
questions. All these data helped us to

Figure 3. Principal component analysis and ranking according to mean ratings. Questions that
received higher ratings are further on the left. Questions with smaller differences in ratings by families
and physicians are closer to the x-axis. Red, questions with high ratings by families and physicians.
Green, questions with high ratings by families only. Blue, questions with high ratings by physicians
only. Black, questions with no high ratings.

Table 2. List of the 21 most important questions asked by family members of patients in the intensive
care unit

Domain Subdomain Question

Diagnosis Neurologic status Why is he/she not fully conscious?
Diagnosis Disease What is wrong with him/her?
Diagnosis Appearance I am upset by the way he/she looks. Can you tell me

why he/she looks different?
Treatment What treatments? What treatments and other care is he/she receiving?
Treatment Weaning When will he/she be able to breathe on his/her own?
Treatment Tubes and machines What is the purpose of the tubes and machines

attached to him/her?
Prognosis Recovery Will he/she get better?
Prognosis Probability What are the chances that he/she recovers?
Prognosis How and when families

will know
How and when will we know what is going to happen?

Prognosis Recent events Is he/she better today?
Comfort Psychological distress Is he/she in psychological distress?
Comfort Supplying comfort

items
Is there anything I can do to make him/her more

comfortable? (music, newspaper, food)
Comfort Physical pain Is he/she in pain?
Interaction Hearing Can he/she hear me when I speak to him/her?
Interaction My participation What can I do for him/her? (help with care, feeding,

washing)
Communication Being informed Can I be sure I will be told if something happens?
Communication News Will I be informed regularly of changes and, if so, how?
Communication Phone Can I call to find out how he/she is doing?
Family Decision-making In a decision-making situation, what is expected of me?
Post-ICU Length of stay How long will he/she stay in the ICU?
Post-ICU Sequelae Will he/she have any after-effects?

ICU, intensive care unit.
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perform an objective analysis of question
ratings and to identify the most impor-
tant questions for family members of ICU
patients.

Asking and answering questions have
a major role in communication with ICU
family members. Several studies showed
how specific communication strategies
could help clinicians to better meet the
informational needs of families (8–10,
20). However, these strategies were de-
signed to improve the delivery of infor-
mation, and the studies did not investi-
gate whether the content of the
information was at odds with the expec-
tations of the relatives. This deficiency
was emphasized in a recent study of in-
formation leaflets (42). In this study,
Soltner et al (42) found that relatives of
ICU patients wanted more information
than was provided in the leaflets or rec-
ommended in published guidelines. This
information gap may contribute to ex-
plaining the low level of comprehension
by family members of the patient’s situ-
ation in the ICU (23, 24). The list of
important questions established in our
study may help to fill this gap by drawing
attention to the topics about which ICU
families want information. The list could
be used by families to help them deter-
mine which questions they want to ask.
Such a strategy has been validated in the
palliative care setting (43). A recent liter-
ature review and meta-analysis identified
23 studies evaluating question checklists
before consultations in oncology and car-
diology clinics (44). The impact of these
interventions on question-asking, partic-
ipation, anxiety, knowledge, and satisfac-
tion was limited. These settings are quite
different from the ICU because our pa-
tients are often unable to communicate
and intensivists interact mostly with fam-
ily members. Another difference between
intensive care medicine and oncology or
cardiology clinics is the time scale: un-
fortunate and fatal events occur faster in
the ICU.

The question list proposed in our
study may also prove useful to physicians
for preparing family conferences. In-
creasing awareness among physicians of
the specific informational needs of fami-
lies may diminish the number of missed
opportunities during family conferences
(45). The clinical significance of the list
could be decreased anxiety, improved un-
derstanding, or increased number of
questions asked by family members, and
the list should be evaluated prospectively.

This study has several limitations.
First, questions important to family
members were not identified through a
purely qualitative process with semi-
structured interviews. Therefore, impor-
tant questions could have been missed.
However, the prompt list was extracted
from multiple sources of questions pro-
cessed through qualitative analysis. Sec-
ond, the study was performed in France
and concerns may arise about the gener-
alizability of the list of questions to other
countries. However, the study was per-
formed in 14 ICUs and involved both
nurses and physicians, in addition to rel-
atives. Third, our major goal is to reduce
burden on the relatives. However, the
demonstration that this list of questions
can effectively improve the ICU experi-
ence for family members still needs to be
demonstrated.

In summary, we identified 21 ques-
tions that are important for relatives of
ICU patients. This list might help families
to determine which questions they want
to ask at a time when they are undergo-
ing considerable emotional strain and,
therefore, may have difficulty assessing
their informational needs. It may help
ICU physicians to check the completeness
of the information they provide to fami-
lies. Studies of families with relatives in
the ICU are needed to assess the effect of
using the list on comprehension, partic-
ipation in decision-making, and post-ICU
emotional burden.
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