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ABSTRACT

Background and Purpose
Many critically ill patients in intensive care units (ICUs)

are unable to communicate their wishes about goals of care,
particularly about the use of life-sustaining treatments. Sur-
rogates and clinicians struggle with medical decisions be-
cause of a lack of clarity regarding patients’ preferences, lead-
ing to prolonged hospitalizations and increased costs. This
project focused on the development and implementation of
a tool to facilitate a better communication process by (1) as-
suring the early identification of a surrogate if indicated on
admission and (2) clarifying the decision-making standards
that the surrogate was to use when participating in decision
making. Before introducing the tool into the admissions rou-
tine, the staff were educated about its use and value to the
decision-making process.

Project and Methods
The study was to determine if early use of a simple

method of identifying a patient’s surrogate and treatment pref-
erences might impact length of stay (LOS) and total hospital
charges. A pre- and post-intervention study design was used.
Nurses completed the surrogacy information tool for all pa-
tients upon admission to the neuroscience ICU. Subjects (total
N=203) were critically ill patients who had been on a me-
chanical ventilator for 96 hours or longer, or in the ICU for
seven days or longer. The project included staff education
on biomedical ethics, critical communication skills, early iden-
tification of families and staff in crisis, and use of a simple
tool to document patients’ surrogates and previously ex-
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pressed care wishes. Data on hospital LOS and hospital
charges were collected through a retrospective review of
medical records for similar four-month time frames pre- and
post-implementation of the assessment tool.

Results
Significant differences were found between pre- and

post-groups in terms of hospital LOS (F=6.39, p=.01) and
total hospital charges (F=7.03, p=.009).

Conclusions
Project findings indicate that the use of a simple ad-

mission assessment tool, supported by staff education about
its completion, use, and available resources, can decrease
LOS and lower total hospital charges. The reasons for the
difference between the pre- and post-intervention groups
remain unclear. Further research is needed to evaluate if the
quality of communications between patients, their legally au-
thorized representatives, and clinicians—as suggested in the
literature—may have played a role in decreasing LOS and
total hospital charges.

The Patient Self-Determination Act (1990)
(PSDA) required healthcare facilities that re-
ceive federal funds to provide patients with in-
formation upon admission that might help fa-
cilitate better medical decision making.1 One of
the mandates of the PSDA dictates that facili-
ties inquire about advance directives and note
responses in the medical record. Advance di-
rectives exist to inform and guide decision mak-
ing when patients are unable to voice their
wishes, yet few hospitals have processes in
place to consistently honor advance directives.
Since deaths in ICUs account for nearly 20 per-
cent of those who die in hospitals, managers of
hospital ICUs are key to ensuring that advance
directives requirements are met.2 ICU deaths are
often uncomfortable situations for patients’
families and careproviders. Among the most
challenging aspects are identifying the patients’
wishes and locating surrogate decision makers
for end-of-life care when the patient is unable
to speak on his or her own behalf. Strategies for
ensuring that the patient’s wishes are met can
minimize confusion and frustration, improve
families’ and caregivers’ satisfaction, shorten
hospitalizations, improve documentation, and
reduce costs of unnecessary and unwanted care.

However, reported strategies to do this have
been largely disappointing.3 One reason for
unsatisfactory results might be a failure to ad-
dress conflicts between families and healthcare
team members, resulting in delays in decisions
regarding the patient’s wishes for treatment.

ABOUT THIS PROJECT

The project described in this article in-
volved using a simple assessment tool in a neu-
roscience ICU to promote discussions around
end-of-life care and to identify a proxy decision
maker when needed. Those involved in the
project developed, implemented, and evaluated
a user-friendly assessment tool (see figure 1) for
nurses to gather needed information and to help
legally authorized representatives understand
proxy decision-making standards as early as
possible during hospitalization. Secondarily, as
preparatory to the intervention, staff were re-
quired to attend a mandatory four-hour, com-
petency-based inservice training session. The
staff education focused on:
1. Dealing with exceptional families and stress-

ful situations by recognizing conflict trig-
gers for staff and families and involving
available hospital resources as quickly as
possible (such as managers, ethics consul-
tation services, pastoral care, and patient
representatives);

2. Understanding the project tool and the ba-
sic ethical concepts critical to its implemen-
tation and value, to better communications;
and

3. Reflecting on cultural and spiritual tradi-
tions and mechanisms to demonstrate sen-
sitivity to difference.

The interactive session was lead by the
institution’s senior patient relations coordina-
tor, clinical nurse managers (both of whom hold
master’s degrees in bioethics), and the director
of pastoral care.

LITERATURE REVIEW

The importance of effective interdiscipli-
nary intervention and communication has been
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Figure 1. Surrogacy Information and Decision-Making Tool—Page 1

demonstrated in a variety of ICU settings; some
have suggested that a lack of communication
and collaboration may be responsible for as
many as 70 percent of reported adverse events.4

Communication about end-of-life issues has
only recently been described in the literature,
and literature searches from CINAHL (Cumula-
tive Index to Nursing and Allied Health Litera-
ture) and Medline using the phrase “advanced
directives and implementation” yielded only
seven journal articles. None of the articles de-

scribed strategies for identifying and imple-
menting patients’ wishes for end-of-life care.

Dowdy and colleagues evaluated an inter-
vention in end-of-life decisions for ICU patients
who were at risk for dying, using a retrospec-
tive records review.5 The investigators deter-
mined that those who experienced a “proactive
ethics consultation” (contact with the patient’s
physician when the patient had been placed on
mechanical ventilation for 96 hours or more)
had significantly more do-not-resuscitate (DNR)

orders, more end-of-life
decisions documented,
greater quality of commu-
nication, and shorter
length of ICU stay (six
days less, on average).

In a similar population
of patients, Ahrens, Yan-
cy, and Kollef examined
the use of a team (physi-
cian and clinical nurse
specialist) who talked
with patients and family
members daily about clin-
ical goals and options,
compared to “standard”
methods of communica-
tion with caregivers.6 The
authors reported that the
intervention group had re-
duced ICU and hospital
LOS and a reduction in
costs of care, on an aver-
age, of $14,000 per per-
son.

Kirchoff and others
noted that, while initia-
tion of decision making
for withdrawal of life-sup-
port was documented for
identified patients, only
32 percent of patients had
documented advanced di-
rectives and 84 percent
had documented resusci-
tation status.7 The inves-
tigators determined that
more complete documen-
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Figure 1, Continued. Surrogacy and Decision-Making Tool—Page 2

tation could serve as a basis for consistent ac-
tions and giving of information among care-
givers, and could provide needed legal founda-
tion for caregiving activities.

Additional investigations suggest that con-
cerns such as social issues, unrealistic family
expectations, and poor communication with
healthcare providers compound end-of-life ac-
tivities, leaving families and clinicians frus-
trated.8 A study conducted in 22 hospitals in
France used a family conference and brochure
for ICU patients at the end of life.9 Family mem-
bers who received the intervention (N=126) re-
ported being better able to
express their emotions
and experienced fewer
psychological events. In
addition, patients in the
experimental group had
fewer non-beneficial in-
terventions following the
family conferences.
Clearly, inadequate com-
munication among clini-
cians or between care-
providers and ICU pa-
tients and family mem-
bers about end-of-life is-
sues can create significant
ethical and patient care
concerns.

Assessing a patient’s
decision-making capacity
on admission and asking
questions about the pati-
ent’s previously docu-
mented or verbally ex-
pressed preferences re-
garding possible treat-
ment options can lay a
foundation for good com-
munication. This can in-
clude identifying the pa-
tient’s surrogate, if the pa-
tient lacks decision-mak-
ing capacity, and noting
the surrogate’s contact in-
formation in the medical
record in a way that can

be readily retrieved. This allows the treatment
team to identify the patient’s surrogate early in
the hospitalization and resolves any disagree-
ment or conflict as to the identity of the pati-
ent’s legally authorized representative. Conver-
sation with a surrogate as soon as possible after
a patient’s admission allows the treatment team
to help the surrogate understand his or her role
in the decision-making process and how to
make decisions according to accepted standards
(the substituted judgment standard if the pa-
tient expressed a treatment preference clearly
and convincingly that applies in the given situ-
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ation or the best interest standard if the pati-
ent’s wishes are unknown or unclear).

After reviewing the articles by Dowdy and
colleagues, Ahrens and colleagues, and Kirchoff
and colleagues particularly, one may be left to
wonder what might be the impact on LOS and
total hospital charges, with a far more limited
and much less costly effort, by focusing only
on facilitating the identification of a surrogate
(if required), assisting the surrogate with infor-
mation about proxy decision-making standards,
and educating the nursing staff about issues
central to surrogate decision making. In such a
study, there would be no “pro-active” ethics
consultation by individuals or teams; there
would be no medical director/clinical nurse
specialist teams talking with patients and fami-
lies instead of attending physicians and con-
sultants; there would be no special attempts to
clarify or document advance directives and DNR
orders than would have been done otherwise.
Such a project would involve shoring up or
strengthening existing processes and supports.
Such a research effort would not require addi-
tional personnel to implement, and might be
viewed as an attempt to improve the ability and
accuracy of the admission nurse to gather and
record information that is part of a routine, and
to enhance the bedside nurse’s skills in assist-
ing surrogates to understand medical decision-
making standards and involve existing services
(for example, ethics consultation services, pas-
toral care, and patient relations coordinators)
when indicated.

PROJECT MATERIALS AND METHODS

The project setting was a 64-bed neurosur-
gical ICU in a 650-bed, Level One Trauma Cen-
ter and teaching hospital in Arizona. A pre- and
post-intervention design was used with patient
information drawn from retrospective chart re-
view. Patients’ eligibility criteria included those
who (1) received mechanical ventilation for 96
hours or longer, or (2) remained in the ICU for
seven days or longer, yet still met criteria for
ICU care and were not awaiting transfer to a
lower level of care. Patients’ demographic in-
formation included age, gender, admitting di-

agnosis and co-morbidities, admitting service,
surgical and interventional procedures, hours
of mechanical ventilation, hospital LOS, and
hospital charges.

Approval from the organization’s institu-
tional review board was obtained before the
study began. Patients’ confidentiality was main-
tained by assigning a code number to each eli-
gible subject. Inter-rater reliability was estab-
lished by having data collectors independently
review medical records of three randomly se-
lected patients who met eligibility requirements.
With agreement among raters established at 92
percent, study data collection proceeded with
consecutive patients who met project criteria.
Record review for each subject required about
30 minutes.

SURROGACY INFORMATION AND
DECISION-MAKING TOOL

The admitting nurse completed the surro-
gacy information and decision-making tool (see
figure 1) for all patients upon admission to the
ICU. This tool focused on assessing patients’
decision-making capacity and identifying infor-
mation needed in case of current or potential
incapacity of the patient. This information in-
cluded completed advanced planning docu-
ments and the name and contact information of
the legally authorized proxy decision maker.
The tool was user friendly, easy to recognize on
bright orange paper, and placed in the front of
patients’ charts for quick access. On the reverse
side of the assessment tool was a resource guide
listing basic ethical concepts including compe-
tency/capacity, informed consent and comfort
care, and the state surrogate decision maker’s
statute. For patients and family members, an
informational leaflet (see figure 2) explaining
the benefit of advance directives and concepts
such as substituted judgment and the best in-
terest standard was provided at the time of ad-
mission to aid in decision making. English and
Spanish versions were available. In preparation
for rolling out the new information tool, staff
members received four hours of education about
basic ethical principles, cultural and spiritual
sensitivity, and dealing with personal and pro-
fessional conflicts when involved in certain
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Figure 2. Informational leaflet

typical situations (see table 1).

RESULTS

Closed medical records for subjects who
met inclusion criteria were reviewed. Data were
collected for subjects admitted from September
through December 2008 (n=105) before use of
the assessment tool, and for subjects admitted
from October 2009 through January 2010 (n=98)
after use of the tool began. A power analysis
indicated that this sample size yielded a power
of .80. Data were analyzed using Statistical Pack-
age for the Social Sciences (SPSS, version 11.5).

Descriptive data in the pre- and post-groups
(see table 2) indicate that the two patient groups
were similar in terms of mean age (56.78 years
versus 57.26 years), gender composition (60 per-
cent versus 58 percent male),
and number of co-morbidities
(2.9 versus 2.85). Admitting di-
agnoses were also similar for
pre- and post-assessment, with
the majority of patients admit-
ted with neurosurgical prob-
lems (62 to 70 percent) or neu-
rologic conditions such as men-
ingitis (16 to 20 percent). Pa-
tients’ satisfaction scores—
which traditionally are very
high for the institution’s neuro-
science units—as collected by
an independent system con-
sulting firm for the pre- and
post-intervention periods, were
not statistically dissimilar.10

Also, the Medicare case mix in-
dex for the groups, pre- and
post-intervention, was not sta-
tistically different. Patients’ dis-
positions following the hospi-
talization (see table 3) included
home, rehabilitation (rehab) fa-
cility, long-term acute care
(LTAC) facility, extended care
(ECF) or skilled nursing facil-
ity (SNF, including hospice ad-
missions), and death. While the
percentage of patients dis-

charged to each setting differed between the two
groups, the differences were not statistically sig-
nificant, and reported mortality rates are con-
sistent with those described by others.11

Since the number of ventilator-free days was
significantly related to hospital LOS (r=.614,
p=.01), ventilator-free days of hospitalization
were calculated for each group as a percentage
of hospital LOS. There were no statistically sig-
nificant differences between groups for this
outcome variable (pre-tool use mean=54.2 per-
cent, post-tool use mean=55.6 percent).

Significant differences were noted, how-
ever, in several outcome variables including
hospital LOS (21 days for the pre-assessment
tool group versus 15 days for the post-assess-
ment tool group). Total hospital charges also
differed between groups; the mean charge for
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TABLE 1. Mandatory four-hour staff inservice topics

Part 1: Exceptional families: patient relations coordinator
A. Why some families are “exceptional.”
B. How may I identify someone’s emotional level and use scripting to better communicate with emotionally charged

people?
C. What “color” is the family? (family triage team assessment decision grid) (paradigm situations: neutral, annoyedde-

escalating, escalating, victimized)
D. What “color” am I? (staff behaviors assessment guide) (appropriate staff responses in paradigm situations)
E. What are our professional responsibilities to patients and families?

Part 2: Medical ethics and medical decision-making basics: clinical nurse managers (who also serve on the institution’s
ethics consultation service)
A. What are the four principles of healthcare ethics?
B. Define “capacity,” “competency,” “proxy,” and “surrogate.”
C. How does one obtain informed consent?
D. Explain the surrogacy information and decision-making tool.
E. Using hypothetical cases for illustrations, discuss several situations in which the tool may be helpful.

Part 3: Cultural and spiritual sensitivity: pastoral care director
A. How may we improve cultural awareness and sensitivity?
B. How may I become more culturally sensitive or self-aware?
C. What are the elements of family-centered care?
D. How might patients and families express culture and spirituality?
E. Describe nursing interventions that demonstrate cultural and spiritual sensitivity.
F. Discuss nursing interventions that provide support to dying patients and their families.

the pre-assessment tool group was $305,448,
while the mean total charges for the post-assess-
ment tool group was $241,132 (see table 2).
Using analysis of variance, statistically signifi-
cant differences were identified between pre-
and post-intervention use groups for hospital
LOS (F=6.39, p=.01) and hospital charges
(F=7.03, p=.009). No other statistically signifi-
cant differences between groups were identified.

DISCUSSION

These findings suggest that early identifi-
cation of surrogate decision makers and atten-
tion to honoring previously expressed patients’
wishes can lead to improved outcomes, includ-
ing decreased LOS and reduced cost. The as-
sessment tool was relatively inexpensive to ad-
minister (estimated cost of the project was about
$35,000 in direct costs), yet the return on in-
vestment was deemed substantial by the orga-
nization. Costs included the time required for
tool development, printing of the educational

materials, and instructor time in staff training;
there was no off-service cost or allocation for
the more than 220 staff who attended the
inservice training sessions that were offered at
multiple times to include all shifts and rotations.

The literature suggests that many families
have disagreements about end-of-life treatment
decisions for loved ones, discontinuation of
treatment, and use of hospice care, so it is not
unusual that the patients and families involved
in this project experienced such conflict both
in pre- and post-intervention groups.12 Our re-
sults indicate that the use of the assessment tool
helped families to consistently identify and ac-
knowledge surrogate decision makers and to
improve communication via a single family
spokesperson. This consistency, in turn, de-
creased confusion and focused attention on the
patient’s wishes, thus producing a more clearly
defined treatment plan from admission to dis-
charge from the ICU.

The intervention did not eliminate all dif-
ficult family situations; however, in general,
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TABLE 2. Discharge dispositions

Home (%) Rehab facility (%) LTAC (%) ECF/SNF  (%) Death (%)

Pre-intervention 22.9 20.8 16.7 28.1 11.5
Post-intervention 19.6 21.7 5.2 35.1 17.5

LTAC = long-term acute care; ECF = extended care facility; SNF = skilled nursing facility

TABLE 3. Patients’ demographic characteristics and descriptive results

Variable Pre-intervention Post-intervention

Mean age (years) 56.78 (s.d. = 14.5) 57.26 (s.d. = 16.2)
Male sex 60% 58%
Number of co-morbidities 2.9 (s.d. = 1.3) 2.85 (s.d. =1.2)
Documentation quality score 3.01 (s.d. = 1.2) 3.32 (s.d. = 1.3)
Hours of mechanical ventilation (days)* 245.9 (s.d. = 248.7) 206.02 (s.d. = 154.3)
Length of stay (days)* 21.1 ( s.d. = 10.9) 15.45 ( s.d. = 8.8)
Average hospital charges* $305,448 (s.d. = $156,376) $241,332 (s.d.= $135,067)

*Statistically significant differences, p<.01

conflicts were addressed earlier in the patient’s
stay, before they could escalate. Staff members
reported being better equipped to address fami-
lies’ concerns as a result of cultural and spiri-
tual training, improved communication skills,
having enhanced knowledge of ethical prin-
ciples, and dealing more effectively with their
own moral distress and that of exceptional fami-
lies.

For the organization, an obvious benefit of
the intervention was a reduction in family con-
flicts requiring administrative involvement.
When conflicts intensify to the extent that se-
nior organization members need to be involved,
considerable time and emotional effort are of-
ten needed to achieve resolution. Early recog-
nition and intervention through use of the as-
sessment tool decreased the need for this level
of involvement.

An unanticipated benefit of the interven-
tion was the significant decrease in hospital LOS
and subsequent cost savings associated with
care. The reduced LOS also improved how
quickly patients moved through the organiza-

tion, with more appropriate LOS, allowing the
organization to more readily meet the needs of
patients during admission through the place-
ment of patients after hospitalization. The as-
sessment tool improved clarity about treatment
goals, with both reductions in LOS and dis-
charge dispositions, through the identification
of surrogates and adherence to the patient’s
wishes.

This project had several limitations, includ-
ing the lack of random assignment and the
venue of a single ICU with a unique patient
population in one state that has a statute allow-
ing for surrogate decision making. The study
was limited to a neuroscience ICU in a large
teaching hospital. It might be very valuable to
repeat the study in other units to see if the re-
sults are generalizable, even within the same
institution. The subjects studied were only a
small subset of total ICU admissions. Even
though patients were enrolled consecutively, the
nature of the strategy used did not allow for ran-
dom assignment to a treatment group versus a
control group. For future projects, use of the
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assessment tool with a more heterogeneous pa-
tient population is suggested. One might won-
der if a randomly selected sample for the ICU
might have produced similar results, since the
study focused on the most acute of a very criti-
cally ill population.

Much work still needs to be done on the
nature of conversations and conflicts at the bed-
side between staff and patients or surrogates and
families as was attempted in the articles by
Dowdy, Ahrens, and Shelton. Because this study
design was more narrow, it may be important
in the future to collect information about any
questions or topics that may have arisen during
the admissions intake process or about ques-
tions regarding capacity, surrogacy, or informed
consent that may have been raised later. It would
have been very helpful to include the amount
of time involved in conflict resolution, informed
consent discussions, and the number of any ICU
procedures that would have required signed
consent forms and review, whether or not the
patient (or the one surrogate identified on ad-
mission) was the individual who actually signed
the form.

Staff completed evaluations for the manda-
tory education sessions; the evaluations appear
to be very similar to standard nursing continu-
ing education evaluations. It may be helpful in
future studies to review any conversations be-
tween nurses and patients, surrogates, and fam-
ily members to learn whether or not any of the
topical material or instructional content was
incorporated into the bedside discussions.

In future studies, it may be important to look
more closely at hospital charges, not as a sum
total, but perhaps as more individual items and
costs to see if one component (such as ICU or
ventilator charges) were a major factor, as com-
pared to other items such as pharmacy charges.

CONCLUSIONS

The key features of the project intervention
that may prove readily adaptable at other hos-
pitals and healthcare institutions are:
• A simple, standardized process—at the time

of admission—for identification of poten-
tial legally authorized representatives,

should patients lack decision-making ca-
pacity;

• A straightforward, easily recognized (bright
orange) form to be completed by the admis-
sion nurse to document the name and con-
tact information of possible surrogate deci-
sion makers;

• Multi-language leaflets for patients, surro-
gates, and family members about the deci-
sion-making standards that should be used
if legally authorized representatives are
asked to participate in conversations about
the goals of treatment when the patient lacks
capacity; and

• A short, practice-based, and focused edu-
cational program designed to help bedside
staff to be more alert and knowledgeable
about patient care situations that might
cause moral distress and anxiety.

Patients, family members, and healthcare
providers all struggle with competing values
and obligations, and such turmoil becomes more
prominent in end-of-life care situations. Opti-
mal patient-centered experiences need to be
consistent with the beliefs and values of those
involved. Use of the assessment tool described
in this article represents an attempt to demon-
strate respect for patients’ beliefs and values and
enable nurses to provide holistic care based on
the desires of patients.
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