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Abstract

Introduction: Patient-centered care, particularly shared medical decision making, is difficult to measure in critically

ill patients where decisions are often made by a designated surrogate, often receiving information from multiple
providers with varying degrees of training. The purpose of this study was to compare short-term satisfaction with care
and decision making in patients or surrogates between two neurocritical care units [one staffed by a neurocritical care
attending and advanced practice providers (APPs) and one staffed by a neurocritical care attending and resident/fel-
low trainees] using the Family Satisfaction in the ICU (FS-ICU) survey.

Methods: Over a 6-month period, the FS-ICU was administered on a tablet device to patients or surrogates at least
24 h after admission and stored on REDCap database.

Results: One hundred and thirty-four patients or surrogates completed the FS-ICU. The response rates were 59.97%
and 46.58% in the APP and trainee units, respectively. There were no differences in patient age, sex, ventilator days

or ICU length of stay. Overall, there were no differences in satisfaction with care or perceived shared medical making
between the units. Respondents who identified their relationship with the patient as “other” (not a spouse, parent,
nor a sibling) were less satisfied with care. Additionally, surrogates who identified as parents of the patient were more
satisfied with degree of shared medical decision making.

Conclusion: This study showed that: (1) collecting FS-ICU in a neurocritical care unit is feasible, (2) overall there is no
difference in short-term satisfaction with care or shared decision making between a NICU staffed with trainees com-
pared to one staffed with APPs, and (3) parents of patients have a higher short-term satisfaction with degree of shared
medical decision making.

Keywords: Patient satisfaction, Neurocritical care, Advanced practice providers, Resident, Shared medical decision
making

Introduction
Patient satisfaction, as measured by post-hospitalization
surveys, is a recognized quality metric that typically
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assesses satisfaction over the course of an entire hospi-
tal stay [1, 2]. However, the use of post-hospital surveys
poses a problem for intensive care units, such as a neu-
rointensive care unit (NICU). A NICU is a specialized
unit that bridges the fields of neurology, neurosurgery,
neuroradiology, neuroanesthesiology, and critical care
medicine to care for critically ill patients with neurologi-
cal illness and/or injury. Because of the interdisciplinary
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nature of the NICU, there are many teams involved in
the care of the patient which can affect consistency of
caregiver—patient communication and, therefore, ulti-
mately satisfaction [3-5]. In a study evaluating 124
critically ill patients at time of discharge, inconsistent
caregiver—patient communication was reported in 21.5%
of patients, most within 48 h of admission [6]. 19.4% of
those surveyed indicated that these inconsistent mes-
sages affected satisfaction, and 9.7% indicated that these
inconsistencies also made decision making difficult [6].

A sense of shared decisions between the caregiver
team, the patient, and surrogates for the patient is an
important construct to patient-centered care, especially
in ICU patients where caregiver paternalism is more
common [6-9]. Shared medical decision making in the
NICU is defined by the patient and/or their surrogate(s),
the nurse, and the multiple medical teams working col-
laboratively to make decisions and come up with care
plans while balancing risk stratification and patient pref-
erences. Shared medical decision making requires regu-
lar, transparent meetings between the ICU team and
surrogates and requires skills in communication, con-
flict resolution, and the ability to facilitate discourse [7,
9-12]. Thus, measurement of both satisfaction with care
and satisfaction with decision making surrounding care
is a key variable to measure in ICU quality improvement
projects. The Family Satisfaction in the ICU (FS-ICU)
survey is a validated survey consisting of 24 questions on
these two areas [6]. The first fourteen questions focus on
satisfaction with care, while the remaining ten questions
focus on satisfaction with decision making [6].

Delivery of ICU care is evolving. There is an increased
demand in efficiency and quality of care along with an
aging population with chronic medical diseases [13, 14].
This places strain on the healthcare system, particu-
larly with growing physician and nursing shortages [13].
The use of advanced practice providers (APPs) to assist
healthcare teams in delivery of care is becoming more
common [13]. An APP is a non-physician with a license
to practice in collaboration with a physician in a variety
of settings. In the critical care setting, APPs have been
utilized in this collaborative fashion and, compared to
other team models (such as trainee model using resi-
dents and/or fellows), length of stay and patient mor-
tality were found to be similar [14]. Compliance with
clinical practice guidelines was also found to be greater
in APP-managed surgical intensive care units compared
to other team models [15]. As a patient’s length of stay
rises in the NICU, the number of healthcare provider
interactions also increases. However, little is known how
unit staffing with hired and consistent APPs compares to

care provided by rotating physician trainees with respect
to overall ICU satisfaction and shared medical decision
making.

The purpose of this project was to evaluate short-term
satisfaction with ICU care and short-term satisfaction
with shared medical decision making between two neu-
rocritical care units—one managed by physicians and
APPs and the other managed by physicians and train-
ees—at a single center using the FS-ICU.

Methods

Study Design

Patient Selection and Data Collection

We performed a retrospective analysis of a prospective
quality study surveying surrogates of patients admitted to
a neurocritical care center. All NICU caregivers were noti-
fied about the study at several NICU operations meetings
prior to commencement of the data collection period, but
were not asked to change rounding behaviors. Any adult
(age 18 years or older) involved in decision making for a
patient in the NICU was eligible to participate. Data col-
lection was performed from April 2018 to September
2018. Patients had to be admitted for greater than 24 h in
order for their respondent to participate in the survey. An
attending physician identified eligible respondents twice
a week in each unit and delivered a survey tablet device
that directly inputted FS-ICU data into a REDCap elec-
tronic data capture tool hosted at our institution. REDCap
(Research Electronic Data Capture) is a secure, Web-based
application designed to support data capture for research
studies. Only one survey was completed per patient.
Once the respondent completed a survey, the tablet was
returned either to the nurse or to the health unit coordi-
nator and subsequently sanitized. Due to the unknown
duration in the length of stay for each individual patient,
surveys were given to respondents as soon as possible after
eligibility identification, and to ensure that only one sur-
vey was given per patient, they were not administered at
the time of hospital discharge nor at longer-term intervals.
The study was waived by the Institutional Review Board.

ICU Model and Rounding Structure

Our 24-bed neurocritical care center is comprised of two
geographically distinct units staffed by six neurointen-
sivists who generally serve on a rotation of five to seven
12-h daytime scheduled shifts between both units. One
unit is 14 beds and the other is 10 beds. The 14-bed unit
is managed by a neurointensivist who collaborates with a
rotation of 10 APPs. Each APP generally rotates on ser-
vice for 2-3 straight days (6:30 am—6:30 pm) or 3 straight
nights (6:30 pm—6:30am). The 10-bed unit is managed by
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a separate neurointensivist along with one of four neu-
rocritical care fellows and two to three rotating resident
physician trainees pooled from the Neurology, Neuro-
surgery, and Emergency Room residency programs. The
neurocritical care fellow rotates on service for 2 weeks at
a time either on a 12-h day shift (6:30 am—-6:30 pm) or
a 12-h night shift (6:30 am-6:30 pm). Neurology, emer-
gency room, and neurosurgery residents rotate on ser-
vice every 2 weeks, 4 weeks, and 3 months, respectively.
Residents remain on service for 5 to 6 days at a time and
provide coverage only during the 12-hour day shift. The
two units manage patients of similar type and severity
as the allocation of admissions between the two units is
solely based on nursing staff and bed availability. Bed-
sides, rounding structure is similar between the two
units. Rounds are nurse-driven and are conducted from
a rounding sheet using a systems-based approach. Family
and surrogates, if available, are encouraged to participate
in rounds. Both units have dedicated neuropharmacists
and respiratory therapists that also actively participate in
bedside rounds. If there are remaining unanswered ques-
tions or details regarding the patient’s care that require
further clarification, a separate family meeting is held
after daily rounding is completed. Depending on the
complexity of the family meetings, these are held by the
APP or trainee alone, or in the presence of the attending
physician.

Study Variables

The FS-ICU is a widely used, validated survey that meas-
ures satisfaction with care (14 questions) and satisfac-
tion with decision making surrounding care in the ICU
(10 questions) [16]. The majority of questions are scored
on a 5-point Likert scale (5=excellent and 1 =poor). The
final question is scored on a 2-point scale. Sub-scores
for satisfaction with care and for satisfaction with deci-
sion making were computed by first transforming each
item response to a 100-point scale and then calculating
the mean score of the items comprising each subscale in
accordance with the FS-ICU 24-item scale scoring proce-
dures. Scores were only computed for those completing
or selecting a response other than “Not Applicable” for at
least 70% of the items. FS-ICU scores for subjects com-
pleting < 70% were excluded.

To verify the comparability of patients admitted to the
two units, patient demographics and clinical variables
were obtained by a de-identified form completed. These
variables included age, sex, race/ethnicity, primary diag-
nosis, health-related comorbidities, Glasgow coma scale
(GCS) score, ICU length of stay, and ventilator days at
the time of survey completion, and whether the patient
had a preexisting living will. We also collected the type

of relationship, frequency of interaction, and geographic
proximity of the surrogate to the patient.

Statistical Analysis

To compare the demographic and clinical characteris-
tics of patients across units, independent sample t tests
were performed for continuous variables comparing
the two unit types. Fisher’s exact test was performed on
categorical variables. To examine the effect of unit type
on satisfaction with care and satisfaction with decision
making, two multivariate linear regression models were
developed, with unit type as the predictor of interest and
the following covariates: gender, age, number of days the
patient had been in the ICU at the time of survey com-
pletion, and the nature of the relation of the surrogate to
the patient (spouse/partner, parent, sibling, or other). All
possible two-way interaction terms with unit type were
introduced to these models, to determine if there was a
differential effect of this variable on outcomes. However,
there were no significant interactions found, so these
were removed from the final models. Additionally, resid-
ual plots were examined to verify the assumptions of lin-
ear regression. No issues were detected.

Power analysis showed that the primary endpoint with
10 covariates (up to 15 parameters) would require a sam-
ple size of 128 (64 per group) to obtain 80% power and
ability to detect a moderate effect size (i.e., difference in
outcome equal to 0.5 pooled standard deviations).

Results

Demographics of ICU Patients

There were 273 patients admitted to the NICU dur-
ing the study period. The demographics are shown
in Table 1. The average age of the NICU patients was
58.32+18.63 years. The majority were female (54.21%).
There was no difference between units on race/ethnic-
ity. The only difference in primary diagnosis was that
patients with neuromuscular weakness were entirely in
the APP unit (10 (7.87%) vs 0 (0%); p =0.0004). Addition-
ally, more patients with hyperlipidemia were admitted
to the APP unit (90 (70.87%) vs 87 (59.59%); p=0.039).
There were no other significant differences between the
two units in terms of GCS, ICU length of stay, and venti-
lator days, suggesting a similar severity of illness.

Survey Responses

Survey response rates were 52.0% (n=66) in the APP
unit and 46.6% (7 =68) in the trainee unit. Data from two
patients for the satisfaction with shared decision mak-
ing subscale were not scored due to missing responses.
Table 2 demonstrates the demographic characteristics
of respondents from 134 completed surveys from the
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Table 1 Patient demographics (all admissions)

ICharacteristics Total (n=273) APP (n=127) Trainee (n=146)
Age, yrs, mean (SD) 5832 18.63 59.83 16.98 57.00 19.92 NS
Female, no. (%) 148 54.21 78 61.42 70 47.95 0.028
Race/ethnicity, no. (%)
White 175 64.10 77 60.63 98 67.12 NS
Black/African-American 89 3260 46 36.22 43 2945 NS
Other 9 330 4 315 5 342 NS
Primary diagnosis, no. (%)
Anoxic brain injury 2 0.73 0 0 2 1.37 NS
Brain tumor 38 13.92 16 12.60 22 15.07 NS
Demyelinating 2 0.73 0 0.00 2 1.37 NS
Intracerebral hemorrhage 61 2234 25 19.69 36 24.66 NS
Ischemic stroke 64 2344 32 25.20 32 2192 NS
Meningoencephalitis 23 842 12 945 11 7.53 NS
Neuromuscular weakness 10 3.66 10 7.87 0.00 0.0004
Seizure/status epilepticus 32 11.72 15 11.81 17 11.64 NS
Subarachnoid hemorrhage 31 11.36 15 11.81 16 10.96 NS
Traumatic brain injury/subdural hemorrhage 10 3.66 2 157 8 548 NS
Comorbidities, no. (%)
Atrial fibrillation 30 10.99 14 11.02 16 10.96 NS
Congestive heart failure (CHF) 26 9.52 16 126 10 6.85 NS
Chronic obstructive pulmonary disease (COPD) 29 1062 14 11.02 15 10.27 NS
Cancer 34 1245 15 11.81 19 13.01 NS
Coronary artery disease 57 20.88 22 17.32 35 23.97 NS
Diabetes mellitus 48 17.58 26 2047 22 15.07 NS
Hyperlipidemia 129 47.25 69 5433 60 41.1 0.039
Hypertension 177 64.84 90 70.87 87 59.59 NS
Ischemic stroke history 41 15.02 24 189 17 11.64 NS
Intracerebral hemorrhage history 3 1.1 2 1.57 1 0.68 NS
Prior brain surgery 26 9.52 8 6.3 18 12.33 NS
Glasgow Coma Scale (GCS) Score, median (IQR) 13 8,15 13 8,15 14 8,15 NS
ICU length of stay, median (IQR) 5 2,1 7 25,12 5 2.25,8 NS
Ventilator days, median (IQR) 1 0,8 2 0,125 0 0,5 NS
Living will, no. (%) 35 12.82 11 8.66 24 16.44 NS

Bold indicates significant P values
APP advanced practice provider; IQR interquartile rank; no. number; NS no significance; SD standard deviation; yrs years

273-patient population. There was no difference in age,
sex, or ICU length of stay in the patients associated with
survey respondents between the two units. More surro-
gates identified as the mother of the patient in the APP
unit compared to the trainee unit (p =0.04), but the type
of relationship between the surrogate and the patient was
otherwise similar. There was no difference between the
two units with regard to extent of involvement between
the surrogate and patient except the percentage of sur-
rogates who live apart from the patient; the major-
ity reported that they saw their family member at least
weekly (p=0.012).

Overall, responses were favorable regarding satisfac-
tion with care and regarding satisfaction with shared
medical decision making. Areas with the most favora-
ble responses pertained to the concern and caring of
patient by members of ICU staff, family support, and
ease of getting information (Table 3). Areas for most
improvement were related to the atmosphere of the
ICU (mean score 3.38 £ 1.41) and the atmosphere of the
waiting room (mean score 4.18 +1.16) (Table 3). In the
review of specific comments, areas for most improve-
ment regarding the atmosphere of the ICU were related
to the room size and level of noise. In the atmosphere
of the waiting area, surrogate decision makers felt that
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Table 2 Patient demographics (completed survey)

ICharacteristics

Total (n=134)

Age, yrs, mean (SD) 55.44 1712
Female, no. (%) 85 6343
ICU length of stay, median (IQR) 6 3,10
Relationship, no. (%)
Wife 38 2836
Husband 14 1045
Partner 2 149
Mother 13 9.70
Father 3 224
Sister 7 522
Brother 2 149
Daughter 24 17.91
Son 15 11.19
Other 16 11.94
Actively involved in medical care, no. (%) 82 61.19
Live with patient, no. (%) 80 59.7
If live apart, how often is patient seen, no. (%)
More than weekly 19 3519
Weekly 16 2963
Monthly 9 16.67
Yearly 8 14.81
Less than one a year 2 3.70
Live in city as hospital, no. (%) 71 52.99

APP (n=66) Trainee (n=68)
57.61 15.29 534 18.56 NS
46 69.7 39 57.35 NS
7 3,11 6 3,925 NS
20 3030 18 26.4706 NS
5 7.58 9 13.2353 NS
1 1.52 1 1.47059 NS
10 15.15 3 441176 0.04
3 455 0 0 NS
3 4.55 4 5.88235 NS
1 152 1 1.47059 NS
12 18.18 12 17.6471 NS
6.06 M 16.1765 NS
10.61 9 13.2353 NS
41 62.12 41 60.29 NS
43 65.15 37 5441 NS
9 39.13 10 32.26 NS
4 17.39 12 38.71 0.012
4 17.39 5 16.13 NS
4 17.39 4 12.90 NS
2 8.70 0 0.00 NS
33 50 38 55.88 NS

Bold indicates significant P values

APP advanced practice provider; IQR interquartile rank; no. number; NS no significance; SD standard deviation; yrs years

there was room for improvement in comfort features.
For example, the room appeared unwelcoming and cold
and one offered the suggestion of a coffee machine.

Results from the multivariate regression models on sat-
isfaction with care and decision making are presented in
Table 4. The R-squared values for the model on satisfac-
tion with care and decision making were 0.129 and 0.087,
respectively. After controlling for the effect of gender and
age, number of days in the ICU, and relation of the sur-
rogate to the patient, there was no difference between
the APP unit and the trainee unit on satisfaction with
care (p=0.527). Interestingly, respondents who identi-
fied themselves as “other” were in general less satisfied
with care than those identifying as a child of the patient
(p=0.03).

At the item level, the majority of responses for ques-
tions regarding satisfaction of care were similar between
the trainee unit and the APP unit. However, scores per-
taining to the management of agitation (p=0.05) and
management of pain (p=0.02) were better in the trainee
unit (Table 3).

Similarly, after controlling for the covariates, there
were no differences in satisfaction with shared medical

decision making between the APP unit and the trainee
unit (p =0.81). Additionally, family members who identi-
fied themselves as parents of the patient were in general
more satisfied with shared medical decision making than
those who identified themselves as a child of the patient
(»p=0.03).

Discussion
There were several important findings from the present
study. First, collecting FS-ICU inpatient is feasible. Sec-
ondly, there was no difference in short-term satisfac-
tion with care or with decision making surrounding care
between a NICU staffed with trainees compared to one
staffed with APPs. Thirdly, the respondents who identi-
fied as “other” in their relationship to the patient had
lower short-term satisfaction with care than those who
identified as a child of the patient. Additionally, parent
surrogates reported higher short-term satisfaction with
medical decision making compared to child surrogates.
The response rate in the current study was higher than
expected. Schwarzkopf et al. surveyed 215 patients at a
large academic hospital and found the response rate
to be 28% using the FS-ICU [17].The increased rate of



Table 3 Survey responses according to unit

Questions regarding satisfaction of care

Concern and caring of patient by members of ICU staff
Management of pain

Management of breathlessness

Management of agitation

Coordination of care

Competence of nurses

Competence of physicians

Amount of health care received in ICU

Interest in needs of family

Emotional support for family

Concern and caring of family members by members of ICU staff (courtesy,
respect, compassion)

Frequency of communication with ICU nurses with family
Atmosphere in the ICU
Atmosphere in the waiting room

Questions regarding satisfaction with shared medical decision making

Total (n=273) APP (n=127) Trainee (n=146) P value
4.7 0.66 4.74 0.71 4.66 0.61 NS
442 1.08 423 1.39 4.6 0.6 0.05
437 1.2 43 1.28 443 1.12 NS
433 1.19 4.08 1.55 457 0.61 0.02
457 0.75 4.62 0.65 451 0.84 NS
431 1.01 4.36 1.03 425 0.98 NS
4.54 0.81 4.59 0.74 4.5 087 NS
463 0.64 4.71 0.55 4.56 0.72 NS
4.69 0.54 4.74 047 463 0.6 NS
461 0.57 4.64 0.57 4.59 0.58 NS
4.62 0.72 461 0.82 463 0.62 NS
449 0.68 441 0.7 4.56 0.66 NS
338 141 348 143 328 1.39 NS
418 1.16 4.14 1.25 422 1.08 NS

Frequency of communication by ICU doctors

Ease of getting information

Understanding of information

Honesty of information

Completeness of information

Consistency of information

Inclusion in decision making

Support during decision making

Control over the care

Time to address concerns and questions when making decisions

Total (n=273) APP (n=127) Trainee (n=146) P value
4.29 0.96 423 1.06 435 084 NS
463 063 4.64 06 462 067 NS
457 0.66 461 0.65 4.54 0.68 NS
457 0.72 461 0.7 4.54 0.74 NS
459 0.71 4.59 0.72 4.59 0.7 NS
442 0.84 4.38 0.97 4.46 0.7 NS
446 1.03 451 0.89 442 1.16 NS
4.28 0.98 4.2 1.05 4.36 09 NS
439 0.89 438 0.88 439 09 NS
1.98 0.15 197 017 1.99 0.12 NS

Bold indicates significant P values
Values expressed as mean (SD)

responders in the current study may reflect our method
of surveying. The FS-ICU was provided by paper survey
in Schwarzkopf et al’s study [17]. We used the REDCap
survey tool on a tablet device which directly transmits
data into a database. The use of tablet devices has been
shown to be an effective method of obtaining survey
results [18].

Our study focused on satisfaction with care and deci-
sion making as rated by surrogate decision makers in
the NICU. Overall, we did not find a difference in satis-
faction with care nor with decision making between the
two units. These findings are likely due to involvement
of the attending physician and similar rounding styles
in both units leading to consistency of care and similar-
ity of communication. Overall, respondents that labeled

themselves as “other surrogates” reported lower satisfac-
tion with care scores than child surrogates. Parent sur-
rogates reported significantly higher scores in decision
making satisfaction, compared to child surrogates. There
are many components that lead to patient satisfaction [4,
19] atisfaction may be drawn from an improvement in
patient and/or family outcomes [4, 19]. It is not known
why children of patients felt less satisfied with care. It
is quite possible that outcomes may be poorer in older
patients and/or there could be less communication with a
family of an older patient compared to a younger patient
[3]. Indeed, high-quality patient-centered communica-
tion is considered a main driving force behind satisfac-
tion with outcomes [4, 19].
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Table 4 Results of a multivariate model on satisfaction with care and shared decision making

Satisfaction with care

Estimate

Age —0.00750
Male —0.43380
ICU LOS —0.07564
Relationship

Other —5.87984

Parent —0.230530

Sibling 0.98141

Spouse/partner 1.13258
Family involved —0.83119
APP unit 1.04132

Family satisfaction with decision making

SE t value p value
0.05445 —0.138 NS
1.69559 —0.256 NS
0.13536 —0.559 NS
269298 —2.183 0.03
295228 —0.078 NS
341160 0.288 NS
2.09658 0.540 NS
1.66599 —0.499 NS
1.64148 0.634 NS

Estimate

Age —0.03303
Male 1.28546
ICU LOS —0.15748
Relationship

Other —1.21761

Parent 466278

Sibling 121216

Spouse/partner 0.88853
Family involved 0.72028
APP unit —0.26930

SE tvalue p value
0.03859 —0.856 NS
1.19174 1.079 NS
0.09343 —1.686 NS
1.94717 —0.625 NS
2.07953 2.242 0.03
245457 0.494 NS
144721 0614 NS
117222 0614 NS
1.14728 —0.235 NS

Bold indicates significant P values

Within the FS-ICU, we found the lowest responses
on items regarding the atmosphere of the ICU and the
atmosphere of the waiting room. This finding is similar
to what other studies have reported. Heyland et al. sur-
veyed 891 family members of critically ill patients [20].
They found that most patients were overall satisfied with
decision making and care; however, families were least
satisfied with the waiting room. Analyses found that
improving the waiting room atmosphere did not lead to
overall improvement in satisfaction and that treatment
of the patient and communication with the patients and
their families were the drivers of satisfaction scores.
Although satisfaction scores may not be impacted by
the waiting room, the waiting room can be a source of
depression and anxiety for family members [21]. Identify-
ing areas for improvement can guide providers on care of
not only the patient but also the family members.

A study involving surveys of decision makers dur-
ing the patients’ hospitalization using the FS-ICU has
limitations. This study was a single-center retrospective
analysis of a prospective quality improvement program.
Although several NICU models at academic centers
incorporate a similar two-team format of separate APPs

and trainees, this study is not generalizable to units that
combine APPs and trainees. Although the FS-ICU is a
validated scale, the Likert scale that it widely uses has
some limitations such as a non-normative distribution of
its response choices. The timing of the survey in our study
also does not reflect the full stay of the patient, and satis-
faction scores may be altered with changes that may have
occurred through the hospital course of a patient with
critical illness. This includes not having data on with-
drawal of life sustaining therapy, in-hospital mortality, or
follow-up outcomes (such as at 6 months). Although the
response rate was higher than expected, there remains a
challenge to connect with families at bedside. Clinicians
were also knowledgeable about the collection of FS-ICU
data, and although asked not to alter behaviors, it is pos-
sible that some teams or caregivers may have become
hypervigilant. Despite the limitations of this study, we
feel this study provides valuable information on fam-
ily satisfaction between an APP and trainee neurocriti-
cal care unit. Future projects should assess FS-ICU with
modification of rounding style (such as where rounding
occurs) to improve patient—caregiver communication
and limit inconsistent messages. Ultimately, evaluating
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the effects on mortality, withdrawal of life sustaining
therapy, and long-term outcomes would be beneficial.

In conclusion, collecting FS-ICU scores from an inpa-
tient sample is feasible. Utilizing tablets may improve
survey response rates. There were no differences in FS-
ICU-rated short-term satisfaction of care or decision
making variables between an APP unit and trainee unit.
Lastly, children seem to have a lower short-term satisfac-
tion with care, while parents have a higher short-term
satisfaction with shared medical decision making.
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