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Abstract Objective: To determine
types, sources, and predictors of
conflicts among patients with pro-
longed stay in the ICU. Design and
setting: We prospectively identified
conflicts by interviewing treating
physicians and nurses at two stages
during the patients’ stays. We then
classified conflicts by type and
source and used a case-control de-
sign to identify predictors of team-
family conflicts. Design and 
setting: Seven medical and surgical
ICUs at four teaching hospitals in
Boston, USA. Patients: All patients
admitted to the participating ICUs
over an 11-month period whose stay
exceeded the 85th percentile length
of stay for their respective unit
(n=656). Measurements and 
results: Clinicians identified 248
conflicts involving 209 patients;
hence, nearly one-third of patients
had conflict associated with their
care: 142 conflicts (57%) were
team-family disputes, 76 (31%)
were intrateam disputes, and 30
(12%) occurred among family mem-
bers. Disagreements over life-sus-

taining treatment led to 63 team-
family conflicts (44%). Other lead-
ing sources were poor communica-
tion (44%), the unavailability of
family decision makers (15%), and
the surrogates’ (perceived) inability
to make decisions (16%). Nurses de-
tected all types of conflict more fre-
quently than physicians, especially
intrateam conflicts. The presence of
a spouse reduced the probability of
team-family conflict generally 
(odds ratio 0.64) and team-family
disputes over life-sustaining treat-
ment specifically (odds ratio 0.49).
Conclusions: Conflict is common in
the care of patients with prolonged
stays in the ICU. However, efforts to
improve the quality of care for criti-
cally ill patients that focus on team-
family disagreements over life-sus-
taining treatment miss significant
discord in a variety of other areas.
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Introduction

The intensive care unit (ICU) is an inherently stressful
setting [1, 2, 3]. Patient acuity, family grief, the intensity
of clinicians’ workload, and the frequent need for fami-
lies and care givers to make critical decisions about the
course of care form a volatile mix. Emotions run high
and conflicts are common [4]. Conflicts occur along

three main axes: between ICU team members and fami-
lies (“team-family”), within the team (“intrateam”), and
within families (“intrafamily”). Each type threatens qual-
ity of care. Team-family conflicts may fuel distrust and
inhibit open communication about important aspects of
care, including decisions about withholding or withdraw-
ing life-sustaining treatment (LST). Intrateam con-
flicts—defined broadly to include those that occur both
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among members of the intensive care team and between
the ICU team and consultant specialists—send confusing
messages to family members and may lead to suboptimal
management. Intrafamily conflicts create inertia over im-
portant decisions, aggravate what are already trying cir-
cumstances, and may adversely affect the health of pa-
tients who become aware of them. Despite the tremen-
dously destructive potential of conflicts in the ICU no
broad-based epidemiological data exist on their frequen-
cy or causes. Most of the information gathered to date on
ICU conflicts comes from studies of cases considered for
withdrawal of life support [5, 6, 7, 8]. Little is known
about the wider array of conflicts in the ICU, and how
disputes over LST fit within that array.

As part of a major quality improvement initiative in
the medical and surgical ICUs of the Harvard University
medical institutions, we investigated the frequency and
nature of conflicts in seven adult ICUs over an 11-month
period. Rather than screen patients for analysis based on
whether their care involved consideration of care limita-
tions, as previous studies have done, we tracked clini-
cian-reported conflicts in 656 patients with prolonged
stays in the ICU.

Our goal was to test three main hypotheses. First, we
hypothesized that clinicians’ and families’ divergent
preferences about LST would be an important source of
conflicts in the care of critically ill patients, but that oth-
er, lesser known problems would both compound these
conflicts and trigger disputes in the ICU unrelated to
LST. Second, we anticipated that physicians and nurses
would differ in their perceptions of whether a conflict
had occurred, with the latter more attuned to certain
types of conflicts due to the nature of their working rela-
tionship with patients and families. Third, drawing from
literature about physician trust and satisfaction with in-
terpersonal aspects of medical care, we hypothesized that
specific patient characteristics, in particular minority
race, would be associated with higher probability of con-
flict, whereas advance directives and the presence of
identified health care proxies would be associated with
lower probability of conflict.

Materials and methods

Study design

The Harvard Project on Care Improvement for the Critically Ill
(CICI) was designed to measure the satisfaction of ICU patients,
their surrogates, and caregivers and test strategies for reducing
conflict in the ICU. The motivation, aims, and methods for the
CICI study are described in detail elsewhere [9]. In summary, the
adult component of the study was conducted during two time peri-
ods (November 1998–March 1999 and June 1999–November
1999) at four Harvard-affiliated teaching hospitals in Boston
(Massachusetts General Hospital, Beth Israel Deaconess Medical
Center, Brigham and Women’s Hospital, and Boston Children’s
Hospital). Together these hospitals operate seven ICUs: three

medical ICUs (MICU) and four surgical ICUs (SICU). The study
protocol was approved by the institutional review board at each
participating hospital.

All patients admitted to the 7 ICUs during the two enrollment
periods were eligible for enrollment in CICI. A key enrollment
criterion in CICI was prolonged length of stay; any patient whose
stay exceeded the 85th percentile length of stay in their unit
(threshold calculated using 1997–1998 discharge data specific to
each unit) was automatically enrolled. This analysis of the data
gathered during CICI focuses exclusively on the long-stay group.
We hypothesized that these patients were the most prone to serious
conflicts given their acuity, the complicated nature of their illness,
and the greater “exposure time” that they, their families, and their
care givers had to potential disputation.

Identification of conflicts and controls

We prospectively identified conflicts arising in the care of study
patients through structured interviews conducted in-person with
one physician and one nurse involved in the patient’s care at two
stages in the stay: (a) immediately following the patient’s enroll-
ment in the study and (b) 7 days after enrollment, at discharge, or
at death, whichever came first. Interviewers who were trained in
use of the instrument asked clinicians whether a conflict had oc-
curred and, if so, to describe its type and major source(s), and then
transcribed the responses. Specifically the interview subjects were
the intensive care physician who was the attending of record at the
time of each interview and the bedside nurse on the day-staff with
primary responsibility for the study patient.

The majority of the interview questions were adapted from a
well-validated instrument designed to elicit satisfaction with care
provided to terminally ill patients [10]; we assessed the face valid-
ity of the questions pertaining to conflicts through small focus
groups in each respondent category before the research began. For
purposes of our analyses patients with conflicts consisted of those
identified by nurses and/or physicians in either of the clinician in-
terviews as having had a conflict arise in their care. All other pa-
tients with prolonged stay, that is, patients who had no conflicts
linked to their care by either clinician in either interview, were cat-
egorized as controls.

Definition, verification, and classification of conflicts

The study definition of a “conflict” was a dispute, disagreement,
or difference of opinion related to the management of a patient in
the ICU involving more than one individual and requiring some
decision or action. In formulating this definition we drew upon
definitions used in previous studies of ICU care [11, 12] and on
the literature of dispute resolution in health care [13]. During the
interviews with clinicians both study instructions and interviewers
emphasized that a range of individuals may be parties to conflict
in the ICU. Instructions also stipulated that conflicts may occur in
a range of circumstances, including disagreements over the major
goals of therapy, misunderstandings about expected outcomes, and
decisional paralysis.

Two investigators independently reviewed each response to en-
sure that affirmative ones actually articulated a conflict (regardless
of type) that met our study definition. Patients with conflicts deter-
mined not to meet the study definition were added to the controls.
Once the group of conflicts was finalized, two coders indepen-
dently classified each one by type (team-family, intrateam, intra-
family), allowing any given conflict to fit multiple types if appro-
priate.

Next we classified all conflicts into source categories using an
iterative process [14]. First, we reviewed the literature on disputes
in the ICU and health care generally to formulate a draft set of cat-
egories. Second, we drew a random sample of 25 conflicts from

1490



our group and tested their fit within the draft categories, making
modifications as necessary. The final code book contained six pri-
mary sources of team-family disputes (LST preferences, poor
communication, inability of family decision maker, unavailability
of family decision maker, coping problems, other/miscellaneous),
six primary sources of intrateam disputes (LST issues, care man-
agement issues unrelated to LST, poor communication, lack of
leadership, lack of coordination, other/miscellaneous), and four
sources of intrafamily disputes (LST preferences, other decisions
about care plan, communication problems, other/miscellaneous).
Third, two coders independently classified each conflict into one
or more of the primary source categories. Disagreements in this
and the other stages of the verification/classification process were
discussed and resolved by consensus using all available informa-
tion from the transcript.

Patient data

We obtained additional data on all patients (cases and controls)
from medical records and hospital administrative databases, in-
cluding demographic information (age, sex, marital status, reli-
gion, insurance status) and measures of patient acuity. The acuity
measures we used were the Simplified Acute Physiology Score II
(SAPS II) [15], a prognostic scoring system that estimates proba-
bility of death from physiological measures, and the Therapeutic
Intervention Scoring System (TISS) [16, 17], a measure of the
amount of resources utilized. Research nurses also used an instru-
ment adapted from the chart abstraction form used in the Study to
Understand Prognoses and Preferences for Outcomes and Risks of
Treatment (SUPPORT) [18] to collect data on whether clinicians
had a documented discussion with a patient’s family about LST
(including decisions to forgo resuscitation, ventilator, vasopres-
sors, dialysis, blood transfusion, tube feedings/total parenteral nu-
trition, antibiotics, and major surgery).

Statistical analysis

We used the SAS and STATA statistical packages to generate de-
scriptive statistics on the types and sources of conflicts as well as
the characteristics of patients whose care did and did not involve
conflicts. For further analysis of patient characteristics associated
with conflict we constructed multivariate regression models to
compare two types of cases with controls: (a) patients with team-
family conflict, and (b) patients with team-family conflict specifi-
cally related to LST issues. We included in the models any charac-
teristics of cases and controls that differed at thep<0.2 significance
level in univariate comparisons.

Results

Of 4,584 admissions to the seven ICUs during the study
period 656 patients had prolonged stays and entered the
study sample (mean length of stay 18.0±15.0 days). One-
third (34.1%) were in MICUs and two-thirds (65.9%) in
SICUs. Clinicians identified 248 conflicts involving 209
patients in this group. Hence nearly one-third (32.1%) of
all ICU patients with prolonged stays had at least one
conflict associated with their care. Figure 1 shows sever-
al examples of the conflicts reported by clinicians.

In the first stage of the clinician interviews we com-
pleted physician interviews for 86% of long-stay patients
and nurse interviews for 88%; in the second stage we
completed physician interviews for 78% of long-stay pa-
tients and nurse interviews for 75%. Uncompleted inter-
views were due to clinicians’ refusal or their unavailabil-
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ity. For five patients neither physician nor nurse inter-
views were completed in either stage, reducing our ef-
fective sample size to 651 patients.

Typology

Table 1 shows that 142 conflicts (57.3%) were team-
family disputes, 76 (30.6%) were disputes among team
members, and the remaining 30 (12.1%) occurred among
family members. In one-third of the intrateam conflicts
(10.5% of all conflicts) ICU team members were pitted
against surgical specialists; one-quarter (8.5% of all con-
flicts) were nurse-physician disputes.

Major sources of conflict

We classified the 248 conflicts into 16 primary source
categories (Table 2), with a mean of 1.4 sources per con-
flict. Among team-family conflicts, the substantive issue
in 44% was a clash of preferences related to LST. The
majority of these were situations in which the family
wanted more aggressive treatment than the team believed
was appropriate. In nine instances (6% of all team-family
conflicts), however, the team sought a higher level of
treatment aggressiveness than the family wanted.

Clinicians frequently cited poor communication
(44%) as a source of team-family conflict. These dis-
putes arose when family members had difficulty under-
standing the prognosis and likely outcomes of the pa-
tient’s condition (19%) when language barriers frustrated
communication (13%), and when other communication
breakdowns or problems occurred (13%).

Two other leading sources of team-family conflict
were the lack of availability of decision makers in fami-
lies (15%) and family members’ inability to make pivot-
al decisions about care (16%). Specifically, clinicians in-
dicated that key family members’ decision making was
marred by uncertainty about patient’s wishes (8%) and

more generally by indecisiveness or inconsistency (8%).
In addition, clinicians cited coping problems (15%) as a
source of conflict, in most cases indicating that such
problems manifested as anxiety, fear, anger, or some oth-
er kind of extreme emotional reaction to the difficult cir-
cumstances created by the patient’s condition.

With respect to intrateam conflicts, 7% were conflicts
over LST and 55% were disagreements among clinicians
over other aspects of medical management. These other
disagreements were spread quite diffusely across various
management issues; the most common were pain man-
agement (9%) and prognostic issues (5%). The other
leading sources of intrateam conflicts were poor commu-
nication (17%), lack of leadership (9%), lack of coordi-
nation (7%), and a belief among nurses that physicians
had inappropriately excluded them from decisions about
patient care (9%).

For intrafamily conflicts clinicians traced the vast ma-
jority to disagreements over LST (57%) or other deci-
sions about the patient’s care plan (37%). Communica-
tion problems (13%) and disagreements over the ap-
pointment of a guardian or health care proxy (10%) were
the other leading sources of intrafamily conflict.

Reliability

Investigators’ independent reviews of the interview tran-
scripts showed excellent agreement about the presence
of conflict (κ=0.93). There was also a very high level of
agreement between raters about the typology of team-
family conflicts (κ=0.91) and intrateam conflicts
(κ=0.92), and fair agreement about intrafamily conflicts
(κ=0.75). Interrater reliability for the classification of
conflicts into sources was high for team-family sources
(κ scores >0.88, except for “Ability of decision maker”
where κ=0.71), moderate for intrateam sources (κ scores
>0.75, except for “Lack of coordination” where κ=0.42),
and in the poor to moderate range for intrafamily sources
(κ=0.42–0.62).
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Table 1 ICU conflicts by type 
Conflict type Frequency Proportion Frequency among 

of all conflicts ICU patients 
(%) with prolonged stay 

(%) a

All conflicts 248 100 32.1
Team-family 142 57.3 21.8
Intrateam b 76 30.6 11.7

ICU team vs. surgical specialists 26 10.5 −
Nurse vs. physicians 21 8.5 −
Multiple services 13 5.5 −
ICU team vs. medical specialists 13 5.2 −
Attending vs. housestaff 5 2.0 −

Other 6 2.4 −
Intrafamily 30 12.1 4.6

a “Long stays” were defined as
exceeding the 85th percentile of
ICU stays in each of the partic-
ipating MICUs and SICUs
b The number of specific intra-
team conflicts exceeds the in-
trateam conflicts total because
several conflicts involved dis-
putes between more than one
pairing of clinicians



Table 2 Major sources of ICU
conflict by type of conflict.
(Totals for primary source cate-
gories do not sum to totals for
team-family, intrateam, and in-
trafamily because primary
sources within conflict types
are not mutually exclusive. Per-
centages of secondary source
categories may not sum to per-
centage total for the primary
source category due to round-
ing)
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n %

Team-family (n =142)

Life-sustaining treatment 62 44
Family prefers more aggressive care than team 53 37
Team prefers more aggressive care than family 9 6

Poor communication 63 44
Problems comprehending prognosis/outcomes 27 19
Language-related difficulties 18 13
Other breakdowns in communication 18 13

Inability of decision maker/proxy 23 16
Uncertainty about patient’s wishes 12 8
Indecisiveness/Inconsistency 11 8

Unavailability of decision maker/proxy 22 15
None identified 8 6
Not engaged 6 4
Geographically distant 8 6

Coping problems (e.g., anxiety, fear, anger) 22 15
Miscellaneous barriers to management 27 19
Religious/cultural 8 6

Patient uncooperative/difficult 8 6
Family’s mistrust of clinicians 4 3
Interference from medically trained third party 3 2
Problems with patient’s PCP 2 1
Conflict over hospital rules (e.g., visitation hours) 2 1

Intrateam (n=76)

Life-sustaining treatment 5 7
Other disagreements about care plan 42 55

Pain management/sedation 7 9
Prognosis 4 5
Other 31 41

Poor communication 12 16
Among clinicians 9 12
With family 3 4

Lack of leadership 7 9
Lack of coordination 5 7
Miscellaneous 17 22

Exclusion from decision making (nurses) 7 9
Colleagues’ responsiveness/availability 3 4
Patient’s wishes 4 5
Supervisory issues (resident/intern vs. attending) 3 4

Intrafamily (n=30)

Life sustaining treatment 17 57
Other decisions about care plan (i.e., non-LST) 11 37
Communication problems 4 13
Miscellaneous 8 27

Disagreement over appointment of guardian/proxy 3 10
Uncertainty about patient’s wishes 2 7
Patient feels excluded 2 7
Internal animosities 1 3

Detection

Table 3 details the detection of the main types of con-
flict by identifying clinician. Two general findings are
apparent. First, nurses and physicians frequently held
discordant views about whether a conflict existed in the
care of a patient; there was consensus in only about one-
quarter of conflicts overall. Second, nurses were more

likely to identify conflicts, regardless of their type or
source.

The difference in the propensity of nurses and physi-
cians to be the sole identifier of conflict ranged from
twice as likely for team-family and intrafamily conflicts,
to more than six times as likely in the case of intrateam
conflicts. Nearly one-half (49%) of team-family conflicts
were identified by a nurse alone. In particular, nurses



Table 3 Team-family, intrateam, and intrafamily conflicts by
identifying clinician. A conflict involved “paired” interviews if
both nurse and physician interviews were completed for the spe-

cific stage (i.e., enrollment or follow-up) at which the conflict was
identified. Twenty-three of the total conflicts were excluded from
the pairwise comparisons because they did not meet this criterion
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Type and general source Conflict identified Identified Identified by Identified by nurse
of conflict by nurse or physi- by nurse only physician only and physician

cian in “paired”
interviews n % n % n %

Team-family***, a 130 64 49 32 25 37 28
Life sustaining treatment 58 18 31 10 17 30 52
Inability of decision maker 22 12 55 5 23 5 23
Unavailability of decision maker** 22 17 77 5 23 0 0
Poor communication*** 52 36 69 7 13 9 17
Coping problems 21 9 43 8 38 4 19
Miscellaneous 22 8 36 6 27 8 36

Intrateam*** 67 44 66 7 10 16 24
Disagreements over care plan*** 37 22 59 5 14 10 27
Poor communication** 12 9 75 0 0 3 25
Lack of leadership/coordination** 9 8 89 0 0 1 11
Miscellaneous* 17 11 65 3 18 3 18

Intrafamily 28 14 50 7 25 7 25
Life-sustaining treatment 16 7 44 5 31 4 25
Other 22 12 55 6 27 4 18

*p<0.1, **p<0.05, ***p<0.01 in tests for difference in identification
by nurses only and physicians only using two-tailed McNemar’s test
a The total in this row sums to greater than 100% because there
were three team-family conflicts with multiple sources where one

of the three identifier categories (i.e., nurse only, physician only,
nurse, and physician) noted source A, and another of the identifier
categories noted source B

were significantly more likely than physicians to identify
conflicts stemming from decision makers’ lack of avail-
ability of (77% vs. 23%, p=0.02) and communication
problems with the patient’s family (69% vs. 13%,
p<0.001). By contrast, consensus was relatively common
(52%) for conflicts involving LST issues.

Nurses were significantly more likely to be alone in
identifying intrateam conflicts from all sources (66% vs.
10%, p<0.001), including those arising from disagree-
ments over the patient’s care plan (59% vs. 14%,
p=0.002), poor communication (75% vs. 0%, p=0.01),
and lack of leadership or coordination in the care team
(89% vs. 0%, p=0.03). Finally, nurses identified intra-
family conflicts more frequently than physicians, al-
though the differences were not statistically significant.

Predictors of team-family conflict

Multivariate regression analysis showed that female
gender and marriage were independent factors associat-
ed with lower probability of team-family conflict (Ta-
ble 4). Patients with spouses were 64% as likely as their
unmarried counterparts to have team-family conflicts
generally (p=0.05) and one-half as likely to have LST
conflicts specifically (p=0.02). Patients with conflict
also tended to have slightly higher SAPS II scores, low-
er TISS scores, and were more likely to be MICU pa-

tients [all team-family: odds ratio (OR)=1.80, p=0.03;
LST: OR=2.70, p=0.01). In addition, multivariate com-
parisons showed a trend toward higher probability of
LST conflicts at one particular hospital (OR=2.97,
p=0.06).

Discussion

In this study of 656 patients with prolonged stay in seven
ICUs we found that conflicts were common; clinicians
reported the occurrence of at least one in the care of 1 in
3 patients. Nearly 60% of these conflicts pitted clinicians
against family members. However, disagreements be-
tween other parties—namely, intrateam and intrafamily
conflicts—also occurred frequently. Our findings imply
that 1 in 5 long-stay patients has a team-family conflict
associated with his or her care, 1 in 10 has an intrateam
conflict, and 1 in 20 experiences intrafamily conflict.
Within these three axes of dispute disagreement about
LST was cited as a major source of conflict in one-third
of all conflicts (44% of team-family, 7% of intrateam,
57% of intrafamily).

Previous studies of interpersonal conflicts in the ICU
conflict have sprung largely from efforts to understand
the dynamics of decision making at the end of life [5].
Consequently their focus has been on patients considered
for limitations of care. For example, Smedira and col-



Table 4 Multivariate predic-
tors of team-family conflicts
among long-stay ICU patients
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Characteristics Any team-family conflict Conflict over life-sustaining 
(n=643e) treatment (n=647)f

Odds ratio 95% CI Odds ratio 95% CI

Female 1.55** 1.01–2.37 0.94 0.52–1.72
Married 0.64** 0.41–0.99 0.49** 0.26–0.91

Raceb

Black –a − 1.13 0.40–3.20
Other nonwhite – − 1.11 0.39–3.15

Ageb

<40 years 0.95 0.42–2.17 0.62 0.16–2.43
40–64 years 1.33 0.77–2.30 1.67 0.80–3.48
≥85 years 1.83 0.81–4.14 1.58 0.54–4.61

Insurance statusb

Medicare 1.29 0.76–2.18 1.24 0.60–2.54
Medicaidc 1.35 0.69–2.62 0.57 0.19–1.66

Religionb

Catholic 1.12 0.63–1.99 0.66 0.31–1.40
Jewish 1.77 0.74–4.24 0.99 0.32–3.10
Other 1.22 0.57–2.61 0.86 0.32–2.32
Missing 2.26** 1.03–4.95 0.80 0.26–2.50

Acuity
SAPS II score (mean) 1.03*** 1.01–1.05 1.03*** 1.01–1.06
TISS score (mean) 0.97** 0.95–0.99 0.97* 0.94–1.00

LST discussiond 2.30*** 1.49–3.55 − −
Health care proxy – – 1.45 0.81–2.61
MICU 1.80** 1.06–3.04 2.70** 1.24–5.90

Hospitalb

Site 1 0.64 0.34–1.21 1.29 0.53–3.15
Site 3 1.14 0.62–2.08 1.86 0.76–4.55
Site 4 1.37 0.65–2.89 2.97* 0.97–9.07

*p<0.1, **p<0.05, ***p<0.01
a Ellipses indicate that the vari-
able did not qualify for inclu-
sion in the model because
p≥0.2 in tests for differences in
the unadjusted comparisons
with one exception. Despite be-
ing significant in unadjusted
comparisons the “LST discus-
sion” variable was excluded
from the LST model for con-
ceptual reasons
b Reference groups are white
race, age 65–84 years, private
insurance, Protestant religion,
and site 2
c Includes patients with dual el-
igibility for Medicare and Med-
icaid
d Note in chart that an LST de-
cision was discussed with pa-
tient
e This total consists of 134 pa-
tients with and 509 patients
without team-family conflicts.
Eight patients with team-family
conflicts dropped out of the an-
alyses due to missing values
f This total consists of 58 pa-
tients with and 589 patients
without LST-related conflicts.
Four with LST conflicts
dropped out of the analyses due
to missing values

leagues [19] and Prendergast and Luce [20] used mea-
sures of time taken by families to agree with a physi-
cian’s suggestion to limit care to estimate that disagree-
ment occurs in approximately 3–9% of cases. In a na-
tional survey by Ash and colleagues [21] one-quarter of
intensive care physicians reported unilaterally withhold-
ing LST on the basis of futility, and 3% did so over the
objections of patients.

More recently two studies conducted in the ICUs of
Duke University Medical Center measured conflicts
more directly using interviews with clinicians and family
members [11, 12]. They found much higher rates of
team-family conflict: clinicians described conflict in
78% of patients considered for withdrawal or withhold-
ing of LST [11], and almost one-half of the families of
these patients “looking back” on their relative’s stay re-
ported conflict [12]. By contrast, we identified disputes
over LST issues in 21% of all patients for whom there
was documentation of a discussion of the possible need
for a decision about LST. Although different methodolo-
gies make it difficult to compare the rates of LST con-

flict across studies, ours is larger than early estimates but
substantially lower than the Duke estimates.

The major design difference between our study and
previous ones is that we did not screen patients for anal-
ysis based strictly on their end-of-life decision-making
status. We investigated conflict in a more general sample
of ICU patients in order to consider a broader range of
questions, in particular, how LST disputes fit within the
context the full range of ICU disputes, how clinicians
detect conflicts, and what patient characteristics predict
conflict.

We found strong support for the first study hypothe-
sis: sources of conflict other than LST decisions figured
prominently, both as companions to disagreement over
LST and as the bases of unrelated conflicts. Of the 62
team-family conflicts linked to LST issues 38 (61%) had
companion sources of disagreement; the most common
were communication (37%) and problems families had
in comprehending the patient’s prognosis (26%); the
next most common were cultural/religious differences
(10%) and coping problems (8%). Conversely, approxi-



mately one-half of all team-family and intrafamily dis-
putes and the vast majority of intrateam conflicts were
not linked to disagreement over LST. Hence, investiga-
tions of ICU conflict that focus exclusively on patients
facing end-of-life decisions miss an important set of
flashpoints.

We also found support for our second study hypothe-
sis: nurses identified team-family conflicts more fre-
quently than physicians. The predominance of reports by
nurses as the sole source of communication difficulties
between clinicians and family members was particularly
striking. The higher propensity of nurses than physicians
to identify team-family and intrafamily conflicts may
stem from their closer proximity to families’ daily tribu-
lations [22, 23]. Alternatively, it may reflect a greater
sensitivity to disputes that are within the purview of all
team members.

One limitation of our study is that we relied solely on
clinician reports of conflicts and had no means of inde-
pendently validating the events reported. Therefore it is
not possible to conclude with authority that nurses over-
report or that physicians underreport “actual” conflicts.
Nonetheless, the importance of many conflicts to quality
of patient care may hinge on their existence in the eye of
the beholder.

The extensive literature on correlations of race with
distrust and other interpersonal barriers to health care
delivery [24, 25, 26] prompted our third hypothesis:
ICU patients of minority race, particularly black pa-
tients, would be at higher risk of having team-family
conflicts arise in their care than their white counter-
parts. On the other hand, we anticipated, as other com-
mentators have [27], that the presence of an identified
health care proxy and/or advance directives would re-
duce the probability of conflict. None of these hypothe-
sized predictors of team-family conflicts were borne
out in our results. The lack of connection that we ob-
served between advance directives and conflict avoid-
ance adds to a growing literature suggesting that the
impact of advance directives on care is far more modest
than proponents of this decision-making tool have as-
sumed [27, 28, 29].

In multivariate analyses the strongest predictors of
both team-family conflicts generally and LST disputes
specifically were ICU type and the patient’s marital sta-
tus. The pacifying effect of marriage on team-family in-
teractions may flow from behavioral patterns on both
sides of the therapeutic relationship. The presence of a
spouse may help other family members cope and may
provide an important organizing influence on the fami-
ly’s choices about treatment. In addition, spouses can be
expected to afford families a clear and easily identifiable
spokesperson—one who is better informed and posi-
tioned to enunciate the patient’s preferences than are sur-
rogates for unmarried patients, even when those unmar-
ried patients have designated proxies or advance direc-

tives in place. On the other side of the relationship, clini-
cians may be more responsive and deferential to spouses
than to other family leaders. Clinicians may perceive the
treatment preferences of spouses as much more authori-
tative than those of other family members or proxies, es-
pecially when it comes to decisions about LST, and may
be less inclined to challenge or resist them.

Our study has several limitations. First, the construc-
tion of the study sample allows the generalization of our
findings only to ICU patients with prolonged stay. Sec-
ond, as noted above, the conflicts that we identified are
based on reports by clinicians, not patient or family per-
spectives, an approach that almost certainly underesti-
mates the frequency of intrafamily conflicts (and possi-
bly also team-family conflicts). Third, we did not direct-
ly measure conflicts’ severity or their precise impact on
quality of care. Some conflicts may not have adversely
affected the quality of patient care or familial relations;
on the contrary, they may even be viewed in retrospect
as positive events—unavoidable episodes in the matura-
tion of a family’s decision making, for example, or pre-
cursors to a breakthrough in comprehension and coping
[13]. More finely tuned research is needed to delineate
constructive conflicts from destructive ones.

Our findings highlight the integral importance of at-
tention to conflicts in efforts to improve the quality of
care for critically ill patients. Training such attention on
team-family disagreements about LST, however, is an in-
appropriately narrow approach, both because it misses
tensions in a variety of other areas, and because it over-
looks some problems that compound LST conflicts
themselves. Similarly, while most quality improvement
initiatives have focused on reducing team-family con-
flicts, our findings suggest the need for attention to intra-
team and intrafamily conflicts as well.

Screening for early warning signals among patients
with prolonged stay may help to focus mediation [30,
31], ethics consultations [32, 33], and other creative
strategies [4, 34], aimed at minimizing and diffusing
conflicts in the ICU. Nurses’ sensitivity to conflicts sug-
gests that they could play an invaluable role in the early
detection of impending disputes. However, with the ex-
ception of marital status, few markers of team-family
conflict appear to be evident from general patient-level
characteristics. Efforts to develop and refine any such
surveillance system will therefore confront significant
challenges.

1496



References

1. Fischer JE, Calame A, Dettling AC,
Zeier H, Fanconi S (2000) Experience
and endocrine stress responses in neo-
natal and pediatric critical care nurses
and physicians. Crit Care Med
28:3281–3288

2. Fins JJ, Solomon MZ (1996) Commu-
nication in intensive care settings: the
challenge of futility disputes. Crit Care
Med 29:N10–N15

3. Jamerson PA, Scheibmeir M, Bott MJ,
Crighton F, Hinton RH, Cobb AK
(1996) The experiences of families
with a relative in the intensive care
unit. Heart Lung 25:467–474

4. Prendergast TJ (1997) Resolving con-
flicts surrounding end-of-life care.
New Horiz 5:62–71

5. Cook DJ (1997) Health professional
decision-making in the ICU: a review
of the evidence New Horiz 5:15–19

6. Bucknall T, Thomas S (1997) Nurses’
reflections on problems associated with
decision-making in critical care set-
tings. J Adv Nurs 25:229–237

7. Asch DA (1996) The role of critical
care nurses in euthanasia and assisted
suicide. N Engl J Med 334:1374–1379

8. Viney C (1996) A phenomenological
study of ethical decision-making expe-
riences among senior intensive care
nurses and doctors concerning with-
drawal of treatment. Nurs Crit Care
1:182–187

9. Burns JP, Mello MM, Studdert DM, 
et al (2003) Results of a controlled
clinical trial on care improvement for
the critically ill. Crit Care Med (in
press)

10. Kristjanson L (1993) Validity and reli-
ability testing of the FAMCARE scale:
measuring family satisfaction with ad-
vanced cancer care. Soc Sci Med
36:693–701

11. Breen CM, Abernethy AP, Abbott KH,
Tulsky JA (2001) Conflict associated
with decisions to limit life-sustaining
treatment in intensive care units. J Gen
Intern Med 16:283–289

12. Abbott KH, Sago JG, Breen CM, 
Abernethy AP, Tulsky JA (2001) Fami-
lies looking back: one year after dis-
cussion of withdrawal or withholding
of life-sustaining support. Crit Care
Med 29:197–201

13. Marcus LJ (1995) Renegotiating health
care: resolving conflict to build collab-
oration. Jossey-Bass, San Francisco

14. Corbin J, Strauss A (1990) Basics of
qualitative research: grounded theory,
procedures and techniques. Sage,
Thousand Oaks

15. Le Gall JR, Lemeshow S, Saulnier F
(1993) A new Simplified Acute Physi-
ology Score (SAPS II) based on a Eu-
ropean/North American multicenter
study. JAMA 270:2957–2963 (erratum
appears in 271:1321)

16. Cullen DJ, Civetta JM, Briggs BA,
Ferrara LC (1974) Therapeutic inter-
vention scoring system: a method for
quantitative comparison of patient care.
Crit Care Med 2:57–60

17. Keene AR, Cullen DJ (1983) Thera-
peutic Intervention Scoring System:
update 1983. Crit Care Med 11–1–3

18. SUPPORT Principal Investigators
(1995) A controlled trial to improve
care for seriously ill hospitalized pa-
tients. JAMA 224:1591–1598

19. Smedira NG, Evans BH, Grais LS, 
Cohen NH, Lo B, Cooke M, Schecter
WP, Fink C, Epstein-Jaffe E, May C,
Luce JM (1990) Withholding and with-
drawal of life support from the critical-
ly ill. N Engl J Med 322:309–315

20. Prendergast TJ, Luce JM (1997) In-
creasing incidence of withholding and
withdrawal of life support from the
critically ill. Am J Respir Crit Care
Med 155:15–20

21. Asch DA, Hansen-Flaschen J, Lanken
PN (1995) Decisions to limit or contin-
ue life-sustaining treatment by critical
care physicians in the United States:
conflicts between physicians’ practices
and patients’ wishes. Am J Respir Crit
Care Med 151:288–292

22. Kleinpell RM, Powers MJ (1992)
Needs of family members of intensive
care unit patients. Appl Nurs Res 5:2–8

23. Hupcey JE (1998) Establishing the
nurse-family relationship in the inten-
sive care unit. West J Nurs Res
20:180–194

24. Cooper-Patrick L, Gallo JJ, Gonzales
JJ, Vu HT, Powe NR, Nelson C, Ford
DE (1999) Race, gender, and partner-
ship in the patient-physician relation-
ship. JAMA 282:583–589

25. Saha S, Komaromy M, Koepsell TD,
Bindman AB (1999) Patient-physician
racial concordance and the perceived
quality and use of health care. Arch In-
tern Med 159:997–1004

26. Smedley BD, Stith AY, Nelson AR, eds
(2002) Unequal treatment: confronting
racial and ethnic disparities in health
care. National Academy Press, Wash-
ington

27. Teno J, Lynn J, Wenger N, Phillips RS,
Murphy DP, Connors AF Jr, Desbiens
N, Fulkerson W, Bellamy P, Knaus WA
(1997) Advance directives for serious-
ly ill hospitalized patients: effective-
ness with the patient self-determination
act and the SUPPORT intervention.
SUPPORT Investigators. Study to Un-
derstand Prognoses and Preferences for
Outcomes and Risks of Treatment. 
J Am Geriatr Soc 45:500–507

28. Danis M, Southerland LI, Garrett JM,
Smith JL, Hielema F, Pickard CG,
Egner DM, Patrick DL (1991) A pro-
spective study of advance directives for
life-sustaining care. N Engl J Med
324:882–888

29. Morrison RS, Olson E, Mertz KR,
Meier DE (1995) The inaccessibility of
advance directives on transfer from
ambulatory to acute care settings.
JAMA 274:478–482

30. Bowman KW (2000) Communication,
negotiation, and mediation: dealing
with conflict in end-of-life decisions. 
J Palliat Care 16:S17–S23

31. Hoffman DE (1994) Mediating life and
death decisions. Ariz Law Rev
36:821–877

32. Schneiderman LJ, Gilmer T, Teetzel
HD (2000) Impact of ethics consulta-
tions in the intensive care setting: a
randomized, controlled trial. Crit Care
Med 28:3920–3924

33. Dowdy MD, Robertson C, Bander JA
(1998) A study of proactive ethics con-
sultation for critically and terminally ill
patients with extended lengths of stay.
Crit Care Med 26:252–259

34. Larson DG, Tobin DR (2000) End-of-
life conversations: evolving practice
and theory. JAMA 284:1573–1578

1497


