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Scenario: An ICU team, composed of a critical care phys-
ician, two residents (one bleary-eyed and disheveled after
being on call last night), a nurse practitioner, pharmacist,
respiratory therapist and nutritionist, and an experienced
charge nurse and bedside nurse, round on an elderly pa-
tient. The large and somewhat awkward team stand at the
door to the patient’s room as they thoroughly review his
history, physical exam and laboratory data, summarize rel-
evant literature, and discuss evidence-based therapies. The
plan is state of the art. The patient, though intubated, is
awake and alert and holding hands with his wife during
the team visit. Both attempt to listen attentively to the ICU
team’s technically excellent discussion but are unable to
comprehend. The ICU team walk away, feeling deservedly
proud of their technical acumen, and totally unaware of
their communication failure.

The patient and his wife had a different experience.
They felt alone, frightened and disconnected from the
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rounding process, even though the husband was the focus
of the team discussion. The couple would have embraced
a more attentive team, who introduced themselves, listened
to the couples’ concerns, and explained the husband’s
medical condition in language both could understand. The
couple appreciated the technical brilliance of the ICU
team, though technical competency was assumed, but they
found it totally insufficient. At this extremely vulnerable
juncture in their lives, the couple wanted a competent
and caring physician who recognized them as unique
individuals, not a diseased organ or an interesting case.

Scenarios such as this are far too common around the
world. Laudably, we have made significant advances in
critical care. We know that staffing ICUs with intensivists
reduces hospital mortality by 30%. In fact, most ICUs in
Europe employ intensivists — far more than in the USA. We
have technologies and therapies that provide life-saving
benefits to patients, but these alone are not enough. Amidst
this highly technical environment where care is what we
provide, it must also be what we do. We must demonstrate
a heart to heart connection with patients that conveys our
understanding of what it means to be vulnerable, fright-
ened and human. Either care delivery approach alone is
insufficient.

For the most part, we have little information regarding
the desires of ICU patients and their families. In many
industries, great effort is taken to identify “the voice of the
customer,” and to meet or exceed the consumer’s needs.
Delivery of services is organized around the customer.
Customer service often suffers in healthcare, where
activities are typically organized around the physician’s or
hospital’s efforts to admit and discharge as many patients
as possible [1].

It is in the context of this background that Dr. Rothen
and colleagues courageously report research that is so illu-
minating [2]. They had the courage and the compassion to
ask patients and their families what they wanted from us,
and then incorporated these skills into a competency-based



training program. The study was conducted as part of an
international partnership of training organizations, which
developed a competency-based training program in
intensive care medicine for eight European countries
(CoBaTrICE). The authors conducted a detailed survey of
patients who received care in an ICU and their relatives,
to identify the knowledge, skills and attitudes they expect
from an intensive care medicine (ICM) specialist.

Technical competency was at the top of the patients’
and relatives’ lists. They want us to be skilled at diagnosing
diseases, delivering evidence-based therapies, and moni-
toring their progress. However, they also want us to listen
to their concerns, talk to them, and partner with them to
treat their pain. In reality, patients want to be treated as
a person, not a diseased organ. Patient perceptions of what
they desire from ICM physicians are remarkably consis-
tent with the quality-of-care domains published by the US
Institute of Medicine: deliver care that is safe, effective,
patient centered, efficient and timely [1].

Rothen’s study also illuminated other important points.
First, the world is small and we are more alike than differ-
ent. Seventy ICUs from eight European countries provided
results; remarkably, findings varied little among countries.
Even if a larger number of countries had been sampled,
we suspect the results would be similar — patients and their
families want competent and caring physicians.

Second, it is unlikely that any single institution can
develop such an extensive competency-based training
program alone. Staff may lack expertise in all of these
areas, and the time and technical resources required would
likely outstrip even the most well-funded departmental
budgets. It is neither efficient nor effective for individual
institutions to develop their own curriculum. The novel
CoBaTrICE effort fills the void by drawing on a wide
variety of experts and providing the technical support to
produce a state-of-the-art curriculum that can be broadly
delivered. As we recognize deficiencies in the “see one,
do one, teach one” model of training, and move toward
competency-based training, the CoBaTrICE effort is
leading the way, not just for ICM but for all medicine. We
look forward to this becoming a global collaboration.

Yet, we recognize that a curriculum alone will not
likely lead to behavior change [3, 4]. In addition, com-
municating well and slowing down to listen in the face
of high workload and technically challenging cases are
difficult.

I (P.P.) routinely ask at least one patient a week who is
leaving our ICU; “what was it like to be a patient here?”
The answers are sometimes humbling, but always illumi-
nating. Our care often falls short in meeting the patient’s
and the family’s communication needs.

If didactics are not enough, what else can we do? We
recognize a continuum from knowledge to skills, then to
behaviors, and finally to outcomes. We need additional
strategies to move clinicians along this continuum. One
promising strategy is the use of simulation, perhaps

with standardized patients and ideally with an interdisci-
plinary team, to normalize language and behavior among
disciplines and to practice teamwork. The simulation
laboratory provides a safe setting for clinicians to practice
these challenging communication skills and criticize their
own efforts. Such training will likely require exercises
to help clinicians reflect on their own feelings, skills and
behaviors with regard to communication and relationships.

A second strategy is setting up some simple rules
(habits) in our ICUs. Aristotle said, “we become what we
do, excellence therefore is more of a habit than a virtue.”
What are some of the potential habits that help ensure we
meet patients’ and families’ needs? We have a couple of
suggestions, acknowledging that the evidence is often at
the level of opinion:

1. Invite patients and families to participate in rounds and
view the daily goals (plan of care) [5]. Besides being
efficient (families generally ask less questions outside
of rounds), it is very comforting for families to see an
entire care team focused on making their loved one
well again.

2. Expand visiting hours. Many ICUs have completely
eliminated restrictions on visiting hours. Though open
visiting hours may pose challenges for the care team
and introduce new risks, patients generally do not want
to be separated from their loved ones. Our pediatric col-
leagues have long understood this fact. Whether you
are 6 or 60, being with loved ones is comforting.

3. Provide families with an information brochure about
what they can expect in the ICU and where they can go
for support.

4. Have a weekly conference with patients and families.
ICUs are scary and confusing to patients and families
who often get conflicting information from the vari-
ous caregivers. Once a week or more often, the care
team should meet to discuss prognosis, then meet with
the family to listen and address the patient’s and fam-
ily’s concerns, fears and values, discuss prognosis and
goals, and offer spiritual and emotional support.

5. Every week, ask at least one patient and their family
what it was like to be a patient in your ICU. This ap-
proach is a practical way to gain insight into the “voice
of the customer,” and gives us valuable information for
improving the care we provide. Indeed, we have found
such open-ended questions more informative than more
formal patient satisfaction surveys.

Implementing these strategies may improve communi-
cation and caring, but it will require a culture change in
many ICUs. Physicians, nurses and other clinicians will
have to develop new knowledge, skills and behaviors to-
gether. We will also need to ensure technical competency.
This will require a robust quality improvement program
in which the quality of care provided is rigorously meas-
ured and improved. ICM will need to develop training pro-



grams, such as a master’s in public health, to provide clin-
icians with the skills to design, implement and evaluate
quality improvement programs.

Critical care has made tremendous strides to improve
technical care. The courageous CoBaTrICE study demon-
strates that patients need more [6]. Many efforts are
under way to fill this gap [6]. We must demonstrate to
patients and their families that we are both competent
and caring; this will be no easy feat in our often under-
staffed and overworked ICUs. The CoBaTrICE effort will
surely help with both. Perhaps the greatest asset of the
CoBaTrICE effort is its creation of a learning community
that can be used to improve care across Europe. For
example, imagine if CoBaTrICE obtains information from
an error-reporting system and quarterly or semi-annually

References

1. Institute of Medicine (2001) Crossing 4.
the quality chasm: a new health system
for the 21st century. National Academy
Press, Washington, DC
2. The CoBaTrICE Collaboration (2007)
The views of patients and relatives
of what makes a good intensivist:
a European survey. Intensive Care Med
DOI 10.1007/500134-007-0799-4 5.
3. Coomarasamy A, Khan KS (2004)
What is the evidence that postgraduate
teaching in evidence based medicine
changes anything? A systematic review.
BM1J 329:1017

18:71-75

Davis D, O’Brien MA, Freemantle N, 6.
Wolf FM, Mazmanian P, Taylor-
Vaisey A (1999) Impact of formal
continuing medical education: Do con-
ferences, workshops, rounds, and other
traditional continuing education activi-
ties change physician behavior or health
care outcomes? JAMA 282:867-874
Pronovost P, Berenholtz S, Dorman T,
Lipsett PA, Simmonds T, Haraden C
(2003) Improving communication in
the ICU using daily goals. J Crit Care

focuses its education on mitigating that specific error [7].
Or, imagine if CoBaTrICE entered upon a collaboration
to eliminate central line-associated bloodstream infections
(CLABSI). Spain, for example, is exploring the imple-
mentation of a country-wide program to eliminate such
infections. CoBaTrICE can help disseminate educational
content for these programs, which could result in focused
improvements in ICU care.

The CoBaTrICE effort will help ensure physicians have
the knowledge and the skills needed to be competent and
caring ICM clinicians. The potential to combine this cur-
riculum with focused and measurable improvements in the
quality of care is breathtaking. Through such programs we
can ensure that patients reliably receive high-quality care.
After all, excellence is more of a habit than a virtue.

Davidson JE, Powers K, Hedayat KM,
Tieszen M, Kon AA, Shepard E,
Spuhler V, Todres ID, Levy M, Barr J,
Ghandi R, Hirsch G, Armstrong D,
American College of Critical Care
Medicine Task Force 2004-2005, So-
ciety of Critical Care Medicine (2007)
Clinical practice guidelines for support
of the family in the patient-centered
intensive care unit: American College
of Critical Care Medicine Task Force
2004-2005. Crit Care Med 35:605-622
7. Pronovost PJ, Martinez EA, Rodriguez-
Paz JM (2006) Removing “orange
wires”: surfacing and hopefully learn-
ing from mistakes. Intensive Care Med
32:1467-1469




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org?)
  /PDFXTrapped /False

  /Description <<
    /ENU <>
    /DEU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [2834.646 2834.646]
>> setpagedevice


