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Part One: Fairview University Medical Center ( F-UMC)

Guidelines for Staff about Patient and Family Conferences at F-UMC

Definition: Family Conference  

A meeting among the patient, family and health care team to facilitate communication about the plan of care, transition or discharge plan, and patient and family goals and resources. Most conferences will be held to prevent or address communication issues and to resolve identified or anticipated issues.

Definition: Care Conference

A formal or informal meeting of health care professionals involved in the care of a patient to communicate and/or develop the plan of care. The patient/family are not present.

Indicators for Family Conference and Care Conferences

	Family Conference

(may also indicate need for care conference)


	Care Conference only

	Change in patient status/changing goals of care


	

	Health care provider/family miscommunication or conflict


	No clear physician leader

Need for coordination among multiple specialties.



	Unusually long length of stay


	Health care team disagreement

	Blanket, absolute direction from family, e.g. "Do everything for the patient," including when treatment is futile or of minimal benefit


	No primary (or consistent) assignment of nurse to patient

	Differing messages from family members


	Nurses request to not care for the patient

	Boundary conflicts


	Patient and/or family perceived as "challenging"

	Family conflict or mistrust of caregivers
	Acute or chronic mental health condition complicating plan of care



	Uninvolved family/adult orphan


	

	Alternative sites of care are indicated


	

	Health care providers need information about patient/family cultural and spiritual beliefs


	

	Debriefing after a death


	


Guidelines (con’t)

How to Request:

Any staff member may suggest a family conference. This typically occurs during rounds or interdisciplinary discussions. Care Coordinators and social workers are the key staff responsible for identifying the need for a conference. The care coordinator is responsible for organizing the conference and inviting team members. 
Who Attends:

Patient, family, others the patient wishes to invite, attending and consulting physicians, nurse, care coordinator, and other team members involved in the care or whose expertise is needed.  This might include a social worker, chaplain, rehabilitation therapists, pharmacists, home care staff, clinical nurse specialists. 

Health care team:

Some members of the team may need to meet prior to the conference to:

1. Discuss need and purpose

2. Make sure the right people will be at the table

3. Identify lead physician to present medical information from all services.

4. Identify facilitator (usually not a physician)

5. Identify goals

6. Resolve or identify team conflicts around plan of care.  All parties need to be at the team conference, if involved in conflict.

7. Come to consensus on plan of care

Facilitator’s Role

Facilitator’s roles can vary depending on group facilitation skills of attendees and relationship with the patient and family.  Facilitators may include any of the disciplines.  Tasks include:

1. Facilitate introductions

--Explain purpose and goals of conference 

--Review ground rules

2. Ask patient and family to identify their questions, concerns, goals 

3. Invite review of medical status

4. Facilitate discussion among those present

5. Clarify understanding, especially of medical terminology

6. Summarize discussion, identify followup and document on Patient/Family Care Conference Record

Format of Conference: 

1. Set atmosphere for collaborative respectful discussion

a. Discuss purpose of and need for patient/family conference

b. Identify goals and desired outcomes of family conference

c. Identify family needs and wishes

2. Provide setting for discussion of diagnosis, implications of illness and treatment options

3. Identify current and anticipated issues and stressors

4. Identify resources among patient, family, staff and community that can support patient and family coping.

5. Explore and identify hopes and goals beyond elimination of current issues.  This frequently cannot be addressed until feelings about presenting concerns and problems have been expressed.

6. Identify followup, documentation on Patient/Family Care Conference Record, need for additional meeting

Patient/Family Care Conference Record (Front)

Fairview-University Medical Center

	Care Conference Coordinator



	Patient                                                            Conference Date, Time, and Location


	Diagnosis



	Purpose



	How are the patient's wishes known?

Patient cognitive/verbal _______________                 Patient's previous request _______________

Advance Health Care Directive _______________     Other _______________________________
If patient is a child (8-18), requires assent.

	Who is the decision-maker for the patient?

Patient _______________             Proxy (specify) _______________

                                                       Parents (if child is under 18) _______________

	Issues to be addressed (consider patient update, current problems/stressors, needs and goals of patient/family, desired outcome of conference)



	Discussion/Outcomes/Follow-up

Kardex updated to reflect Care plan:  Date__________     Initials__________

Tentative date for next Patient Planning Session________________________


Patient/Family Care Conference Record (Back)
	Family Members:
	Notified?
	Attended?

	
	
	

	
	
	

	
	
	

	
	
	

	Care Coordinator:
	
	

	Primary Nurses:
	Notified?
	Attended?

	
	
	

	
	
	

	Primary Service:
	Notified?
	Attended?

	Attending
	
	

	Fellow
	
	

	Resident
	
	

	Secondary Service:
	
	

	
	
	

	
	
	

	
	
	

	Secondary Service:
	
	

	
	
	

	TLC Consult Team
	
	

	
	
	

	Other Services
	
	

	Cardiopulmonary Services
	
	

	Pharmacist
	
	

	Clinical Nurse Specialist
	
	

	Social Worker
	
	

	Physical Therapist
	
	

	Chaplain
	
	

	Psychologist
	
	

	Dietician
	
	

	Patient Representative
	
	

	Child Family Life Specialist
	
	

	Other:
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Signature:
	
	


Information about Family Conferences for Patients and Families

Communication with members of the health care team is particularly important when a family member is hospitalized. Because it is sometimes difficult to match schedules and connect in the fast paced hospital environment, this communication may need to be planned and scheduled. One way to bring everyone together is to set up a family conference.  This is a meeting of the patient and family with the health care team. A family conference is especially important when complex issues arise or unexpected changes occur. 

When are these conferences needed?

Family conferences are held:

· To discuss a serious change in a patient’s condition

· To clarify changing goals of care

· To describe your family's strengths and resources to care for your loved one

· To provide an opportunity to discuss different points of view 

· To find additional ways to support a patient and family 

How do I request a conference?

Anyone may ask if a family conference would be helpful.  The care coordinator, a registered nurse connected to a unit or patient group, is responsible for organizing a conference. The care coordinator invites the patient, family and health care team members to attend the conference at a time that is most convenient for the majority of people.  In some cases, a social worker or other team member may coordinate the conference. 

Who attends? 


The patient if possible, family members and others invited by the patient, physicians, nurses, and others involved in the care.  This might include social workers, chaplains, rehabilitation therapists, pharmacists, dietitians—anyone who has cared for you or who has experience in working with similar situations. You may wish to contact your clergyperson or faith leader and invite them to attend.

What is the goal of a family conference?

The goal is to address family concerns, describe decisions that need to be made, and outline a plan.  This is sometimes described as “getting everyone on the same page.” Patients and families have an opportunity to talk about what to expect and how to prepare for the future.

What can I expect during the conference?

The conference begins with introductions. The facilitator will lead the conference, and will review and clarify the goals of the conference. Physicians explain the medical situation—reviewing what has happened and what can be expected.  Possible treatments are described, including expected outcomes, benefits and burdens. Other team members also contribute information from their perspective. If there are any decisions that need to be made, these are listed.

The facilitator ensures that questions are answered or that a plan is made to obtain more information.  Everyone has a chance to speak. In cases where a patient is not able to speak for him or herself, the choices the patient would have wanted are discussed.  This involves the surrogate decision maker or proxy chosen by the patient to express their views.

FAIRVIEW-UNIVERSITY MEDICAL CENTER

Minneapolis, MN

Family Conference Facilitation

Critical Competency

_______________________________    ____________________________    _______________________
Name



                Job Title 


   Department/Unit

	Instructions: Talk with your manager about expectations related to this competency in your practice.  Pursue learning opportunities to develop the needed knowledge and skill, and demonstrate your competence using one method of verification.




	COMPETENCY
	METHOD OF VERIFICATION

(Manager selects one option listed below)

	Facilitates patient-family conferences with members of the interdisciplinary team to clarify the plan of care in light of the medical situation and patient/family goals and resources. 

Effective Behaviors:

· Recognizes opportunities/common indicator for a family conference.

· Facilitates conference discussion according to format outlined in F-UMC family conference guidelines.

· Uses principles of group dynamics to effectively facilitate discussion among those present.

· Clarifies communication around the plan of care among patient, family, and the interdisciplinary team.

· Assures follow-up of unresolved concerns as needed.

· Uses family conference record to document in medical record key discussion topics, attendance.


	· Direct observation of conference

       Date_____Signature______________

· Case study with simulated conference

· Exemplar


Learning Resources/ References. 

Family conference education one-hour presentation

F-UMC Family conference toolkit with references

Observation of colleague facilitating conference

When completed, return this form to your manager,

attached to your Employee Performance Summary.
References:
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Part Two

Fairview Ridges Hospital

Patient/Family Care Rounds Record

At Fairview Ridges Hospital, the interdisciplinary team has developed a proactive approach to the care of patients in the critical care unit.  In this model, staff convene a conference for any patient who has one or more major organ system failure and a length of stay of 3 days or longer.  These conferences are held at a predetermined time and include the patient, family, physician, and other members of the interdisciplinary team.  The focus of the discussion is on goals of care, information about prognosis and treatment, and evaluation of physical comfort, spiritual and emotional needs of the patient and family.  This model will be extended to other hospital units in 2003.

1.  Care Conference Script and Documentation Form

2.  Assessment of Outcomes 

PATIENT/FAMILY CARE ROUNDS RECORD

FAIRVIEW RIDGES HOSPITAL

Date __________
Day ____ in hospital
Patient Name  _______________________

Diagnosis ____________________________
Purpose ____________________________

FACILITATE INTRODUCTIONS

· Care Conference Facilitator ____________________________________

· Patient Present?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

· Family members present: (list)__________________________________________________

______________________________________________________________________________

How are Patient’s Wishes Known? (can be completed prior to rounds, circle areas for discussion)

· Patient cognitive/verbal _______________________________________________________

· Patient’s previous request _____________________________________________________

· Advance Health Care Directive _________________________________________________

· Other _____________________________________________________________________

In Chart?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No      Plan to obtain _______________________________

Who is the Decision Maker for the Patient? ______________________________________

· Patient ______________________________
Proxy (specify) _______________________

______________________________________________________________________________

______________________________________________________________________________

ASK PATIENT AND FAMILY TO IDENTIFY QUESTIONS AND CONCERNS
    Check any that apply:


 FORMCHECKBOX 
 Update on medical status

 FORMCHECKBOX 
 Planning for future


 FORMCHECKBOX 
 Pain management


 FORMCHECKBOX 
 Psychosocial needs


 FORMCHECKBOX 
 Other symptom management

 FORMCHECKBOX 
 Spiritual needs


 FORMCHECKBOX 
 Discuss goals of care


 FORMCHECKBOX 
 Financial needs

Current Problems/Stressors: _____________________________________________________

______________________________________________________________________________

DISCUSSION / OUTCOMES / FOLLOW-UP

By:

___ Medical Status Addressed




Dr. __________________________

___ Goals of care

___ Pain Management

___ Symptom Management

___ Discussion of Goals of Care

___ Psychosocial and Financial

___ Spiritual Needs

PLAN (Describe actions and list primary contact)

___ Continue with current plan of care

Action: ______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Kardex updated to reflect Care Plan:  Date _____________  Initials _______________

Tentative date for next Patient/Family care rounds (if needed) ____________________________

Signatures / Names of those present:

________________________________   
_______________________________

________________________________
_______________________________

________________________________
_______________________________

________________________________
_______________________________

Xerox copy of care rounds record and attach to this page

After rounds or after pt discharge or death, team assesses outcomes achieved:
PROGNOSIS AND PLAN

___ Clarification of medical condition to patient and family

___ Code status clarified

___ Health Care Directive clarified

___ Palliative Care orders introduced

___ Discharge to less acute setting with ___ number of ICU days saved

___ Diagnostic tests reduced ____________________________

___ Affected withdrawal of life prolonging therapies

___ Provided information about hospice

PAIN AND SYMPTOM MANAGEMENT
___ Pain management altered to improve pain scores


_____ Pain score at time of rounds


_____ Pain score after recommendation made


_____ Request change in medication


_____ Directed change in administration (ex: med ordered but not given ATC by nursing)

Note: ________________________________________________________________________________________

___ Symptom __________________________________________________________________

___ Recommendations made ______________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

PSYCHOSOCIAL SUPPORT (Issues Identified)

SPIRITUAL SUPPORT
FURTHER OUTCOME INFORMATION OR STORY

