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RECOMMENDATIONS / PROTOCOL DEVELOPMENT 

CHANGE MANAGEMENT PLAN 

Multicenter Randomized controlled trial; French ICUs n=22, Family of Dying Patients n=126 
A proactive strategy for routine end-of-life family conferences that included provision of a brochure on bereavement, as compared with 
customary practice, resulted in longer meetings in which families had more opportunities to speak and to express emotions, felt more 
supported in making difficult decisions, experienced more relief from guilt, and were more likely to accept realistic goals of care.  
The result of this strategy was a decrease in PTSD-related symptoms and symptoms of anxiety and depression 3 months after the 
patient’s  death   
 
Lautrette, A. D. and others. (2007). A communication strategy and brochure for relatives of patients dying in the ICU. The New England Journal of Medicine, 356, 469-478.  

VISION and GOALS 
VISION:  Provide humane, compassionate, and supportive bereavement care one patient, family 
and clinician at a time. (Lederer, 1996) 
GOALS: 
1. Improve the patient / family experience in the bereavement process. 
2. Assess staff competencies of the clinical team who facilitate removal of mechanical ventilation (RMV). 
3. Improve how the clinical team facilitates family bereavement. 
4. Improve how the clinical team reflect and view their role in family bereavement. 

 WHY DOES IT MATTER? 

EVALUATION / NEXT STEPS 

 

Prudence dictates that this project follow the accelerator framework to improve the changes of transformational 
success. The eight accelerators (Kotter, 2012) which do not necessarily have to occur in rank order was adopted, 
with the buy in and consensus of the guiding team. 

Bereavement support is consistent with the goals of relieving suffering, respecting the experience of the living, respect persons, dignity, relationships, difference, preservation of professional integrity, and the use of organizational systems to support good care and 
ethical practice. (Berlinger et  al,  2013;;  Hastings  Center  Guidelines).  “Anticipatory  grief”  experienced in response to a possible future death can either allow a person to develop coping skills for the life after loss, or can be more prolonged and have higher intensities of 
anger and loss of emotional control and atypical grief (Johansson & Grimby, 2012).  Although providing universal bereavement service is unnecessary to resilient individuals (Agnew, Manktelow, Taylor, & Jones, 2010; Arkowitz & Lilienfeld, 2012) bereavement support 
should be offered in response to individually assessed need (Agnew et al., 2010).  

Nurses who work in intensive care units have traditionally received little or no education and training in the care of dying patients and their families. Conflicts and  disagreements  between  nurses  and  physicians,  the  environment’s  highly  technical  and  curative  focus,  and  
the  inherent  hierarchy  in  decision  making  that  result  in  little  attention  paid  to  the  nurse’s  input  in  end-of-life decision making are major sources of stress. These feelings of stress, frustration, anger, sadness, helplessness and moral distress can render nurses unable to 
influence end-of-life decision making and may lead to burnout, job dissatisfaction and leaving the work environment (Hansen, Goodell, DeHaven, & Smith, 2009).  

Physicians providing end-of-life care are subject to a variety of stresses that may lead to burnout and compassion fatigue. (Kearney, Weininger, Vachon, Harrison, & Balfour, 2009; Meier, Back, & Morrison, 2001; Swetz, Harrington, Matsuyama, Shanafelt, & Lyckholm, 
2009) 
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MEASUREMENT 
We engaged 39 clinical staff to complete an online survey. There were 48.7% nurses (n=19), 20.5% physicians (n=8), 20.5% patient care technicians 
(n=8), and 7.7% respiratory therapists (n=3) and 1 social worker.  
Our performance improvement baseline assessment tells us that: 
• 76.9% (n=30) had a patient assignment in the past year that underwent RMV. 
• 1 out of 4 (25.6%, n=10) did not think they had very clear responsibilities in the implementation of the RMV protocol, while 

the rest (74.4%, n=29) agree that they had very clear responsibilities. 
• Almost half (48.8%, n=19) acknowledged having felt unsure about their role in the process either some of the time or all the 

time.  
• 1 out of 5 (20.5%, n=8) reported having personal conflicts with the decision to terminally extubate their patient. 
• Almost half (48.7%, n=19) reported not knowing someone else to call other than their manager to discuss their feelings of 

the process. 
• Almost 1 out of 3 (28.2%, n=11) report having issues with a particular case that made them feel uneasy. 

Survey of nurse perceptions in a large academic medical center; Phase 1 n=91, Phase 2 n=127 
 
Training in end-of-life care had modest influence on knowledge of nurses 
Experience correlated with higher knowledge scores 
Ongoing organization support (debriefment after each case) improved reports of work stress and nurse self confidence. 
 
Hansen, L., Goodell, T. T., DeHaven, J., & Smith, M. (2009). Nurses' perceptions of end-of-life care after multiple interventions for improvement. American 
Journal of Critical Care, 18, 263-271.  

Harriet Lane Compassionate Care, the pediatric palliative care program  of  the  Johns  Hopkins  Children’s  Center,  created  an  action  plan  to 
support health care professionals; one intervention – the bereavement debriefing session – was specifically aimed at providing emotional 
support and increasing  one’s  ability to manage grief. A structured format for conducting bereavement 
debriefing sessions was developed, and 113 sessions were held in a three-year period; data were collected to capture themes 
discussed.Self-report evaluation forms revealed that health care professionals found the sessions helpful.  
Bereavement debriefing sessions can be one aspect of an effective approach to supporting health care professionals in managing 
their grief in caring for children with life-threatening conditions. 
 
Keene, Elizabeth Hutton, Nancy Hall,Barbara Rushton, Cynda. (2010). Bereavement debriefing sessions: An intervention to support health care professionals in managing their grief after 
the death of a patient. Pediatric Nursing, 36, 185-9. 

 
 
 

• Revise ethics committee policy to include a more robust referral process from all members of the multidisciplinary team, not only 
from attending physicians requesting consent for procedures but include referrals of ethical conflicts from nurses, social workers, 
resident physicians and respiratory therapist; 

• Include additional disciplines in the ethics committee (nurses, patient care technicians and respiratory therapists); 
• Revise the ethics consultation referral form to include key elements to determine action to be taken; 
• Implement a mechanism for unit based multidisciplinary teams to discuss ethics issues/conflicts; 
• Complete a baseline learning needs assessment using anonymous survey of multidisciplinary team members participating in 

terminal extubation critical care and the acute care ventilator unit; 
• Develop a curriculum based on the analysis of the learning needs assessment and current evidence based ethics and end of life 

principles, to educate multidisciplinary team members on how to support patients and families undergoing RMV 
• Review the guidelines for RMV with significant clinical staff. 
• Incorporate RMV competencies in the annual performance evaluation of significant clinical staff 
• Measure staff competency by repeating the survey 3 months post completion of the educational program 
• Implement Multidisciplinary Ethics Grand Rounds Quarterly 
• Develop a feedback process from families in the annual Memorial conducted by the Palliative Care and Social Work Services, and; 
• Use the  “Hastings  Center  Guidelines  For  Decisions  on  Life-Sustaining  Treatment  and  Care  Near  the  End  of  Life”  as  a  guide  for  

improving end of life practice and care in the Ethics Committee in particular and the organization in general. 

Create a sense 
of urgency Build a team Create a vision 

with the team 

Create Change 
initiatives to 
support the 

vision 

Communicate 
the vision and 
the strategy 

Accelerate 
movement 

towards the 
vision 

Celebrate 
visible 

significant 
short-term wins 

Learn from the 
experience 

Hardwire the 
change in the 

culture 

• A re-survey of clinicians in 12 months after the establishment of the Bereavement Support Team will be compared 
to the benchmark survey. 

• A questionnaire will be administered to measure family satisfaction of Bereavement Support and Palliative Care. 
• A  “Celebration  of  Life”  event  is  planned  for  the  Fall  of  2014. 

 

• Accelerator steps boxed in red are in progress. 
• A newly constructed Bereavement Room will be available to families in the 

Fall of 2014. 
• Debriefment sessions are happening and tracked for themes. 
• A Family Brochure will be available in the Fall of 2014. 
• The Bereavement Committee has attracted collaboration from other 

departments including: 
• Pastoral Care 
• Patient Relations 
• Social Work 
• Respiratory Therapy 
• Care Coordination 


