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Abstract
Objective—To build a conceptual model of the role of communication in decision making, based
on literature from medicine, communication studies and medical ethics.

Methods—We propose a model and describe each construct in detail. We review what is known
about interpersonal and patient-physician communication, describe literature about surrogate-
clinician communication, and discuss implications for our developing model.

Results—The communication literature proposes two major elements of interpersonal
communication: information processing and relationship building. These elements are composed
of constructs such as information disclosure and emotional support that are likely to be relevant to
decision making. We propose these elements of communication impact decision making, which in
turn affects outcomes for both patients and surrogates. Decision making quality may also mediate
the relationship between communication and outcomes.

Conclusion—Although many elements of the model have been studied in relation to patient-
clinician communication, there is limited data about surrogate decision making. There is evidence
of high surrogate distress associated with decision making that may be alleviated by
communication–focused interventions. More research is needed to test the relationships proposed
in the model.

Practice Implications—Good communication with surrogates may improve both the quality of
medical decisions and outcomes for the patient and surrogate.
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1. Introduction
When hospitalized patients develop cognitive impairment, physicians often must work with
family members or other surrogates to make complex medical decisions for the patient. It is
essential to recognize that the family member is often making decisions in the context of
high stress, grief, and an unfamiliar hospital environment.1–3 In such a context, high quality
communication is essential to good decision making. However, there is growing evidence
that communication quality may often be poor. In the hospital setting, up to one third of
family members of seriously ill patients report problems with physician communication and
decision making,4 and over a third have concerns about family support.5 Both family
members and medical staff of Intensive Care Unit (ICU) patients report high levels of
conflict.6–7 There is evidence that communication with surrogates is often delayed8 even
though early communication has been shown to reduce surrogate distress.9

Traditional frameworks for surrogate decision making have focused on the ethical principles
and guidelines that are central to decision making.10–11 Although such guidelines are
essential, less attention has been paid to the communication or relational aspects of the
decision making process. We propose that we will be better able to improve the process of
decision making between surrogates and clinicians if we begin with a strong conceptual
understanding of the role of communication in the decision making process. This
undertaking is well suited to an interdisciplinary approach, combining findings from the
fields of medicine, communication studies, and medical ethics. The goal of this manuscript
is to build a conceptual model of the role of communication in surrogate decision making
that will serve as a guide for researchers in the development of observational studies and
future interventions. Theoretically, this model can be applied to other types of surrogate
decision making issues. However, the hospital setting provides a good testing ground
because decisions are often of a life and death nature and often must be made urgently.
These factors heighten the need for effective communication and accentuate lapses in
communication that lead to poor decision making.

2. Overview of the Model
Communication theorists have proposed two fundamental aspects of interpersonal
communication: a content dimension, and a relationship dimension (see Figure).12–13 The
content dimension includes information that is conveyed between the participants. In our
model, we named this function “information processing” to reflect both the content of
information and the manner in which this information is understood by the recipient. The
relationship dimension of the model, called “relationship building,” includes trust, emotional
support, and consensus/conflict between the participants. Our model proposes these two
dimensions influence the quality of medical decisions made by surrogates and clinicians.
Based on work in the decision making14–15 and oncology literature16 the model defines high
quality medical decisions as those that are informed, concordant with the patient’s values,
and mutually endorsed by patients, surrogate, and providers. The model therefore proposes
that the quality of medical decisions impacts outcomes for both patients and surrogates.

The majority of examples in this manuscript will focus on the case of a single surrogate.
Although some elements of the model can also be applied to cases where multiple family
members participate in decision making, a detailed discussion of the interfamily dynamics is
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beyond the scope of this paper. Also, the model assumes that the patient is completely
unable to participate in decision making. We acknowledge that in some cases, patients may
be partially or intermittently able to participate in the process. While additional constructs
not included in the model may potentially play a role in surrogate decision making, we have
selected those that are critical to communicative functioning based on existing research
literature.

Below we explain each element of the model in detail. We have used the model (see Figure)
as a means to structure the literature review. Each element corresponds to a heading or
subheading in the manuscript. We first describe what is known about each construct in the
model from literature addressing interpersonal communication or patient-physician
communication. We then describe any available literature about surrogate-clinician
communication. Finally, we discuss the implications of the literature for our developing
model.

3. Information Processing
To make medical decisions, both surrogates and clinicians must convey and process
information about the patient’s history, current condition, and prognosis. Although the
clinician is likely to provide the medical information, the surrogate often brings expertise
about the patient’s preferences and values.10 The participants make sense of this information
in light of their prior knowledge and expectations.17

3.1 Information Disclosure
Disclosure by clinicians is the first step needed for information processing. Prior research
has addressed patients’ own preferences for disclosure of medical information. Studies have
found that most, but not all patients, desire to be informed about their own medical
conditions and decisions.18–19 In addition to using information for decision making, patients
may have additional reasons for desiring it, such as wanting to know what to expect in the
future.20 However, patients can be overwhelmed by the volume of information they learn
about their disease16,21–22

Patients’ perceptions about the disclosure of medical information can be understood using
the theory of Communication Privacy Management (CPM). This theory proposes that
individuals feel a sense of ownership over information about themselves, and believe that
they should have authority over when and how that information is disclosed to others.23

Patients believe that physicians have a responsibility to disclose information to them
because physicians are privy to sensitive information about the patient that the patient may
not otherwise have access to.24

It is likely that surrogates, similar to patients, feel a sense of ownership and entitlement
regarding the disclosure of patient information. In addition, they must navigate being
responsible for someone else’s information and choices. For example, the surrogate may
perceive that the physician has an obligation to disclose medical information about the
patient to them. Clinicians may not be aware that surrogates feel this sense of ownership
regarding the information. They may be caught off guard to learn that surrogates expect to
be fully informed.

Surrogates, similar to patients, are likely to have a conflicting sense of both desiring
information and wanting to avoid that information. They may find certain information
stressful or challenging to hear. Physicians may not take into account that disclosing
information about a poor prognosis or limited life expectancy to a surrogate could have the
same devastating impact it has if it were disclosed to the patient. Thus, it is clear that similar
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to interacting with patients, assessing the surrogate’s need for and ability to cope with
information is a key part of the communication process that has the potential to improve
decision making.

CPM theory can also illuminate information management when several surrogates are
involved. Families also have complex rules about how information is shared within the
family structure.25 Physicians may make different assumptions than the surrogate regarding
when and how to disclose information to various family members about the patient’s current
illness.24 For example, the surrogate may want to withhold information from some family
members. Alternatively, several family members may feel entitled to discuss all the
information with the physician and to participate in decision making. Clinicians may prefer
speaking to the legally authorized surrogate or asking that the family appoint one person to
receive information. The clinician may perceive that such a move will clarify decision
making authority or decrease the amount of time required for communication. Clinicians
who are aware of surrogate’s expectations for information disclosure will be better prepared
to manage them.

Disclosure of information to families may be complicated by clinicians’ concerns about
violating patient privacy. The passage of the Health Insurance Portability and Accountability
Act (HIPAA) in 1996 lead to an increased focus on many aspects of patient privacy, but also
some degree of misunderstanding of the limits on sharing information with families.26

HIPPA does not prevent clinicians from keeping surrogates informed in cases where the
patient is incapacitated. It is ethically and legally justifiable to share any information needed
for the surrogate to make good decisions and participate in the patient’s care.26

3.2 Sense Making
For many patients and their surrogates, the hospital is a complex and unfamiliar
environment. In any such new environment, newcomers must quickly make sense of the
surroundings and learn to effectively function within them.27 In such cases, individuals rely
heavily on both communication with others and on cues from the environment to develop an
understanding of the organization and the events occurring within it.28

If the surrogate is unfamiliar with that particular hospital or had not tried to navigate a
hospital environment before, the surrogate will need to quickly learn how to function in the
hospital. Even if the surrogate had been a patient in that hospital or at some other hospital,
functioning as a surrogate is likely to be a different and not necessarily familiar experience.
The responsibilities of the surrogate role and the urgency of the patient’s needs may place
new cognitive and emotional burdens on the surrogate.

In addition to navigating the environment, surrogates must use the medical information
provided to develop an understanding of the patient’s condition. This may be difficult if they
are emotionally or cognitively unprepared for what they learn about the patient’s condition.
Some methods of delivering news can help prepare the patient to process new and difficult
information. For example, Buckman’s model of delivering bad news29 involves delivering a
warning statement to psychologically prepare the patient for what they are about to hear.
This process of sense making is essential to acquiring information and using it to make
difficult decisions.

3.3 Expectations
Patients enter a clinical encounter with expectations about the clinicians’ behavior and about
the outcomes of the encounter.17 Work on physician-patient communication has found that
exploring patient concerns early in a clinical encounter can facilitate diagnosis and treatment
because it allows for an early understanding of the patient’s expectations for the visit and
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explanatory model.30 These and other communication strategies have been incorporated into
a research tool that allow for coding physician-patient encounters to document the manner in
which physicians explore and respond to patient concerns.31

Surrogates are also likely to enter the hospital with expectations about the experience,
including the care the patient will receive and their own role in that care. Such expectations
are likely to be based on the surrogate’s prior experiences in seeking healthcare for him or
herself or for the patient. They may also be developed from the media, professional
experiences or general levels of trust in institutions. The surrogates’ own explanatory model
of disease is likely to affect how they interpret information and their experiences during the
hospitalization.17 Furthermore, these expectations may be modified by incidents occurring
early in the hospital stay.

Expectations regarding the patient’s care and outcomes are likely shaped in large part by
communication with clinicians. When communication is poor, it is possible that the clinician
and surrogate have divergent understandings about the patient’s condition, different
expectations regarding the patient’s medical care, and possible outcomes. Both the content
and the timing of communication are likely to impact the extent of mutual understanding
and agreement. Torke et al found that early and frequent communication with surrogates is
associated with physician assessments of communication effectiveness.32 Other studies have
shown that mandatory family meetings occurring soon after admission to the ICU decreased
patient days in the ICU33,9 and surrogate distress.9 Early communication may lessen
surrogate distress by creating shared expectations about the hospital experience and about
patient prognosis. Further research is needed to better understand the optimal timing of
communication with surrogates.

4. Relationship Building
In order to make health care decisions for a patient, surrogates must establish a working
relationship with physicians and other health care providers. The growing model of
hospitalist physicians who do exclusively inpatient care means that an increasing number of
patients and families have never met their physician before hospital admission.34 Although
the patient has at least some opportunity to build a new relationship through daily rounds
with the patient, families may not be present at the bedside during rounds. Therefore, they
have even less of a chance to build a relationship with the physicians.3

The literature on medical decision making and relationship-centered care has identified
many elements critical to good relationships with patients,35 but there is little information on
the process of relationship building between surrogates and clinicians. Building these
surrogate-clinician relationships presents special challenges in the hospital setting in the
context of an acute illness.1–3 Based on our review of the literature, we have identified four
potential constructs that are important in the development of relationships between health
care providers and surrogates: emotional support of the surrogate, trust, consensus and
conflict, and surrogate roles and participation.

4.1 Emotional Support
A growing literature addresses the emotional experiences of the surrogate. There is evidence
that making surrogate decisions in the hospital can be extremely stressful for both surrogates
and physicians. One study found higher post traumatic stress symptoms in ICU family
members who participated in decision making than those who did not.36 Qualitative studies
have examined the experience of the surrogate in other settings such as the nursing
home37–38 or ICU,39–40 or have interviewed the family members of veterans,41–43 of
patients who died after withdrawal of life-sustaining treatments,44–45 and family members
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who have made a decision about a feeding tube.46–47 Both these and quantitative, survey
based studies48 have consistently shown that the decision making process was stressful to
family members. There is also evidence that the process is difficult for physicians, with over
20% stating that making such decisions caused them distress.32 In physician interviews,49

physicians identified communication problems that stemmed from differing expectations,
hospital and physicians’ schedules, and difficulty contacting surrogates as barriers to
communication.

Research with surrogate decision makers in the ICU has identified important emotional tasks
of the surrogate, including coming to terms with the patient’s illness,45 accepting the
responsibility of decision making,45 and maintaining family roles and relationships.44 These
tasks must be accomplished in the context of high stress from the patient’s illness, anxiety
about the outcome, and disruptions to their daily routines and relationships due to the illness.

In the ICU setting, observational studies have identified characteristics of communication
that are associated with patient satisfaction and that relate directly to emotional support,
including increased time for the family to speak in family conferences,50 increased
expressions of empathy51 and consistent communication by heath care team members.52

Based on this work, authors have developed a framework entitled VALUE (value,
acknowledge, listen, understand, elicit) to help clinicians provide support in communication
with families. In contrast, behaviors that reject or ignore the surrogate’s point of view may
be destructive to the relationship.12 Finally, providing information about the disease has
been shown to help patients achieve a greater sense of control and hope.53 Research is
needed to further explore whether the provision of information is also perceived to be
supportive by surrogate decision makers.

4.2 Trust
Our model proposes trust is an element of relationship building that likely impacts decision
making and thus outcomes for patients and surrogates. Researchers have proposed that
health care transactions are more effective if trust is high.54 Less frequent or more difficult
interactions with clinicians may adversely affect the quality of medical decisions. Although
there is evidence that distrust in the health care system is associated with poorer self-rated
health,54 we know little about the mechanism of this relationship or whether steps to
improve trust on the part of patients or their surrogates could affect health outcomes.

Trust has been studied in relation to a particular physician, to insurers and to health care
systems generally. In a relationship with a clinician, trust can be defined as a belief that the
clinician “will be present, committed to the patient’s best interest and technically
competent.”16 Trust in the physician is positively correlated with satisfaction and self-rated
health,55 treatment adherence56 and healthy behaviors.57

Rose et al58 identified 4 dimensions of trust in the health system, including honesty,
confidentiality, competence and fidelity. These authors found that trust in the health system
is generally much lower than trust in one’s personal physicians.54 Studies have found that a
person’s trust in the health care system is associated with self-reported health status.54 It
remains to be determined whether a surrogate decision maker’s trust in clinicians or the
health care system affects outcomes for patients unable to make their own medical
decisions.

Surrogates enter the hospital with a particular level of trust in both clinicians and the health
care system. Our model proposes that trust impacts communication and also impacts
outcomes for patients and surrogates. Future research is needed to test these relationships.
However, it is possible that trust is also modified through communication experiences that
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occur during the hospitalization itself. Trust may be promoted when there is high quality
communication. In contrast, trust may be threatened by poor quality communication or by
experiences that do not meet the surrogate’s expectations for health care. One example of a
potentially unexpected experience is that clinicians may recommend withholding or
withdrawing medical treatments from a seriously ill hospitalized adult. Such limitations may
be met with diverse reactions from surrogates. They may be welcomed by the surrogate or
perceived as a relief. They also may be interpreted as abandoning or “killing” the patient, or
as arising from a desire by the clinician or health system to save money. Such experiences
may undermine a sense of trust and may have long-term consequences for future
communication and for the patient’s care.

4.3 Consensus and Conflict
Professional guidelines have advocated consensus as an ideal for decision making with
surrogates.59 However, there is some evidence suggesting high levels of conflict between
medical staff and families in the ICU setting.6–7 One study of surrogate decision making in
the ICU found that conflict, although rare, could be prolonged in some cases.60 Others have
found that conflict is a cause of moral distress for both nurses and physicians.61–62

In a survey of physicians, we found evidence that disagreement and conflict are distinct
concepts that have different implications for decision making.32 Likely it is possible to
disagree yet still reach consensus. Although we have included consensus and conflict as
elements of relationship building, they also could be considered outcomes of decision
making. These in turn could affect other patient and surrogate outcomes and could also feed
back to impact future decisions.

4.4 Roles and Participation
When a surrogate and a clinician communicate, they must negotiate each party’s role in the
relationship. There is evidence that patients have preferences for their own role and the role
of the clinician.16, 63 Overall, patients seem to favor shared or patient-centered decision
making, but there are others who prefer that physicians make most or all
decisions.18–19, 64–65 Congruence between the physician’s style and the patient’s preferences
may be an important element of trust.66

Because research on surrogate decision making has focused primarily on whether the
decision making process upholds the patient’s autonomy through mechanisms such as
advance directives and substituted judgment, we know less about how the clinician and
surrogate navigate decision making roles and participation at the time that the decision must
be made. Navigating these roles and level of participation may be even more complex in
communication with surrogates because the moral authority of surrogates may not be as
widely agreed upon as the authority of patients to make their own decisions.2 As we discuss
below, standard legal and ethical approaches to surrogate decision making have been widely
criticized in recent years, leading to uncertainty about how such decisions should be
approached.

Shared decision making is a model that may best address the need for negotiation of roles in
clinician-surrogate communication. Shared decision making is characterized by a two-way
exchange of both information and decision making between the clinician and patient. It
includes mutual participation of the patient and clinician, adequate sharing of information in
order to achieve informed consent and a final decision that is mutually endorsed.67 In the
past decade, there has been considerable enthusiasm for such shared decision making,68 in
part motivated by research linking it to higher patient satisfaction69 and improved clinical
outcomes in chronic disease.70–71 Others have argued that it is an important component of
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good communication with patients and families at the end of life.72 When surrogates and
clinicians begin a dialogue about a serious medical decision, it may be valuable to explicitly
discuss the role the surrogate expects and desires to play in communication and decision
making.

5. High Quality Medical Decisions
A recent extensive exploration of communication in oncology identified high quality
medical decisions as an important intermediate outcome of health care that is impacted by
communication quality and that also impacts health outcomes for patients.16 Building on the
shared decision making model, the authors identify three elements of high quality decisions.
They are: 1. informed by clinical evidence; 2. concordant with values, and 3. mutually
endorsed. An informed choice requires that the surrogate have an understanding of the
patient’s medical status, the potential risks and benefits of the proposed intervention and
alternatives, and a professional opinion from the physician.73 As we have discussed, the
amount of information the surrogate desires or is able to understand may vary from case to
case. Clinicians must take steps to ensure that the surrogate is provided with information in a
manner he or she can understand and can use to make decisions.

The ideal decision is concordant with both clinicians’ and surrogates’ values, as well as the
patient’s values to the extent that they are known. Ethical frameworks for surrogate decision
making have focused on the extent to which the decision upholds three main standards of
decision making: 1. Advance directives, in which the patient has previously expressed
wishes for care; 2. Substituted judgment, in which the surrogate attempts to determine what
the patient would have decided if able; and 3. Best interests, in which the burdens and
benefits of treatment are considered.10 A high quality decision would meet at least one of
these standards. Such frameworks have been criticized on the grounds that surrogates are
generally poor predictors of patients wishes for treatment.74 It may be impossible to
determine what the patient would have wanted in a given scenario even with the help of an
advance directive.75 Surrogates may in fact rely more on the types of treatments they would
choose for themselves rather than on what the patient would have wanted.76 Others have
pointed out that although substituted judgment is unlikely to reflect the actual wishes of the
patient, asking what the patient would have wanted may reflect other key values, such as
respecting the patient as a person77 or making a decision that is an authentic reflection of the
patient.78 These complex ethical issues may be a reason why issues related to surrogate
decision making make up a high percentage of ethics consults.79

Mutual endorsement is the third criterion of a high quality medical decision. Mutual
endorsement can help both the surrogate and the clinical team in carrying out the decision.
Further research is needed to explore whether endorsement of the decision is related to the
surrogate’s satisfaction with care as well as the surrogate’s own later distress. Ideally, the
treatment decision is the one that the surrogate and clinician think is best. However, it is
possible that the parties fundamentally disagree about the best course of action but are able
to negotiate a decision that both are willing to endorse. The decision may be best
characterized as one of mutual acceptance67 or accommodation.80

Prior research has examined whether patients are receiving care that is consistent with their
own preferences or the preferences of their surrogate.81–83 In most cases of surrogate
decision making, it is no longer possible to determine what the patient would have wanted.
Given the strong legal and ethical reliance on surrogate decision making in current medical
ethics, it is still important to assess whether the surrogate’s preferences for care are being
honored. Future research should examine whether high quality surrogate-clinician
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communication improves the match between the care the surrogate endorses and the care
that is received by the patient.

6. Patient and Surrogate Outcomes
Our model proposes that clinician-surrogate communication affects medical decision
making, which in turn affects outcomes for the patient and surrogate. Decision making can
be thought of as an intermediate outcome, but also a factor that may mediate the relationship
between communication and outcomes.16 Epstein has noted that research on the
relationships between communication and patient outcomes is at its early stages16 and this is
even more so for the case of surrogate decision making. Identifying appropriate outcomes in
studies of seriously ill patients who cannot express treatment preferences is complex for
several reasons. In many cases the goals of care are palliative rather than curative.125

Traditional outcomes such as decreased mortality or improving health may not be
achievable. Other goals may be more appropriate, such as increasing the use of palliative
care, reducing care that is non-beneficial, or improving the satisfaction and well-being of
family members. Many studies of surrogate decision making have examined whether
surrogate decisions match the hypothetical decisions that the patient would have made.74 In
clinical practice, however, it is rare that the patient regains capacity and can determine
whether the decision is one he or she would have made. For this reason, it is necessary to
use other standards to assess the outcomes of decision making.

Interventions for dying patients in the ICU have shown that early family meetings increase
the rate of withdrawal of mechanical ventilation from 14 to 27%,9 and intensive
communication33, 84 and ethics consultation85 reduce length of ICU stays. A recent
randomized controlled trial found that palliative care for patients with lung cancer reduced
the use of life-sustaining care just before death.86 Although increased survival may not
always be possible at the end of life, this study found that patients who received palliative
care actually lived longer than those who received usual care.

Studies on palliative care have aimed to reduce unnecessary or non-beneficial care while
continuing care that is beneficial to the patient. For example, some studies have examined
the use of aggressive, life-sustaining care that is unlikely to impact outcomes based on
worsening scores on a disease severity measure, the Acute Physiology and Chronic Health
Outcome Evaluation (APACHE).87–88 A fear of those skeptical of palliative and hospice
care is it may in fact hasten death. To counter this concern, some palliative care researchers
have examined mortality rates between treatment and control groups to demonstrate that
they are similar. In other words, palliative care should improve the quality of care and
decrease non-beneficial care while not increasing mortality.85

Surrogate satisfaction is another important outcome of decision making. In the absence of
direct feedback from the patient, the surrogate provides the best assessment of the quality of
care and communication. There a body of evidence linking physician-patient communication
to patient satisfaction.69 Interventions have found that family satisfaction can be increased
interventions such as routine ethics consultation.85 In the nursing home setting, taking more
time to discuss advance directives upon admission to the nursing home is associated with
greater family satisfaction.89 Additional work is needed in the inpatient hospital setting to
determine the elements of quality communication that are related to surrogate satisfaction.

Finally, surrogate distress is an important consequence of surrogate decision making. Prior
research has found negative outcomes, such as anxiety, guilt and stress, for surrogates who
made major decisions in a variety of clinical settings.48 In fact, surrogates in the ICU report
high levels of post traumatic stress symptoms.36 Lautrette et al found that early family
meetings actually decreased the proportion of family members who had post traumatic stress
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symptoms from 69 to 45%.9 This study also found reductions in anxiety and depression.
These findings highlight the substantial stress caused by both hospitalization and decision
making for a family member. In fact, merely having a family member hospitalized is
associated with increased mortality for a spouse.90 There is an important public health case
for addressing the outcomes of family members of hospitalized adults in order to reduce the
negative outcomes of distress, anxiety, depression and even death.

7. Discussion and Conclusions
As the population ages and the incidence of conditions such as dementia rise, surrogate
decision making will become even more necessary in the hospital setting. In order to
improve the outcomes of care for patients and their surrogates, it will be necessary to gain a
better understanding of the relationship between surrogate-clinician communication and
outcomes. Our model proposes that two fundamental aspects of communication, information
processing and relationship building, contribute to the quality of medical decision making.
We have identified an operational definition of decision making quality created for cancer
patients but that is appropriate for all types of medical decisions. We then propose that the
quality of medical decisions directly impacts outcomes for both the patient and the
surrogate. In this framework, decision making quality can be considered an intermediate
outcome between communication and patient/surrogate outcomes. Decision making quality
may also mediate the relationship between communication and outcomes. We have designed
the model to apply to a broad range of surrogates for adult patients, including close family
members and other appointed health care representatives. A similar model may also apply in
other decision making situations, such as surrogate decision making in the outpatient setting
or parental decision making for children who are too young to participate in the process.

We have found literature addressing several elements of the model as they relate to patient-
clinician communication, such as information disclosure and trust. Other elements of a the
model have a small but growing body of research directly addressing surrogate decision
making, such as emotional support. A few studies have also examined the impact of
surrogate-clinician communication on patient and surrogate outcomes such as time in the
ICU or surrogate distress.

More work is needed to test the relationships proposed in this model. For example, there is
little empirical evidence about whether elements of good communication such as
information disclosure or emotional support lead to high quality decision making, defined as
decisions that are informed, concordant with and endorsed by both the surrogate and
clinician. The surrogate’s level of trust may also affect the quality of decisions. Future work
is also needed to determine if interventions targeted at improving communication could
reduce surrogate distress or reduce aggressive care at the end of life for those patients who
die in the hospital. We hope our model will be useful in the design of observational and
interventional research aimed at answering these questions, with the long term goal of
improving outcomes for surrogate decision makers and patients. Such findings will also
have implications for clinical practice by emphasizing the importance of good
communication with the surrogate when the patient is hospitalized.
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Figure.
Conceptual Model of Communication and Surrogate Decision Making
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