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RESPONSE TO COVID-19/COMMENTARY
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The COVID-19 pandemic challenged New York City and its
healthcare system in unprecedented ways. The significant
increase in necessary critical care services, together with the
suspension of normal visitation to prevent further spread,
intensified and exacerbated the historical problem of provid-
ing quality physician–family communication in the intensive
care unit (ICU) setting [11, 14].

To support New York City and New York-Presbyterian
Hospital (NYPH), a tertiary care medical center with which
the Hospital for Special Surgery (HSS) is affiliated; in late
March 2020 HSS converted its 9th floor ambulatory operat-
ing rooms and post-anesthesia care unit into an ICU de-
signed specifically for COVID-19 patients. HSS
intensivists would be caring for an expected 400% increase
in the number of ICU patients, going from a capacity of 4
beds to at least 16, with the possibility of expanding to 32
beds if needed. In effort to support HSS intensivists, a
separate team was assembled to address communication
with the families of hospitalized COVID-19 patients.

This initiative, which came together in the family med-
ical communications team (FMCT), assigned experienced
physician volunteers, who were not providing clinical care

during this time, to the families of patients intubated in the
ICU. Once assigned, and in coordination with a designated
service excellence liaison (SEL), each physician updated the
family daily on the patient’s medical status throughout the
patient’s ICU stay.

The standard for all medical decisions is to give prefer-
ence to the patient’s voice as the central authority in deter-
mining goals of care [3]. When patients cannot speak for
themselves, those who represent them become essential. But
decisions familiar to the ICU staff about continuing and
withdrawing life-sustaining treatments weigh heavily on
family surrogates who struggle to articulate what they think
the patient would have wanted [16]. The FMCT, through
consistent daily communication, sought to meet the needs of
these surrogates, to help them come to an understanding of
the patient’s medical condition, to understand the patient’s
values and preferences under these unique circumstances,
and then to support the surrogates in their decisions.

The Pandemic in New York City

In the weeks prior to HSS accepting COVID-19 patients, the
number of new COVID-19 cases was accelerating through-
out New York City at an alarming rate. Patients were over-
whelming emergency departments [7]. It was unclear what
the apex would be or when it would be reached. Nor was it
known how long the plateau phase would last, how effective
“flattening the curve” efforts would be, how many COVID-
19 patients would require ICU admission and ventilation,
and for how long.

Because the virus is so highly contagious, COVID-19
patients needed to be isolated immediately. Only essential
hospital staff were allowed to enter HSS. The normal bed-
side interaction that occurs between a clinical team and a
patient’s family and health care surrogates could no longer
take place. Family members’ bedside presence helps create
assurances that the patient is comfortable, is not suffering, is
being cared for [6], and will not be abandoned prior to death
[6]. Before the pandemic, daily conversations between the
family and the clinical team took place in this context. The
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elimination of family visitation meant the communication
between the clinical team and the healthcare surrogate took
on even greater importance.

It was clear that healthcare providers would be under
tremendous clinical and emotional stress. We were mindful
of the physical, mental, and emotional exhaustion that re-
sults from the long hours of providing clinical care for such a
large number of critically ill patients. We were also con-
cerned about the limited number of hours in the day. How
could the ICU attending physician provide clinical care,
communicate information about clinical care to the family,
and have the emotional capacity and time necessary for
difficult end-of-life care discussions? In practice, there was
simply not enough time in the day to for an intensivist to add
on a 20-to 30-min conversation with each patient’s
healthcare surrogate, which would result in 5 to 8 additional
hours per day.

Additionally, with any ICU admission, there is an as-
sumption that treatment will be aggressive and directed
toward meaningful survival. However, in instances where
staff begin to appreciate that a patient is not improving
despite their efforts, staff themselves must come to terms
with the fact, first by their growing clinical sensibility and
then through their emotional acceptance. This growing sen-
sibility can then be communicated to the family members,
who are experiencing their own fear and apprehension about
the prospect of death. Family members can express this
anxiety through statements of self-recrimination, equivoca-
tion, a desperate search for alternative therapies, frustration,
disbelief, and sadness. The transition in care from aggressive
treatment aimed at cure to a focus on comfort thus entails a
complex evolution of human emotions before mutual agree-
ment between medical team and family decision-makers can
be achieved [10].

It had already been well established in the literature that
there are significant challenges involved in communicating
with families of ICU patients [4, 5, 12, 17]. These challenges
include the following:

& effectively communicating medical information and clini-
cal care, and ensuring family understanding,

& sharing prognostic information for a disease process which
has tremendous uncertainty,

& increasing trust in clinical care by assuring families that
patients are not being abandoned,

& exploring patient values while reinforcing the principle of
substituted judgment,

& understanding the surrogate’s emotional and psychologi-
cal burden and providing adequate reassurance and
support, and

& preparing the family for possible bereavement.

The COVID-19 pandemic only magnified these
challenges.

VitalTalk, a non-profit organization based in Seattle and
focused on teaching effective communication skills to clini-
cians, recognized this heightened need. In April, Back et al.
wrote, “In a new, cruel way, the coronavirus 2019 (COVID-
19) pandemic has revealed limitations in medical capacity

that amplify the challenges that clinicians already face in
communicating with patients about serious illness” [2]. The
organization published a Google Doc on COVID-19 com-
munication skills, including directives and scripts for how to
talk about difficult COVID-19-related topics [1]. This “play-
book” spread quickly on the internet and highlighted the
need for skilled communication during the pandemic.

In the face of the crisis in New York City, NYPH had
assembled teams of psychiatrists, geriatricians, and pallia-
tive care physicians to discuss goals of care with patients in
the emergency department. Having such a discussion could
help align treatment goals with the patient’s known prefer-
ences. However, given the volume and rapidity of hospital
admissions, these teams could not interview every patient.
Furthermore, given the nature of COVID-19, a patient’s
status could change dramatically without warning. A patient
might appear to be recovering and then acutely decompen-
sate, requiring re-intubation and pressor support. Such in-
stances required revisiting goals of care discussions, now
with surrogates, and asking: “What do we (clinicians and
family) think your loved one would want now?” These
discussions, already inherently difficult, were also taking
place remotely because of hospital access restrictions.

Once patients were transferred to HSS, these conversa-
tions needed to continue.

The Pandemic at HSS

HSS has always valued prompt, timely communication be-
tween patients and clinical staff. HSS’s service excellence
department is evidence of that commitment. Before COVID-
19, this department’s patient liaison teams handled commu-
nication between patients’ families and surgical staff. They
were available on hospital surgical floors to answer ques-
tions, provide emotional support, and act as medical inter-
preters for the families of patients.

While good communication with patients and families is
part of the patient-centered experience at HSS, the nature of
the conversations around COVID-19 represented a new
challenge. Family members would need ongoing medical
updates and emotional support as they faced clinical deci-
sions related to life and death decisions in the ICU [9]. Thus,
the individuals engaged in these conversations needed to
have medical literacy, a high level of medical expertise,
strong interpersonal communication skills, and time.

To address this new challenge, the Department of Anes-
thesiology, Critical Care and Pain Management at HSS
assembled a team of physicians to function as liaisons be-
tween the ICU team and the families of COVID-19 patients.
Entitled the family medical communications team (FMCT),
this coordinated effort ensured that each family was assigned
one physician who gave daily medical updates, provided
emotional support, and, over time, helped guide the family
in medical decision-making. This approach provided
structured, dependable communication from a member of
the medical staff to help foster physician–family trust on the
one hand, and, on the other hand, to personalize the care of
the patient for the medical team in the ICU.
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This team worked hand-in-hand with the service excel-
lence department. Once it was verified that a patient had
arrived at HSS, an SEL contacted the family immediately. In
addition to acting in the familiar role of offering emotional
support and practical help (e.g., finding the patient’s belong-
ings orchestrating a FaceTime meeting to see their loved one),
the SEL made initial inquiries about who the appropriate
surrogate decision-maker was [13, 15]. They explained that a
member of the healthcare team would be in contact with a
medical update within the next 24 h. Service excellence noti-
fied the FMCT coordinator that a new patient had arrived and
the coordinator assigned a physician to the family. The
assigned SEL and medical communicator then worked togeth-
er, talking to the family—sometimes independently, some-
times together—every day throughout the patient’s ICU stay.

The FMCT included anesthesiologists, internists, and pal-
liative care physicians. The palliative care members were
onsite, while the others worked remotely. Everyone had access
to the electronic medical record and received daily emails from
an intensivist, himself a member of the FMCT, who talked
with the ICU team after rounds every morning. The FMCT
members could contact this intensivist for further clarification
regarding a patient’s status at any time. If necessary, members
of the ICU team could also be reached through the FMCT
coordinator, though every effort was made to keep this to a
minimum. This information was then passed on to the family
in their daily, scheduled phone call. Information gleaned from
the conversation was documented in the patient’s emergency
medical record in a section entitled “communications,” espe-
cially designed and implemented for the team by the hospital’s
information technology division.

Further, the communicator and the liaison collaborated in
their efforts to address the family’s emotional needs. To
provide assurances that their loved one was not abandoned,
videoconferences were scheduled so that the family could
see the patient and meet the nursing staff. To reinforce the
human connection between the staff, the patient, and the
patient’s family, the SELs obtained family photographs that
nurses put at the patient’s bedside. Often enough, surrogates
were themselves elderly, disabled, or suffering from depres-
sion [6, 8]. Understanding their significant emotional bur-
den, team members made referrals to social work and
pastoral care if deemed appropriate.

When it was decided to transition a patient’s care from a
focus on cure to comfort, palliative care physicians were
instrumental. Those who were members of the FMCT were
often already assigned to patients who, because of age and
co-morbidities, were not expected to survive. Additionally,
other FMCT members could request their advice or
additional involvement when ICU staff indicated that the
particularly difficult task of beginning end-of-life conversa-
tions should occur. However, when a patient did die, the
FMCT member, as the primary clinician–communicator,
was notified by the ICU. No matter what the time, the
primary clinician–communicator called to inform the
family member.

For families of patients who recovered from COVID-19
infection or whose care was transferred to other healthcare
providers, special conference calls provided closure. The SEL

and the FMCTmember spoke to the family together at the time
of transfer from the ICU and 48 h later. For patients who were
recovering, this 48-h period was considered a vulnerable time.
Though they were improving, it had been recognized that they
might still acutely decompensate. Therefore, maintaining the
established line of communication throughout that critical tran-
sition was essential. For the families of patients who were
transferred elsewhere, it was often difficult to let go of the
individuals who helped them so much through this ordeal.
With a transition in medical care to other providers, there
needed to be a clear boundary set so that the family understood
that the communicator, though a physician, was no longer in
the role of intermediary. However, the family was assured that
members of the service excellence division were always avail-
able for continued conversation and could contact the commu-
nicator if the need arose.

In conclusion, the family medical communications team
ultimately involved more than 30 physicians, nurses, service
excellence members, and administrative leaders, coming
together to provide a service for the care of every HSS
COVID-19 patient and family. Communicators and family
members found it an extraordinarily valuable experience and
expressed gratitude for a profoundly humanizing experience
in the face of the challenges of dealing with COVID-19.
Family members were appreciative of the dependable, con-
sistent, daily communication from a medical expert, espe-
cially those who had sparse, inconsistent communication at a
previous site of care. Some were even tearful in their ex-
pressions of gratitude. In the space of 3 days, HSS put in
place a program that provided support to intensivists and
families alike. It is so clearly the result of the teamwork that
is a hallmark of HSS excellence and one in which it was a
privilege to be a part.
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