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,is study aimed to investigate the mismatch between the preferred and actual roles in the medical decision-making of intensive
care unit (ICU) patients’ family members and the relationship between the role mismatch of family members’ decisions and
anxiety and depression syndromes. A total of 223 family members of ICU patients in the Affiliated Hospital of Jiangnan University
in China were enrolled. ,e simple Chinese version of the Control Preference Scale was used to complete the surveys to assess the
preferred and actual roles, and anxiety and depression syndromes were measured using the Generalized Anxiety Disorder-7 scale
and Patient Health Questionnaire-9, respectively. For the preferred and actual roles, the active role rates were 16.1% and 8.1%, the
cooperative role rates were 49.3% and 31.4%, and the passive role rates were 34.5% and 60.5%, respectively. ,e incidence of
mismatch was 43.0% between the preferred and actual roles, and the consistency between their preferred and actual decision-
making roles was poor (kappa� 0.309, P< 0.001). Family members with mismatched decision-making roles had significantly
higher incidence rates of anxiety (90.6% vs. 57.5%, P< 0.001) and depression (86.5% vs. 63.0%, P< 0.001). Logistic regression
analysis revealed that mismatches in decision-making roles remained independently associated with these outcomes after ad-
justment for family members’ sociodemographic features. ,e results of the present study demonstrate that the preferred role of
ICU patients’ family members is mainly cooperative, and the actual role is mainly passive. ,e mismatch between the preferred
and actual roles is associated with anxiety and depression among the ICU patients’ family members.

1. Introduction

Patients admitted to the intensive care unit (ICU) have
various types of acute and critical illnesses and injuries,
including multiple organ system dysfunction, and their
conditions are peculiar, complex, and variable [1, 2].,e vast
majority of ICU patients lose their ability to participate in
medical decisions due to the severity of their condition, and
patients who are incapacitated generally rely on surrogate
decision-makers (usually family members) to make neces-
sary medical decisions [3, 4].

With the development of society and the improvements
of human rights awareness, the willingness of patients and
their families to participate in medical decisions has been

increasingly affected [5]. It has been reported that two-thirds
of ICU patients’ family members wish to participate in
medical decision-making [6]. ,e active medical decision-
making participation of family members strengthens doctor-
patient communication, reduces family members’ anxiety,
depression, and other adverse psychological reactions; and
shortens patients’ duration of stay in ICU [7]. However, ICU
patient families commonly take on a passive role in decision-
making participation during the actual decision-making
process in China [8], unlike the role of cooperative decision-
making in Canada [9].

Psychological symptoms, such as anxiety and depres-
sion, are relatively common among family members of
patients in the ICU [10]. It is a challenging process for ICU

Hindawi
Journal of Tropical Medicine
Volume 2022, Article ID 8027422, 8 pages
https://doi.org/10.1155/2022/8027422

mailto:chdhwq@163.com
mailto:jdhicu@163.com
https://orcid.org/0000-0001-5161-3980
https://orcid.org/0000-0002-6988-3273
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1155/2022/8027422


patients’ family members to participate in medical treat-
ments as alternative decision-makers, which is significantly
related to the morbidity of psychological symptoms [11, 12].
If the preferred decision-making role of ICU patients’ family
members does not match the actual decision-making role, a
significant increase in psychological symptoms of depression
occurs [13]. Previous studies have shown that the mismatch
between preferred and actual decision-making roles is as-
sociated with increased patient anxiety [14], and this con-
dition may also be present in patients’ family members [3].
In addition, the presence of psychological symptoms in ICU
patients’ family members was reported to have a negative
impact on their daily living activities, their support and care
of the patients [15], and their participation in medical de-
cision-making [12].

Currently, there are few studies on the medical decision-
making participation of ICU patient’s family members in
China. We conducted a survey to examine the preferred and
actual role of ICU patients’ family members in decision-
making and to explore the relationship between decision-
making role mismatch and the development of anxiety and
depression in patients’ family members.

2. Materials and Methods

2.1. Study Subjects. ,is study was conducted in the Affil-
iated Hospital of Jiangnan University using the convenient
sampling method, and 223 family members of patients who
were treated in the ICU from October 2020 to April 2021
were selected as the study subjects. To maximize recruit-
ment, we defined the ICU patient as an individual who
stayed in the unit for more than 24 hours and had no de-
cision-making ability, and we included only one family
member for each patient [8]. ,e family member who
participated in the study was at least 18 years old and served
as decision-makers during the patient’s treatment [8]. ,e
family member was required to have normal understanding
and be able to communicate in Mandarin Chinese. Family
members were excluded if they had experienced severe
mental illness, psychological trauma, or hearing/language
expression disorders. Participation was voluntary, and
participants could refuse to continue at any time during the
research period without consequences. Ethical approval was
obtained from the Ethical Committee of the Affiliated
Hospital of Jiangnan University (LS2021007). ,e study was
conducted in accordance with the Declaration of Helsinki.

2.2. Measurement of Decision-Making Roles. ,e preferred
and actual decision-making roles of ICU patients’ family
members were measured using the Simplified Chinese
version of the Control Preference Scale (CPS) [16]. ,e test-
retest reliability of the Simplified Chinese version was
0.82–0.87 [17]. ,e CPS consists of five options A–E, which
are divided into two parts: preferred and actual. In this scale,
A: I (prefer to) make the decision about which treatment I
will receive; B: I (prefer to) make the final decision about my
treatment after seriously considering my doctor’s opinion;
C: (I prefer that) my doctor and I share responsibility for

deciding which treatment is best for me; D: (I prefer that) my
doctor makes the final decision regarding which treatment
will be used but seriously considers my opinion; E: I (prefer
to) leave all decisions regarding treatment to my doctor. In
both sections of the scale, options A and B are the active
decision roles, option C is the cooperative decision role, and
options D and E are the passive decision roles. ,e family
members of ICU patients filled out both the preferred and
actual role sections at the time of the survey.

2.3. Measurement of Anxiety and Depression. We used the
Chinese version of Generalized Anxiety Disorder-7 (GAD-
7) for anxiety screening and assessment of severity. ,e
Chinese version of this scale includes seven questions, each
scored from 0 to 3, where 0–4 points indicate no anxiety, 5–9
points indicate mild anxiety, 10–14 points indicate moderate
anxiety, and 15–21 points indicate severe anxiety [18].

To measure symptoms of depression in family members,
the Patient Health Questionnaire-9 (PHQ-9) was used for
screening and severity assessment [19]. ,e scale consists of
nine questions, each of which is scored from 0 to 3, where
0–4 points indicate no depression, 5–9 points indicate mild
depression, 10–14 points indicate moderate depression,
15–19 points indicate moderate-to-severe depression, and
20–27 points indicate severe depression.

2.4. Data Collection. During the enrollment period, the ICU
nursing staff initially identified eligible patients and
approached their family members during their ICU visits to
assess their willingness to meet with the investigator. ,e
investigator explained the purpose and significance of this
study to the families who agreed to participate. At 48–72
hours following ICU admission, family members’ socio-
demographic data were collected using a form, including
gender, age, education, marital status, residence, medical bill
payment method, monthly income, and relationship with
the patient. ,e family members completed the surveys after
signing the informed consent forms. Respondents were
asked to fill out the questionnaires independently. ,ose
who could not do this were assisted by the investigators, who
read the survey to them item by item. ,e investigator then
filled in responses on their behalf and completed each in-
terview within 20–30 minutes. ,e investigators immedi-
ately returned the questionnaire to the respondents to verify
that each question was answered.

2.5. Statistical Analysis. ,e data were statistically analyzed
using the statistical software SPSS version 22.0 (IBM,
Armonk, NY, USA). Descriptive statistics, such as fre-
quencies, percentages, means, and standard deviations (SD),
were used to describe participants’ characteristics. ,e
family members’ responses to anxiety and depression were
dichotomized into positive and negative screens for
symptoms. Data were stratified according to themismatch of
family members’ decision roles. Cross-tabular univariate
analyses with chi-square or Fisher’s exact tests were used to
explore the relationship between the categorical variables
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and anxiety and depressive symptoms, and the kappa test
was used to compare the consistency between the preferred
and actual decision-making roles.

To explore factors associated with anxiety and depres-
sion symptom prevalence, binary logistic regression models
were performed using anxiety and depression symptoms as
dependent variables to adjust for potential confounders.
Independent variables included those that were statistically
significant in univariate analysis, the age of the family
member, and the relationship with the patient.,e age of the
family member and the relationship with the patient were
clinically recognized as factors affecting family members’
anxiety and depression and were therefore included. In our
analysis, gender was associated with depression symptoms,
and mode of payment was associated with anxiety symp-
toms, including both variables. A P value of <0.05 was
considered statistically significant.

3. Results

3.1. Characteristics of Family Members. In total, 223 family
members completed the questionnaire and were enrolled in
this study. ,e sociodemographic characteristics of the
family members are shown in Table 1. ,e mean age of the
family members was 50.92± 12.75 years. Family members
over 50 years of age accounted for 48.0% of the participants,
and female family members accounted for 65.5%. Family
members with a junior high school education or less
accounted for 48.4%, and the majority of family members
lived in urban areas (80.7%). ,e payment method of
medical bills was mainly urban basic medical care, including
employee medical insurance (41.7%) and medical insurance
for urban and rural residents (23.2%). Regarding income
levels, 61.0% of families reported a monthly income >3000
China yuan (CNY). ,e relationships with the patient in-
cluded spouse (31.4%), parent (3.1%), child (56.1%), sibling
(2.2%), and other (7.2%).

3.2. Mismatch between the Preferred and Actual Decision-
Making Roles of ICU Patients’ Family Members. In the
preferred and actual role groups of ICU patients’ family
members, the active role rates were 16.1% and 8.1%, the
cooperative role rates were 49.3% and 31.4%, and the passive
role rates were 34.5% and 60.5%, respectively (Table 2). ,e
incidence of mismatch between preferred and actual roles
was 43.0% in medical decision-making for ICU patients’
families, and the consistency between their preferred and
actual decision-making roles was poor (kappa� 0.309,
P< 0.001). ,e results showed that the degree of preferred
decision-making participation was higher than the actual
participation level.

3.3. Symptoms of Anxiety and Depression. ,e incidence of
anxiety was 71.7% among family members of ICU pa-
tients, and the rates of mild anxiety, moderate anxiety, and
severe anxiety were 40.8%, 22.4%, and 8.5%, respectively.
,e incidence of depression was 73.1% among family
members of ICU patients, and the rates of mild

depression, moderate depression, and moderate to severe
depression were 37.7%, 31.4%, and 4.0%, respectively.
Univariate analysis showed that education level, resi-
dence, and monthly income were associated with the
incidence of anxiety and depression in ICU family
members (P< 0.05). Female family members had higher
depression rates than males (77.4% vs. 64.9%; P � 0.046).

Table 1: Sociodemographic characteristics of family members.

Characteristics n (%)
Mean age (years) 50.92± 12.75

20–30 years 13 (5.8)
31–40 years 35 (15.7)
41–50 years 68 (30.5)
51–60 years 61 (27.4)
>60 years 46 (20.6)

Gender
Male 77 (34.5)
Female 146 (65.5)

Education
Primary school or less 29 (13.0)
Junior high school 79 (35.4)
Senior high school 52 (23.3)
Junior college 38 (17.0)
University or above 25 (11.2)

Marital status
No 6 (2.7)
Yes 217 (97.3)

Residence
City 180 (80.7)
Town 6 (2.7)
Rural area 37 (16.6)

Payment method
Own expense 14 (6.3)
Public expense 4 (1.8)
Employee medical insurance 145 (65)
Medical insurance for urban and rural residents 58 (26)
Commercial medical insurance 2 (0.9)

Monthly income
<1000 CNY 21 (9.4)
1000–3000 CNY 66 (29.6)
>3000 CNY 136 (61.0)

Relationship
Spouse 70 (31.4)
Parent 7 (3.1)
Child 125 (56.1)
Sibling 5 (2.2)
Others 16 (7.2)

SD: standard deviation; CNY: China yuan, Chinese currency.

Table 2: Preferred and actual roles of ICU patients’ families in
decision participation.

Item
Actual decision role, n (%)

Total, n (%)
Active Cooperative Passive

Preferred decision role
Active 16 (7.2) 14 (6.3) 6 (2.7) 36 (16.1)
Cooperative 2 (0.9) 45 (20.2) 63 (28.3) 110 (49.3)
Passive 0 (0) 11 (4.9) 66 (29.6) 77 (34.5)

Total 18 (8.1) 70 (31.1) 135 (60.5) 223 (100)
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,ere was no significant correlation between incidence of
anxiety and gender (P> 0.05), but the incidence of anxiety
was associated with mode of payment (P � 0.003). ,ere
were no associations of either anxiety or depression rates
with family member’s age, marital status, or the rela-
tionship with patients (P> 0.05) (Table 3).

3.4. 0e Associations of Role Mismatch in Decision-Making
with Anxiety and Depression. Family members with mis-
matched decision-making roles had significantly higher
rates of symptoms of anxiety (90.6% vs. 57.5%; P< 0.001)
and depression (86.5% vs. 63.0%; P< 0.001) (Figure 1). In
a binary logistic regression model adjusting for family
members’ gender, age, education, residence, payment
method, monthly income, and relationship with the pa-
tient, role mismatch in decision-making remained inde-
pendently associated with more symptoms of anxiety

(odds ratio (OR) � 12.821, 95% confidence interval (CI):
5.004–32.845, P< 0.001) and depression (OR � 5.224, 95%
CI: 2.343–11.648, P< 0.001) (Table 4).

4. Discussion

Nearly half of the ICU patients’ family members (43%)
experienced a mismatch between the preferred and ac-
tual roles in decision-making. ,e results of a study in the
United States showed that 13.7% of the family members
of ICU patients experienced a mismatch between their
preferred and actual roles [13]. Our findings showed a
significantly higher mismatch rate than that in the
United States, indicating that the current mismatch in
the decision-making role of ICU patients’ family
members is more serious in China and needs to be
considered by medical staff. In China, the large pop-
ulation number, shortage of medical resources, and busy

Table 3: Univariate analysis of ICU patients’ family members’ anxiety and depression.

Characteristics
Anxiety Depression

Yes, n (%) No, n (%) P Value Yes, n (%) No, n (%) P Value
Age

0.143∗ 0.194∗
20–30 years 11 (84.6%) 2 (15.4%) 11 (84.6%) 2 (15.4%)
31–40 years 27 (77.1%) 8 (22.9%) 26 (74.3%) 9 (25.7%)
41–50 years 44 (64.7%) 24 (35.3%) 43 (63.2%) 25 (36.8%)
51–60 years 40 (65.6%) 21 (34.4%) 45 (73.8%) 16 (26.2%)
>60 years 38 (82.6%) 8 (17.4%) 38 (82.6%) 8 (17.4%)

Gender
0.310 0.046Male 52 (67.5%) 25 (32.5%) 50 (64.9%) 27 (35.1%)

Female 108 (74.0%) 38 (26.0%) 113 (77.4%) 33 (22.6%)
Education

0.039 0.040

Primary school or less 26 (89.7%) 3 (10.3%) 27 (93.1%) 2 (6.9%)
Junior high school 59 (74.7%) 20 (25.3%) 58 (73.4%) 21 (26.6%)
Senior high school 36 (69.2%) 16 (30.8%) 38 (73.1%) 14 (26.9%)
Junior college 26 (68.4%) 12 (31.6%) 26 (68.4%) 12 (31.6%)
University or above 13 (52.0%) 12 (48.0%) 14 (56.0%) 11 (44.0%)
Marital status

1.000∗ 1.000∗No 5 (83.3%) 1 (16.7%) 5 (83.3%) 1 (16.7%)
Yes 155 (71.4%) 62 (83.3%) 158 (72.8%) 59 (27.2%)

Residence

0.001∗ 0.031∗City 120 (66.7%) 60 (33.3%) 126 (70%) 54 (30%)
Town 5 (83.3%) 1 (16.7%) 4 (66.7%) 2 (33.3%)
Rural area 35 (94.6%) 2 (5.4%) 33 (89.2%) 4 (10.8%)

Payment method

0.003∗ 0.093∗
Own expense 13 (92.9%) 1 (7.1%) 12 (85.7%) 2 (14.3%)
Public expense 3 (75.0%) 1 (25.0%) 2 (50.0%) 2 (50.0%)
Employee medical insurance 93 (64.1%) 52 (35.9%) 100 (69.0%) 45 (31.0%)
Medical insurance for urban and rural residents 50 (86.2%) 8 (13.8%) 48 (82.8%) 10 (17.2%)
Commercial medical insurance 1 (50.0%) 1 (50.0%) 1 (50.0%) 1 (50.0%)

Monthly income

0.009 0.012<1000 CNY 20 (95.2%) 1 (4.8%) 21 (100.0%) 0 (0.0%)
1000–3000 CNY 51 (77.3%) 15 (22.7%) 48 (72.7%) 18 (27.3%)
>3000 CNY 89 (65.4%) 47 (34.6%) 94 (69.1%) 42 (30.9%)

Relationship

0.261∗ 0.145∗
Spouse 54 (77.1%) 16 (22.9%) 56 (80.0%) 14 (20.0%)
Parent 7 (100.0%) 0 (0.0%) 7 (100.0%) 0 (0.0%)
Child 85 (68.0%) 40 (32.0%) 87 (69.6%) 38 (30.4%)
Sibling 3 (60.0%) 2 (40%) 3 (60.0%) 2 (40.0%)
Others 11 (68.8%) 5 (31.3%) 10 (62.5%) 6 (37.5%)

CNY: China yuan, Chinese currency. ∗Fisher’s exact test.
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treatment activities have led to insufficient communi-
cations between medical staff and their families [8].
Medical staff do not fully understand the feelings of

family members about their role in decision-making
[20], which affects family members’ experiences of
mismatch in decision-making.
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Figure 1: Psychological symptoms of family members were stratified by whether the decision role was matched. Comparing the percentage
of role-matched and role-unmatched family members experiencing depression or anxiety symptoms; all P values< 0.001.

Table 4: Binary logistic regression analysis of factors affecting anxiety and depression in ICU patient family members.

Item
Anxiety Depression

OR 95% CI P Value OR 95% CI P Value
Decision-making role mismatch (no as reference)
Yes 12.821 5.004–32.845 <0.001 5.224 2.343–11.648 <0.001

Age (20–30 years as reference)
30–40 years 1.209 0.136–10.744 0.865 0.991 0.136–7.244 0.993
40–50 years 0.342 0.044–2.634 0.303 0.335 0.052–2.142 0.248
50–60 years 0.219 0.028–1.738 0.151 0.407 0.061–2.733 0.355
>60 years 0.364 0.034–3.867 0.402 0.405 0.046–3.601 0.418

Gender (male as reference)
Female 2.155 0.923–5.031 0.076 2.884 1.303–6.383 0.009

Education (primary school or less as reference)
Junior high school 1.014 0.196–5.254 0.987 0.451 0.080–2.534 0.366
Senior high school 1.046 0.185–5.916 0.959 0.617 0.103–3.708 0.598
Junior college 0.531 0.084–3.345 0.500 0.338 0.051–2.219 0.258
University or above 0.234 0.030–1.842 0.168 0.178 0.023–1.385 0.099

Residence (city as reference)
Town 3.475 0.271–44.606 0.339 0.909 0.103–8.046 0.932
Rural area 5.434 0.815–36.248 0.080 2.672 0.533–13.402 0.232

Payment method (own expense as reference)
Public expense 0.155 0.005–4.976 0.292 0.129 0.008–2.040 0.146
Employee medical insurance 0.244 0.026–2.317 0.219 0.673 0.116–3.891 0.658
Medical insurance for urban and rural residents 0.416 0.039–4.441 0.468 0.767 0.126–4.674 0.774
Commercial medical insurance 0.038 0.000–3.463 0.156 0.105 0.002–6.573 0.286

Monthly income (<1000 CNY as reference)
1000–3000 CNY 0.353 0.026–4.751 0.433 0.000 0.000–0.000 0.998
>3000 CNY 0.275 0.018–4.275 0.357 0.000 0.000–0.000 0.998

Relationship (spouse as reference)
Parent 488741207.900 0.000–0.000 0.999 471881417.100 0.000–0.000 0.999
Child 0.528 0.197–1.416 0.204 0.690 0.263–1.810 0.451
Sibling 0.396 0.042–3.751 0.419 0.198 0.018–2.180 0.186
Others 1.039 0.196–5.509 0.965 0.644 0.138–0.644 0.577

OR: odds ratio; CI: confidence interval; CNY: China yuan, Chinese currency.
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We examined the relationship between decision-making
role mismatch and anxiety and depression in ICU family
members. ,e anxiety and depression symptoms of family
members who experienced decision role mismatch were
significantly higher than those of family members who
matched their decision role. Importantly, decision role
mismatch remained independently associated with more
anxiety and depressive symptoms after adjustment for
various important factors, which was similar to a previous
report [13]. Improved satisfaction was reported among
family members of ICU patients if the preferred and actual
decision-making roles matched [21]. ,ese results show that
by providing actual roles that are consistent with the pre-
ferred roles of the family members, the development of their
psychological symptoms can be affected, and family satis-
faction can be improved.

,e China’s Fourth National Health Service Survey
showed that patients and their families have increased
demand for participation in decision-making [22]. Our
data showed that the preferred decision-making roles of
ICU patients’ family members were mainly cooperative
(49%), followed by passive (35%) and active (16%). ,is is
consistent with previous findings indicating that ICU
patients’ family members have good awareness of deci-
sion-making participation and are willing to be involved
[23, 24]. In this study, the ICU patients’ family members
preferred the cooperative decision-making role, which
was adapted to the shared decision-making currently
recommended as an ICU medical decision-making model
[25]. ,is shows that ICU patients’ family members are
willing to share decision-making responsibilities with
medical staff.

Our study showed that ICU patients’ family members
preferred to play a cooperative role in the decision-
making process (49%), while the actual decision-making
process was mainly passive (61%). ,is indicated that ICU
patients’ family members had strong willingness to par-
ticipate in patients’ medical decisions [26], but there was a
large difference in the actual decision-making role ex-
perience. Previous studies have shown that ICU patients’
family members face significant challenges in the deci-
sion-making process [27, 28], which may affect the actual
decision-making role. Being forced to make decisions in a
short period of time can be stressful for families who are
unsure as to whether they will make the best decision [27].
Currently, the effect of doctor–patient communication is
poor in the ICU [29], resulting in insufficient under-
standing of the patient’s condition and treatment plan by
family members, which has a negative impact on the
confidence of family members participating in decision-
making [28]. ,e opinions of other family members in-
crease the burden and complexity of the primary decision-
maker role, influencing the selection of actual decision
role [27].

Our findings further elucidate the current status and impact
of family member involvement in medical decision-making for
ICU patients. Based on the results, we recommend that
ICU medical staff adopt a patient and family-centered
communication model in medical decision-making, invite

family members to participate in daily ward rounds, and discuss
the patient’s condition and care plan together. ,is could meet
the information needs of family members and provide family
members with the opportunity to participate in medical deci-
sion-making and further understand the personal characteris-
tics, decision-making needs, preferences, and values of family
members, thus directly affecting the outcome and satisfaction of
medical decision-making [30–32]. Nurses can also play an active
role in monitoring and improving the decision-making process
of family members, understanding their needs and providing
support [33]. By arranging designated nursing staff to com-
municate with family members continuously, nurses can have a
more comprehensive understanding of their patients’ families.

Our study had several limitations. First, this was a single-
center study with the convenient sampling method and a
relative small sample size. Future large-scale multicenter
studies are needed to validate the results from this study.
Second, the psychological questionnaire we utilized can only
measure the symptoms of anxiety and depression and
cannot be used for disease diagnosis. Finally, this study used
a scale to evaluate the decision-making participation of ICU
family members, which makes it possible to ignore the
specific decision-making participation experience of family
members. ,us, it is necessary to specifically explore the
decision-making participation process of ICU families in the
future.

5. Conclusions

We demonstrated that decision-making role mismatch is
independently associated with more symptoms of anxiety
and depression in family members of ICU patients. Medical
staff should pay more attention to the decision-making
preferences of patients’ family members to provide per-
sonalized decision-making participation for family members
of ICU patients. Development of an optimized system for
medical decision-making participation for ICU patients’
families is needed tomeet the participatory needs of patients’
families.

Data Availability

,e data used to support the findings of this study are
available from the corresponding author upon request.

Conflicts of Interest

,e authors declare that they have no conflicts of interest.

Authors’ Contributions

Tingting Fang and Pengfei Du contributed equally to this
work.

Acknowledgments

,is work was supported by grants from Jiangsu Provincial
Administration of Traditional Chinese Medicine General
Project (YB2020105), Jiangsu Provincial Health Commis-
sion Medical Scientific Research Project Class A Key Project,

6 Journal of Tropical Medicine



and Jiangnan University Public Health Research Project
(JUPH201810). ,e authors would like to thank the staff in
the intensive care unit of the Affiliated Hospital of Jiangnan
University for their support in data collection. ,e authors
also thank the participating ICU patients’ families for their
contributions to the study.

References

[1] S. Op’t Hoog, M. Dautzenberg, A. M. Eskes, H. Vermeulen,
and L. Vloet, “,e experiences and needs of relatives of in-
tensive care unit patients during the transition from the in-
tensive care unit to a general ward A qualitative study,”
Australian Critical Care: Official Journal of the Confederation
of Australian Critical Care Nurses, vol. 33, no. 6, pp. 526–532,
2020.

[2] B. A. Bock, D. L. Willems, and H. C. Weinstein, “Complexity
perspectives on clinical decision making in an intensive care
unit,” Journal of Evaluation in Clinical Practice, vol. 24, no. 1,
pp. 308–313, 2018.

[3] W. G. Anderson, R. M. Arnold, D. C. Angus, and C. L. Bryce,
“Passive decision-making preference is associated with anx-
iety and depression in relatives of patients in the intensive care
unit,” Journal of Critical Care, vol. 24, no. 2, pp. 249–254,
2009.

[4] H. Kim, J. A. Deatrick, and C. M. Ulrich, “Ethical frameworks
for surrogates’ end-of-life planning experiences,” Nursing
Ethics, vol. 24, no. 1, pp. 46–69, 2017.

[5] M. Härter, T. van der Weijden, and G. Elwyn, “Policy and
practice developments in the implementation of shared de-
cision making: an international perspective,” Zeitschrift für
Evidenz, Fortbildung und Qualität im Gesundheitswesen,
vol. 105, no. 4, pp. 229–233, 2011.

[6] S. H. Yoo, Y. H. Yun, K.-N. Lee et al., “,e impact of
caregiver’s role preference on decisional conflicts and psy-
chiatric distresses in decision making to help caregiver’s
disclosure of terminal disease status,”Quality of Life Research,
vol. 27, no. 6, pp. 1571–1581, 2018.

[7] J. Kryworuchko, E. Hill, M. A. Murray, D. Stacey, and
D. A. Fergusson, “Interventions for shared decision-making
about life support in the intensive care unit: a systematic
review,”Worldviews on Evidence-Based Nursing, vol. 10, no. 1,
pp. 3–16, 2013.

[8] F. Wu, Y. Zhuang, X. Chen, H. Wen, and H. Zhou, “In-
volvement of family members of ICU patients in decision
making process:a cross-sectional study,” Clinical Focus,
vol. 35, no. 1, pp. 67–71, 2020.

[9] O. M. Smith, K. Metcalfe, M. Puts, E. McDonald, S. Sue-Chee,
and J. O. Friedrich, “Role incongruence and psychological
stress symptoms in substitute decision makers of intensive
care patients,”American Journal of Critical Care, vol. 29, no. 4,
pp. 301–310, 2020.

[10] R. Naef, S. von Felten, and J. Ernst, “Factors influencing post-
ICU psychological distress in family members of critically ill
patients: a linear mixed-effects model,” BioPsychoSocial
Medicine, vol. 15, no. 1, 4 pages, 2021.

[11] R. Lind, G. F. Lorem, P. Nortvedt, and O. Hevrøy, “Family
members’ experiences of wait and see as a communication
strategy in end-of-life decisions,” Intensive Care Medicine,
vol. 37, no. 7, pp. 1143–1150, 2011.

[12] J. J. Miller, P. Morris, D. C. Files, E. Gower, and M. Young,
“Decision conflict and regret among surrogate decision
makers in the medical intensive care unit,” Journal of Critical
Care, vol. 32, pp. 79–84, 2016.

[13] C. J. Gries, R. A. Engelberg, E. K. Kross et al., “Predictors of
symptoms of posttraumatic stress and depression in family
members after patient death in the ICU,” Chest, vol. 137, no. 2,
pp. 280–287, 2010.

[14] M. Gattellari, P. N. Butow, and M. H. Tattersall, “Sharing
decisions in cancer care,” Social Science & Medicine, vol. 52,
no. 12, pp. 1865–1878, 2001.

[15] S. A. van den Born-van Zanten, D. A. Dongelmans,
D. Dettling-Ihnenfeldt, R. Vink, and M. van der Schaaf,
“Caregiver strain and posttraumatic stress symptoms of in-
formal caregivers of intensive care unit survivors,” Rehabil-
itation Psychology, vol. 61, no. 2, pp. 173–178, 2016.

[16] L. F. Degner, J. A. Sloan, and P. Venkatesh, “,e control
preferences scale,”0e Canadian journal of nursing research �

Revue canadienne de recherche en sciences infirmieres, vol. 29,
no. 3, pp. 21–43, 1997.

[17] X. Xu, “Development of patient satisfaction scale for medical
decision participation and evaluation of reliability and val-
idity,” Dissertation, University of Central South, Changsha,
China, 2010.

[18] X. He, C. Li, J. Qian, H. Cui, and W. Wu, “Reliability and
validity of a generalized anxiety disorder scale in general
hospital outpatients,” Shanghai Archives of Psychiatry, vol. 22,
no. 4, pp. 200–203, 2010.

[19] L. S. Williams, E. J. Brizendine, L. Plue et al., “Performance of
the PHQ-9 as a screening tool for depression after stroke,”
Stroke, vol. 36, no. 3, pp. 635–638, 2005.

[20] T. Fang, Y. Zhuang, and X. Zhang, “Research progress of
decision making of ICU patients and their family members,”
Journal of Nursing Science, vol. 31, no. 6, pp. 109–112, 2016.

[21] D. K. Heyland, D. J. Cook, G. M. Rocker et al., “Decision-
making in the ICU: perspectives of the substitute decision-
maker,” Intensive Care Medicine, vol. 29, no. 1, pp. 75–82,
2003.

[22] Center for Health Statistics and Information, 0e Fourth
National Health Service Survey and Analysis Report, Peking
Union Medical College Press, Beijing, China, 2009.

[23] M. O’Donnell and S. Hunskaar, “Preferences for involvement
in treatment decision-making among Norwegian women with
urinary incontinence,” Acta Obstetricia et Gynecologica
Scandinavica, vol. 86, no. 11, pp. 1370–1376, 2007.

[24] P. Wong, B. Redley, and T. Bucknall, “Families’ control
preference for participation in patient care in adult intensive
care,” Intensive and Critical Care Nursing, vol. 62, Article ID
102953, 2021.

[25] A. A. Kon, J. E. Davidson, W. Morrison, M. Danis, and
D. B. White, “Shared decision making in ICUs,” Critical Care
Medicine, vol. 44, no. 1, pp. 188–201, 2016.

[26] Y. Ding, Study on the Current Situation and Influencing
Factors of Chinese Patients Participating in Treatment Deci-
sion, Hunan, MA, USA, 2011.

[27] J. E. Nelson, L. C. Hanson, K. L. Keller et al., “,e voice of
surrogate decision-makers. Family responses to prognostic
information in chronic critical illness,” American Journal of
Respiratory and Critical Care Medicine, vol. 196, no. 7,
pp. 864–872, 2017.

[28] E. Iverson, A. Celious, C. R. Kennedy et al., “Factors affecting
stress experienced by surrogate decision makers for critically
ill patients: implications for nursing practice,” Intensive and
Critical Care Nursing, vol. 30, no. 2, pp. 77–85, 2014.

[29] J. Chiarchiaro, P. Buddadhumaruk, R. M. Arnold, and
D. B. White, “Quality of communication in the ICU and
surrogate’s understanding of prognosis,” Critical Care Med-
icine, vol. 43, no. 3, pp. 542–548, 2015.

Journal of Tropical Medicine 7



[30] T. L. Bogue and L. Mohr, “Putting the family back in the
center,” Critical Care Nursing Clinics of North America,
vol. 29, no. 2, pp. 233–250, 2017.

[31] K. L. Meert, J. Clark, and S. Eggly, “Family-centered care in
the pediatric intensive care unit,” Pediatric Clinics of North
America, vol. 60, no. 3, pp. 761–772, 2013.

[32] S. R. Allen, J. Pascual, N. Martin et al., “A novel method of
optimizing patient- and family-centered care in the ICU,”
Journal of Trauma and Acute Care Surgery, vol. 82, no. 3,
pp. 582–586, 2017.
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