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Making the case for social
work practice in the care
of critically ill ICU patients

The role of the ICU social worker

End-of-life issues occur frequently in the intensive care unit (ICU). The specific

training and skills received by social workers provides them with the necessary

tools to collaborate with the interdisciplinary team and provide holistic care to the

patient and family. Research has shown that there is great variation in the level of

participation of the social worker, often because they do not have a formal role. We

examine the stressors impacting patients, family members and staff in the ICU,

the various roles that social workers can play and provide a construct for how the

ICU social worker can be an integral member of the critical care team.

ocial work’s role in end-of-life care

in the intensive care unit (ICU) varies

widely across and within hospitals.
Social workers can be a valuable asset in the
provision of end-of-life care. They are trained
to provide support to patients and families,
improve communication between medi-
cal providers and patient/family, advocate
for their wishes as well as being attuned to
cultural needs (Eicholz Heller and Jimenez-
Bautista 2015; Saunders et al. 2015). Where
the ICU team is generally busy and time
constrained, the social worker can take
the necessary time to listen, educate and
advocate for the patient and family as well
as serve as a bridge between the patients,
families and medical team. Yet, despite all
of these advantages, social workers in many
institutions do not have a formal role in the
ICU (Gonzalez 2013).

Demographics and the ‘cost’ of ICU
care at end of life

“Approximately 10% of patients admitted
to the ICU will die in or shortly after they
leave the ICU” (McCormick 2011, p. 54).
Statistically, 20% of all deaths in the United
States occur in ICUs (Curtis 2005; Gries et
al. 2008). Between 11.5% and 30% of U.S.

hospital cost is in the ICU, and roughly half
of the patients who have a length of stay
longer than 14 days in the ICU eventually
die (Rose and Shelton 2006). In the ICU as
many as 95% of the patients are incapacitated
due to illness or sedation (McCormick et al.
2007; Truog et al. 2008), which results in
the family making treatment decisions and
participating in goals of care discussions
with the critical care clinicians (Curtis and
Vincent 2010; Rose and Shelton 2006). Due
to biomedical advances and technical skills,
patients’ lives are often extended, which
can lead to prolonged suffering (Christ and
Sormanti 1999).

ICU environment stressors

Admissions to the ICU are often decided
by non-critical care physicians and many
times are unexpected and emergent (Delva
et al. 2002). Additionally, end-of-life care
is frequently not discussed with patients or
families prior to the decision to admit to
intensive care (Rady and Johnson 2004).
This can create a level of tension between
the ICU team and the family, patient and
prior medical team. Critical care physicians
are often unfamiliar with a patient’s prior
medical history, do not have an existing
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relationship with the patient and family and
hence are not fully prepared to discuss end-
of-life decisions. This can lead to a medical
treatment plan that is incongruent with the
patient’s wishes.

In the ICU, there are many providers
involved in each patient’s care. This can
lead to conflicting and confusing informa-
tion being relayed to the patient and family.
Additionally, because the ICU is a complex
environment, levels of stress, anxiety and
depression increase. Additionally, death is a
deeply personal experience and each indi-
vidual interprets the event very differently
depending on their cultural and religious
backgrounds and life experiences. For,
example, someone with strong Catholic
beliefs may be unable to accept the futility
of ongoing life support, despite no chance
of survival.

Also contributing to stress, families must
balance managing their life outside of the
ICU, including such responsibilities as:
caring for children, paying bills, going to
work, and at the same time caring for and
supporting their dying loved one (Abbott et
al. 2001). This results in caregiver burden,
and can impact their ability to understand
and interpret medical information provided,

ICU Management & Practice 2 - 2018




©OFor personal and private use only. Reproduction must be permitted by the copyright holder. Email to copyright@mindbyte.eu.

the decline of their loved one, and can esca-
late conflicts with the medical team. Families
often feel stress, confusion, depression and
helplessness. Many suffer from symptoms of
acute stress disorder, post-traumatic stress
disorder (PTSD), or posttraumatic stress
reaction (Carlet et al. 2003; McAdam and
Puntillo 2009; McAdam et al. 2010). Family
members in ICUs are usually in a state of
crisis (Delva et al. 2002; Mann et al. 1977)
and feel unprepared to act as the patient’s
decision maker (Rose and Shelton 2006).
These factors can affect their treatment deci-
sions for the patient as well as their satisfac-
tion with the quality of care received in the
ICU (Abbot et al. 2001).

Role of ICU social worker with
patient and family
ICU social workers play a key role in end-
of-life care, acting as case managers, coun-
sellors, teachers, mediators and advocates
(Bomba et al. 2010; Csikai 2006). They are
trained to work with the whole person,
and understand diverse cultural, ethnic and
socioeconomic backgrounds (Heyman and
Gutheil 2006; Saunders et al. 2015). Master-
level social workers receive training in the
foundational skills needed to engage, assess
and intervene through the use of critical
thinking, active listening and strong commu-
nication skills. They are also trained in more
advanced skills such as crisis intervention,
strengths perspective, cognitive restructur-
ing, person-in-environment as well as indi-
vidual and family therapy (Hartman-Shea et
al. 2011; Kondrat 2013).

Social workers can help families navigate

Table 1.

the ICU environment through understanding
how it functions and the roles of the staff
involved in the care of the patient (McCor-
mick et al. 2010; Rose and Shelton 2006).
“Families require accurate, clear, and timely
information presented in a language that
invites a beginning integration not only of
the issues at hand but also of the poten-
tial outcomes” (McCormick 2011, p. 54).

d 4 formal inclusion of
social work on the ICU team
provides invaluable addi-
tions to the holistic care of
critically ill patients and

their familiespp

Social workers develop coping skills with
families to deal with the stressful environ-
ment, clarify medical information regard-
ing prognosis, decision-making options
(e.g. do not resuscitate, artificial hydration/
nutrition, mechanical ventilation, antibio-
tics, renal dialysis, etc.), and the difference
between supportive/comfort care and life-
maintaining care (Heyman & Gutheil 2006;
McCormick et al. 2010). Hartman-Shea et
al. (2011) found that psychosocial coun-
selling and support was one of the most
frequent social work activities most linked
to family satisfaction and the reduction of
anxiety. The social worker has the ability to
assist with those needs through spending
time with families to review the medical

information and process their emotions.
Assessments are crucial in the ICU team’s
ability to partner and work with families.
The ICU social worker is able to assess how
the family responds to crisis situations, the
family dynamics and their communication
patterns, which aids the medical team in
providing a more empathic, compassionate
and effective means to communicate with
the family (Hartman-Shea et al. 2011). It
is imperative that families of ICU patients
understand and are aware of the different
end-of-life care options; including how and
where the patient’s death can occur and the
process surrounding the death in order to
make decisions congruent with the patients’
wishes (McCormick et al. 2007). Hartman-
Shea et al. (2011) identified twenty-four
medical social work interventions (Table 1).

Social workers are often the most knowl-
edgeable and comfortable discussing end-of-
life care and hospice choices. They can guide
the family and patient in understanding and
making meaning of the different end-of-life
options appropriate and available, as well as
what each of those options means to the
patient and family through an examination
of the potential benefits or burdens (Csikai
2006, p. 1307).The social worker fills in the
gaps that ICU medical providers may leave
for families, working as ‘context interpret-
ers’ for family members (Cagle and Kovacs
2009).The ICU social worker is able to help
the families take the most important and
relevant information and put it into context
while also working through the feelings and
reactions families have from this informa-
tion (Cagle and Kovacs 2009). Due to their

Family support

Identify proxy decision maker

Crisis intervention

Assess perceptions of illness

Cultural assessment

Psychosocial assessment and counselling
Arrange/ attend family conferences
Education

Identify support system

Facilitate family communication

Organ donation

Staff support

Anticipatory grief work
Advance directives

Medical team collaboration
Spiritual needs

End-of-life care

Facilitate support groups
Discharge planning

Practical assistance

Funeral assistance

Hospitality services

Transfer to another social worker

Post discharge follow-up
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work with families, social workers decrease
family members’ feelings of helplessness in
the ICU (Miller et al. 2007) as well as their
acute stress.

Role of social worker on interdisci-
plinary team

Cagle and Kovacs (2009) and McCormick
and colleagues (2010) stress the significant
impact social workers have on improved
communication between patients, families
and healthcare providers. Social workers
spend time speaking with families directly,
discussing the family’s perspective on the
patient’s condition, clarifying information,
organising and attending family conferences
and providing relevant psychosocial infor-
mation to the ICU medical team (Rose and
Shelton 2006). ICU clinicians are trained to
assess and treat critically ill patients. Their
bias is to treat and support, which can, in
some instances, lead to futile treatment,
prolonged ICU stays and patient and family
suffering. The social worker can advocate for
the patient and, as the palliative care litera-
ture clearly demonstrates, improve adher-
ence to patient/family wishes and outcomes
(May et al. 2015; Cassel et al. 2010). Social

workers “can encourage health profession-
als to understand and clarify their own role
in the decision-making process, promote
communication and problem solving, and
identify and improve systems that may
interfere with optimal communication and
problem solving regarding such sensitive
problems as end-of-life decisions” (Werner
etal. 2004, p. 34).

Family conferences are an effective strategy
for medical providers to discuss end-of-life
care and have been linked to the reduction of
the family’s symptoms of PTSD, anxiety and
depression (Browning 2008; McAdam and
Puntillo 2009). The social worker plays a
key role in family conferences, from arrang-
ing the meeting to ensuring that the key
family members are present and available for
the meeting, as well as acting as a context
interpreter and clarifier during the meeting.
The social worker can provide support to the
family after the meeting.

Conclusion

“Social work in the ICU has become a
subspecialty of medical social work just
as the ICUs themselves have become more
specialized” (McCormick 2011, p. 55). Pres-
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ently, there is great variability in the way
social work is included on the care team
across ICUs and hospitals. The formal inclu-
sion of social work on the ICU team provides
invaluable additions to the holistic care of
critically ill patients and their families.
Through the application of skills in stress
management, cultural competency, identify-
ing caregiver burden, as well as employing
their training in addressing critical decisions
and end-of-life care, social workers improve
patient/family experience, decision making
and outcomes of care. B
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