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Talking about Bereavement Podcast Series – Transcript of ‘Experiencing bereavement in ICU: Demonstrating our compassion and humanity’ Podcast



Presenter: Lynne Innes, Senior Educator, NHS Education for Scotland
Speaker: Dr Ben Slater, Consultant in Anaesthesia and Intensive Care Medicine, NHS Fife and Training Programme Director, Southeast Scotland

LI: Welcome to the Talking About Bereavement podcast, which is brought to you by the Bereavement Education Programme in NHS Education for Scotland. I'm Lynne Innes, one of the educators in the team and in these podcasts, I'm going to talk about bereavement by sharing with you some of the work and learning our team is involved in, as well as hearing from our guests. In this particular podcast we will hear from Dr Ben Slater who is a Consultant in Anaesthesia and Intensive Care Medicine in NHS Fife and is a Training Programme Director in the south-east of Scotland. Ben works in a busy district general hospital where he provides elective and emergency anaesthesia to adults and children in a 10 bedded intensive care unit providing Level 3 care and conventional multi-organ support. He says that he's very fortunate to work alongside some brilliant colleagues and dedicated healthcare staff in both areas. His roles have included Student Lead, Clinical and Educational Supervisor, Faculty Tutor and currently Training Programme Director for Southeast Scotland.

LI: So, hi, Ben. 

BS: Good morning Lynne.

LI: Thank you so much for, for joining me today on this podcast. And I suppose, just first of all, how, how, how are you today and how is your day going?

BS: Yeah, very well thanks. No, I'm, I'm at home today, admin day, wading my way through emails. Limping through the house a bit after some hockey training last night which I've taken up recently.

LI: Ah right.

BS: As a bit of a work-life balance thing to try and rekindle some of my glory days as a youngster. But, but have become very much aware of my own mortality and morbidity doing that. So, yeah, doing fine. Thanks. 

LI: Yeah, try not to sustain too many injuries. 

BS: Yeah. Yeah.

LI: Yeah. Yeah. So, I know that you, you are, you have a couple of roles, but one of your roles is as an ICU Consultant and, and I suppose we, we chatted a wee bit about bereavement in something that we were both in together. And, so, I suppose I’m just kind of intrigued about what, what do you do to support people in bereavement in your role.

BS: So yes, I've, I’ve been a, an NHS consultant since 2011 in Fife, working in the, the hospitals related to NHS Fife. It's a busy district general hospital, I work in anaesthetics and intensive care medicine. And I've had various roles in intensive care during that time including Student Lead, Educational Clinical Supervisor, Faculty Tutor for Intensive Care, where I’ve sort of supported trainees and have been a sort of a go-to person when trainees have had, I suppose you know relatively traumatic experiences at work and dealing with bereavements and then more recently I've taken up the post of Training Programme Director. So, I had more of a, a role helping trainees across the region and, and, and plenty of issues can come up related to the sort of work that we ask our trainees to do. I suppose working in, in intensive care, we're, we’re exposed to a fair amount of bereavement in the fact you know, roughly 20% of our patients unfortunately don't survive. So, it's, it's very much part of our, our work, our life looking after patients and families, you know, during end of life care, and you know that's, it can be a very rewarding part of the job. It can be challenging and, and there's always room for us to, you know, improve upon what we do, but it does have an impact and has a bit of a toll on the, on the staff, you know, we work in a multidisciplinary team of you know medics, nurses and lots of other allied health professionals, physiotherapists and occupational therapists, speech and language therapists, pharmacists who, who develop quite a bond with their patients. We're fortunate to be able to provide quite an intensive input to our patients with one-to-one nursing. So, I suppose perhaps compared to other specialties, we, we develop quite a, a strong relationship with our patients and their families of course.

LI: Yeah.

BS: And that, you know, if a patient is unfortunate to be the one that, you know, who doesn't survive, then that, that, because of that, it can take, take a bit of toll on us as staff. Yeah.

LI: You know that, that sounds, I hadn’t been aware that 20% of your patients might not survive. And so that, that must be quite hard for everyone in terms of the staff who are supporting families and carers and, as well as the patient themselves and, and so I suppose, I, I, I suppose I’m wondering how that impacts on as, on you as individuals in terms of providing that support.

BS: Yes, I mean I suppose it, it is something that we, because it's part of the job we talk about freely in, in the ward area. That could be challenging to manage sometimes. You’re respecting patient confidentiality in, in ward areas where there's a far more flow of visitors nowadays than there used to be with sort of a, a policy of open visiting, you know, which has its absolute strengths. You know as, as… next of kin being advocates for the patients and being kept in the loop of ongoing patient care, and, but staff, you know, particularly need to take care with, you know, the, the words chosen during a ward round for instance and how we talk about these, these things, you know, in, in a professional sense. But then we have our, you know, our seminar staff room where we can talk more freely, and you know in, in private so that, that staff can, you know, talk a bit more about how they're feeling about you know the, the trajectory of a patient. And have frank discussions about you know where we draw, draw the line between you know aggressive sort of life sustaining therapy, and you know permitting the dignity and comfort measures to come into play when, when patients are clearly at the end of, end, end of their life. In, in terms of the toll on, well, sorry the, the impact on staff, I suppose a, a lot of it is preparedness of the staff going into the specialty, you know all, all the healthcare professionals, not just the doctors, but them being aware that them, when they work in intensive care they will be exposed to this. And whilst it's, it's, you know abnormal compared to the rest of the population, it's very much a normal part of the job. And recognition of that early on I think is, is important. So, we do a, you know, education and training around it, you know, for all staff. I think that's probably getting better over the years as colleagues in bereavement, kindly input into teaching programmes. For instance, one of, one of our recently intensive care consultants who moved into bereavement offered a, a teaching session on this on one of our study days and it went down very well indeed. We have things like, you know, checklists in place to make sure that we're achieving all those aims of good end of life care and, providing all the things that a family, next of kin might need when they're losing a loved one. For instance, seeking sort of spiritual or non-spiritual support from the chaplaincy service, timely documentation and communication around death, confirmation of death, writing death certificates as soon as practically possible, liaising with Procurator Fiscals at the earliest opportunity if, if, if it's a case that needs to be discussed. For instance, a trauma-related death which we're, you know we’re obliged to discuss but that can sometimes drag out the communication process with the family and can have an impact…

LI: Yeah.

[bookmark: _Int_JucvMF0x]BS: …on them and, and their, their, their experience of it. So, we're, we’re, we’re conscious of aiming to manage that really well and you know, we do impress upon our junior doctors about timely communications to the GP, electronic discharge letters going out as soon as possible. Whilst a lot of this work is, it is admin work that can be done during the day, you know, the problem with intensive care is the next day can then become very busy and then it can get bumped a few days down the road and then that important communication to a GP for instance, about, the death of an individual, you know is not ideal, if then, a family member then attends a GP, you know, mourning and upset and depressed and the GP isn't aware of the death. So, we, we, we try to think about, you know, not just the patient and getting the certificate done, but the whole experience for that family leading up to their funeral arrangements and you know all that, all that important stuff.

LI: Yeah. And one thing when you're talking all that through and, and I know we've, we've probably not talked about this in advance, but one of the things that struck me was that actually you and, and the… and the other healthcare professionals within, within ICU are dealing on a regular basis with anticipatory grief, I imagine. I don't know for sure, but I imagine there is an element of that?

BS: Yes, absolutely and I, and I think as a team through the, the chaplaincy service have, have had a, a big impact on that over the last I'd say, you know, 5 to 10 years, in, you know, educating us about that role in, in supporting families but also encouraging us to seek, seek those things out early with families rather than at the last hour when the patient may, may be passing away, but thinking about what the family is going through and how traumatic that can be. Lack of sleep, uncertainty, you know the environment of intensive care is noisy. You know, there's lots of, you know, delirious patients, there's lots of noise, lots of alarms going off. You know people being brought in as an emergency. So, it, it can be, shaping that experience can be quite challenging. So, it, it's important that we're conscious of that and try to make that better for families. For instance, moving patients into side rooms, you know, several days before they might pass away rather than in the last half an hour to hour of life. And, and daily check-ins, making the effort to check in with them at a particular time each day to, to provide an opportunity for questions, to discuss prognosis, just really, really keeping them up to date as much as possible.

LI: I'm noticing that there, there is a kind of real desire to do this well and to make sure that you're doing this as, as, as well as you can for, for everyone, for the staff, for patients, for families, for carers to make sure that this is as good an experience even albeit that experience may not be, the final outcome may not be what would be hoped for but, but it, but you're trying your best to do that and that sounds really encouraging. I suppose I wonder what other ways what, what, what, what are the ways to do this even better or are there any other ways to do this even better?

BS: That's a very, that's a very good question. I think, I think it can be quite a challenge to measure what our performance is in this area. Unlike treating sepsis, for instance, where we can look at you know, the time that we gave antibiotics, the time that we gave IV fluid, those things are relatively… you know hand, hand hygiene, relatively easy to measure. Performance, you know, to date we, we measure based on I suppose thank you cards, lovely gifts given by families who you know have been generous enough to think of us when they've gone through a, a traumatic time losing someone. But we, we get that feedback that you know we're performing as a team to a reasonably high standard. We had, we do have these checklists in place for, have we I suppose issued the, the essential components of what, what is considered good end of life care based on best practice you know, national guidelines. You know that aside it, it's difficult to measure the, the daily check in with the family, the kind word here and then asking about an individual. You know, what did they like to do? What sort of person were they, were, for instance, if they're unfortunate, unfortunately unconscious now, you know we, we all know as staff that those are the things that can I suppose help families know that we're empathic and compassionate and are interested in the individual rather than just the physiology and the organ systems. And, you know, not, not too clinical. Those are the things that I, I think are quite difficult to measure. We do have things like Care Opinion in place where families can voluntarily you know feedback to us as staff and you know, of course we have to be sensitive to the fact that they're going through a very difficult time and of course may not want to feedback because, because of, you know the experience that they've gone through compared to say having a, a minor surgical procedure that goes well and people are quite willing to feedback about their anaesthetic or their operation. But, but, but going through a grieving process is, it's a difficult time to seek feedback from families. It doesn't, you know, it doesn't mean that we shouldn't, you know, attempt to through soft signalling to things like Care Opinion and you know, that sort of thing. And, and I think really cherish those, those cards and gifts that we get from families with some very kindly chosen words by, by families and, and share those with the rest of the team.

LI: Yeah, yeah.

BS: So, so, our senior, our senior nursing staff will share those, our, the senior charge nurse will often write, you know emails about an experience from a family who have then fed back to them as the leader of the critical care unit. And those things really foster goodwill and enthusiasm for the team knowing that they've done a good job in a, in a very difficult circumstance.

LI: Yeah, I mean it sounds like what I was kind of noticing there was that it sounds like you were describing like wonderful person-centred care really, which is, which is what we're all aspiring to do so, yeah, that's what it, that's what that sounded like.

BS: The other important aspect of critical care is in the unfortunate circumstances of, of some patients, patients passing away, they are sometimes in a unique position to help others in the form of organ donation and that process itself, you know, there can be some good that has come out of a tragedy and it, it's noticeable that how that helps families but, but also staff I suppose reconcile, you know, the, the devastating effects of someone slipping away, but there, there can be a positive, you know, as well as the positive impact providing you know great end of life care, there can be other positive aspects to delivering that in critical care compared to other ward settings.

LI: Yeah. Yeah, I suppose that, that, that might be the, could be the case. Yeah. I think, I suppose just before we finish there was something when we were doing a session together and, and something that, that you said that struck me, was talking about our humanity in our, in our grief and in our bereavement. And, and I think it, it kind of came out of a conversation, where people were, weren't sure what was appropriate how, how, how much their grieving should impact, you know staff members, how much their grieving should impact on families at the time. And, and I think you really eloquently kind of spoke about how it, that is our humanity, this, this is us bringing our humanity to what we do. And I just wondered if there was anything you wanted to say about that I suppose?

BS: Yeah so, I wish, I wish I could remember exactly what, what I'd said, I, I do remember the context of the conversation in that staff felt sometimes that they needed to put on a bit of a face.

LI: Yes, yeah.

BS: And to be, you know, be absolutely professional to the team, which is a, which is a great ambition but, but it's… yeah, having worked in the NHS for you know, 23 years and you're dealing with patients and staff it's, it, it's noticeable how you know relatives need more from us than just professionalism and clinical knowledge. When, when it comes to a, a, a patient dying, that, displaying our own humanity is a very important part of that. And, and not, not grieving for them but, but identifying with them that they have lost someone very close to them and you know hearing them talk about very personal things about their family, that's, it's almost a gift to us sharing, sharing such intimate details about their loved one. Families in my experience you know do absolutely appreciate us engaging with that and asking questions about that and, and you know it's ok to show sadness and, and, and deep empathy and compassion for people. Whilst it is important you know not to let it take over your ability to do your, you know, to do your job and you need to keep something back for when you go home to your, to your own families and friends and people you care about. It's, it is very much part of the job, job showing that humanity I think.

LI: Yeah, yeah, yeah, I think that was extremely eloquently put there. So, although you maybe couldn't quite remember what you said, I think that sounded equally as, yeah, as, as eloquent as, as when you said at the first time. I suppose Ben, just before we finish off, is there anything else you would like to add? Is there anything you wanted to say that we've not captured or are, it's been a really comprehensive run through ICU. I've certainly learned a lot myself listening to what you've, you’ve said.

BS: I suppose just adding on to the, the, the final thing that I was talking about is in listening to patients and families. If we can get to a place where we're you know listening with empathy, you know it takes actually quite a lot of energy to do that. And I'm, you know at the very bottom of the learning curve, I think. And I think that giving families time and allowing silence, it's ok to be quiet.

LI: Yeah, yeah.

BS: And to just listen intently.

LI: Yeah, yeah.

BS: And families can still sense that we're, you know not just doing our job, but we're, we're hearing everything. But I think that sometimes there’s this temptation as a medic to interject, to, you know, keep, keep a family meeting going to reach an endpoint.

LI: Yeah, yeah.

BS: One thing I've learnt over the years is, is to just actively listen and, you know, and express that compassion and empathy at a time that's very difficult for them. And it's, it’s a, it’s a privilege you know, part of the job.

LI: Yeah. Yeah. Yeah. Yeah. Yeah. Yeah. I would echo all of that. Thank you so much for, for taking the time to do this today. And, and thanks for sharing your thoughts on, on bereavement. It, it means a lot that you you've, you've agreed to do that. So, thank you so much.

BS: My pleasure, Lynne. Thanks very much for inviting me.

LI: I hope that you've benefited from listening to us talking about bereavement care in an intensive care setting and thanks so much for listening. Take care and hope that you can join us for future podcasts.

The podcast was recorded in March 2024 and can be found at https://www.sad.scot.nhs.uk/events/podcast-series/ or https://open.spotify.com/show/11AORpjHqbsYwgg1DJUtLk?si=687dba351d1f45d4 
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