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LETTERS TO THE EDITOR

Dear Editor, 
The COVID-19 pandemic poses un-

precedented challenges to intensive 
care medicine worldwide. Anticipating 
a mass casualty imposed by COVID-19, 
intensive care unit (ICU) resources 
have been increased considerably. 
Unfortunately, despite great efforts, 
and even if the best individual medical 
care can be provided, long-term hos-
pitalisation, disability, and death can-
not be prevented with certainty. This 
situation poses particular emotional 
challenges for relatives of patients af-
fected by COVID-19. 

The post-intensive care syndrome-
family (PICS-F) was proposed to refer 
to acute or chronic psychological ef-
fects on the relatives of ICU patients 
[1]. Uncertainty about the patients’ 
future, the course of illness, his/her 
survival, and the unfamiliar environ-
ment of an ICU may have an impact on 
the relatives’ psychological conditions 
(e.g. anxiety, stress, depression, sleep 
disturbances). In fact, family members 
may show a high prevalence of anxiety, 
depression, and posttraumatic stress 
disorder (PTSD) [2]. In the pre-COV-
ID-19 era, family-centred care concepts 
were used to address PICS-F (Table 1) 
[3]. Currently, the burden among rela-
tives of ICU patients may be high, with 
the current situation posing new chal-
lenges for family-centred care. 

Dedicated communication is re-
garded as a key concept of family-cen-
tred care and a cornerstone for PICS-F 
prevention [4]. During the COVID-19 
pandemic, face-to-face communica-
tion with family members in the ICU 
is scarce. Thus, building a trusting re-
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difficult. Visiting restrictions and the 
enormous workload among ICU staff 
further limits the ability to provide suf-
ficient communication and informa-
tion to relatives [5]. Therefore, oppor-
tunities for relatives to address needs, 
to take part in decision-making, and 
to receive support measures (family 
care concepts, spiritual support, social 
worker) are often limited, which may 
support the development of PICS-F [3]. 
Additionally, reduced family presence 
and caregiving at the bedside due to 
restricted visiting hours may worsen 
PICS-F [3]. In cases of dying patients, 
end-of-life conferences and support of 
the dying can often not be facilitated, 
which may augment PICS-F [3]. 

In light of available guidelines 
for family-centred care in the ICU, it 
must be noted that several of these 
concepts may not be feasible during 
the COVID-19 pandemic (Table 1) [4]. 
Hence, novel unconventional strat-
egies should be implemented that 
enable family-centred care concepts. 
Proposed cornerstones are 1) provid-
ing adequate information/commu-
nication, 2) family support, 3) family 
presence in the ICU and, 4) use of spe-
cific consultations [4].

Providing dedicated information 
and communication is key in family-
centred care [4]. For example, conven-
tional telephone calls may help to pro-
vide timely information to relatives. 
Moreover, arranging appointments 
for telephone calls may help rela-
tives to establish routines and a daily 
structure. Structured telephone calls 
according to checklists and/or com-
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munication guidelines may enhance 
effectiveness. Using videoconferenc-
es/videotelephony can enable ICU 
staff to recognise concerns of relatives 
and to address them adequately. 

Family support as a second corner-
stone of family-centred care needs to 
be adapted to the current COVID-19 
pandemic [4]. Specific family-oriented 
educational programs for relatives 
may be provided [6–8]. However, such 
educational programs or interven-
tions to reduce PICS-F should be ques-
tioned critically and applied with ap-
propriate caution [9]. Videos, leaflets, 
brochures, web sites, or web-based 
chat forums can provide general in-
formation about critical care during 
the COVID-19 pandemic. Pre-filmed 
virtual tours of the ICU may help rela-

tives to familiarise themselves with the 
specific ICU setting. Diaries written by 
the ICU-team for patients are regarded 
as an established family-centred care 
concept. However, the opportunity 
for relatives to read respective diaries 
in a timely manner may not currently 
be feasible. Instead, family-authored 
diaries could be implemented. This 
might support coping strategies 
through a reflective writing process. 
Peer-to-peer chat for relatives may 
also allow for sharing of experiences 
and thoughts.

The third cornerstone of family-
centred care is family presence [4]. 
Due to restricted visiting regulations, 
family presence in the ICU is often not 
feasible during the COVID-19 pan-
demic. Alternatively, videotelephony 

with handheld mobile devices might 
be used to visualise ICU settings and 
patients to relatives. However, it seems 
particularly important to ensure that 
visualisation take place according to 
the specific needs of relatives (who are 
usually unfamiliar with an ICU setting). 
In any case, relatives should be able to 
ask questions and address their own 
anxiety, uncertainty, and worries.

Fourth, use of specific consul-
tations should still be possible [4]. 
Support by social workers, psycholo-
gists, chaplains, family care nurses, or 
family navigators can be provided by 
telephone calls, videotelephony, vid-
eoconferences, or emails. Individual 
coping strategies could be explained 
and mediated, as required. 

Provision of family-centred care 
in times of the COVID-19 pandemic 
seems to be a challenging task for all 
ICU professionals, especially, when 
the pandemic has a  large impact 
on the psychological conditions of 
ICU professionals [10]. Here, preven-
tion and psychological coping strat-
egies should be provided. Further, 
structured coordination of human 
resources in and outside of the ICU 
seems paramount to cope with the in-
creased workload. In this challenging 
and unprecedented situation, fighting 
against PICS-F requires the best efforts 
of all team members. 
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TABLE 1. Intensive care unit (ICU) family-centred care in pre-COVID-19 and COVID-19 pandemic

ICU family-centred care concept Pre-COVID-19 
pandemic

COVID-19 
pandemic

Communication

Face-to-face communication + –

Structured communication (VALUE mnemonic) + +

Family conferences + (–)

End-of-life conference + (–)

Telephone calls* + +

Family video conference* + +

Videotelephony* + +

Family support

Peer-to-peer support + (–)

Family education programs (videos, brochures) + +

Information leaflets + +

Patient-diaries by ICU-staff + –

Family-authored diaries + +

Family presence 

Flexible family presence at the bedside + –

Participating in team rounds + –

Option of being present during resuscitation + –

Special consultations

Social worker + (–)

Psychologists + (–)

Family care specialists support + (–)

Family navigators (e.g. communication facilitator) + (–)

Spiritual support from spiritual advisor or chaplain + (–)
Adapted to Guidelines for family-centred care in the Neonatal, Paediatric, and Adult ICU [4] 
+ concept widely applicable, – concept challenging to apply, parentheses refer to concepts, which could be technically adapted (telephone 
calls, video telephony/conferences)
VALUE mnemonic – value comments made by family, acknowledgement family emotions, listen, understand the patient, elicit family questions
* Use of alternative communication media should be adapted to specific requirements in accordance with local data protection regulations
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