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Abstract
Background  We aimed to synthesize the qualitative evidence on the impacts of COVID-19-related restricted family 
presence policies from the perspective of patients, families, and healthcare professionals from neonatal (NICU), 
pediatric (PICU), or adult ICUs.

Methods  We searched MEDLINE, EMBASE, Cochrane Databases of Reviews and Clinical Trials, CINAHL, Scopus, 
PsycINFO, and Web of Science. Two researchers independently reviewed titles/abstracts and full-text articles for 
inclusion. Thematic analysis was completed following appraising article quality and assessing confidence in the 
individual review findings using standardized tools.

Results  We synthesized 54 findings from 184 studies, revealing the impacts of these policies in children and adults 
on: (1) Family integrated care and patient and family-centered care (e.g., disruption to breastfeeding/kangaroo 
care, dehumanizing of patients); (2) Patients, families, and healthcare professionals (e.g., negative mental health 
consequences, moral distress); (3) Support systems (e.g., loss of support from friends/families); and (4) Relationships 
(e.g., loss of essential bonding with infant, struggle to develop trust). Strategies to mitigate these impacts are reported.

Conclusion  This review highlights the multifaceted impacts of restricted visitation policies across distinct care 
settings and strategies to mitigate the harmful effects of these policies and guide the creation of compassionate 
family presence policies in future health crises.

Registration  https://www.crd.york.ac.uk/PROSPERO/display_record.php?RecordID=290263.
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Background
Restricted family presence policies enacted by hospitals 
to limit the spread of severe acute respiratory syndrome 
coronavirus 2 (SARS-CoV-2) had unintended but damag-
ing consequences for critically ill patients, families, and 
healthcare professionals. Though previously published 
studies demonstrate the negative psychosocial impacts 
of these policies, the full breadth of impacts on patients, 
families, and healthcare professionals are not fully under-
stood. During the 2002–2004 SARS-CoV-1 epidemic, 
data demonstrating the negative impacts of visitation 
was generated [1–4] but not synthesized or widely dis-
seminated, thus limiting the impact on informing poli-
cies during the SARS-CoV-2 pandemic. Overly restrictive 
visitation policies will continue to be enacted in future 
pandemics unless policy makers have access to a syn-
thesis of the available evidence to best inform the bal-
ance between mitigating the risk of disease spread and 
the negative impacts to patients, families, and healthcare 
professionals.

Prior to the COVID-19 pandemic, family presence in 
the neonatal intensive care unit (NICU), pediatric inten-
sive care unit (PICU), and adult intensive care unit (ICU) 
was increasingly encouraged in many hospitals through 
the implementation of open (i.e., 24-hr) visitation policies 
[5–9]. These visitation policies were supported by evi-
dence-based models such as patient- and family-centered 
care (PFCC) [10], which focuses on the involvement of 
patients and families in health care, and family integrated 
care (FiCare) [11], which advocates for the integration of 
parents into the NICU care team. Family presence is an 
essential component of care for all ages. Families, often 
defined in policies as essential care partners or desig-
nated family/support persons, provide emotional, psy-
chological, or physical support to a patient and are active 
partners in care. This support may reduce a patient’s risk 
for developing delirium and has been demonstrated to 
moderate a patient’s (and family’s) symptoms of anxi-
ety and stress during their ICU stay [12–18]. Addition-
ally, family participation in ICU care has been shown to 
reduce the prevalence of post-intensive care syndrome, 
which affects both patients and their families with last-
ing cognitive, psychological, and physical impairments 
well after their ICU stay [19]. Family involvement in a 
patient’s care and decision-making improves family and 
ICU care team interactions [20] and often helps families 
cope with their loved one being admitted to an ICU [21].

Families experience immediate stress and anxiety due 
to the uncertainty and unpredictability of health out-
comes and survival when a loved one is admitted to 
the ICU. These feelings are further intensified by the 
uncertainty associated with leaving a suffering loved 
one behind during times of restricted family presence. 
Additionally, the number of family members and visitors 

permitted at the bedside varied day-to-day as hospital 
leaders adjusted policies based on government directives. 
This disproportionally impacted those families who are 
used to experiencing illness as a collective or who rely 
on spiritual or religious practices. The absence of fami-
lies in the ICU is therefore not a trivial matter and health 
outcomes of both patients and families are negatively 
impacted when we exclude families from the bedside 
[22–24, 23, 25–30]. Restricted family presence policies 
were especially detrimental to hospitalized children and 
newborns who have a greater dependence on families 
for emotional health and well-being [31, 32]. Absence 
of family at the bedside made it more challenging for 
the healthcare team to keep families informed of patient 
progress [33]. Consequently, families were less prepared 
to participate in shared decision-making, particularly 
when the patient’s condition necessitated the re-evalua-
tion of their goals of care [34].

The lived experiences of patients, families, and health-
care professionals should inform policy decisions, and is 
best captured using qualitative methods. To maximize 
the utility of these insights for policy decisions, a rig-
orous approach to synthesis of qualitative literature is 
essential. As such, we aimed to synthesize the available 
qualitative evidence reporting the impacts of restricted 
family presence policies during the COVID-19 pan-
demic, from the perspective of patients, families, and 
healthcare professionals from neonatal (NICU), pediatric 
(PICU), and adult ICUs. The secondary objective was to 
generate actionable policy recommendations for any situ-
ation which restricts family or caregiver presence (e.g., 
future infectious disease outbreaks, threatening situa-
tions, or mass casualty incidents), based on this evidence 
synthesis.

Methods
We registered the protocol for this review on PROS-
PERO prior to data extraction and analysis (https://
www.crd.york .ac .uk/PROSPERO/display_record.
php?RecordID=290263). We report the findings of this 
systematic review according to the items included in 
the PRISMA 2020 checklist [35] (See Supplementary 
Table 1, Additional File 1) and the Enhancing Transpar-
ency in Reporting the Synthesis of Qualitative Research 
(ENTREQ) statement (See Supplementary Table 2, Addi-
tional File 1) [36].

Inclusion criteria
Participants  Patients and/or families (i.e., relatives, 
friends, or designated visitor) who were in an NICU/
PICU/ICU during the COVID-19 pandemic, and/or 
healthcare professionals (including administrative per-
sonnel) who worked in an NICU/PICU/ICU during the 
COVID-19 pandemic.

https://www.crd.york.ac.uk/PROSPERO/display_record.php?RecordID=290263
https://www.crd.york.ac.uk/PROSPERO/display_record.php?RecordID=290263
https://www.crd.york.ac.uk/PROSPERO/display_record.php?RecordID=290263
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Phenomena of interest  Studies that presented the self-
reported perceptions (e.g., perceptions on mitigation 
strategies, effectiveness of restricted family presence 
policies) and experiences (e.g., physical, psychosocial, 
financial, spiritual) of patients, families, and/or health-
care professionals with restricted family presence policies 
enacted during the COVID-19 pandemic.

Context  All studies conducted in any NICU/PICU/ICU 
in any country in which the phenomena of interest (i.e., 
patient, family, and/or healthcare professional’s percep-
tions of and/or experiences with restricted family presence 
policies during the COVID-19 pandemic) was explored.

Types of studies  Any study that used qualitative meth-
ods for data collection (e.g., observation, interviews) 
and/or qualitative methods for data analysis (e.g., the-
matic/content analysis). We included English-language 
peer-reviewed journal articles and excluded conference 
abstracts, narrative reviews, editorials, and expert con-
sensus documents. Inclusion/exclusion criteria are listed 
in Table 1.

Information sources
We searched MEDLINE, EMBASE, Cochrane Databases 
of Reviews and Clinical Trials, CINAHL, Scopus, Psy-
cINFO, and Web of Science for studies published from 
December 2019 (documented beginning of SARS-CoV-2 
cases) to May 17, 2023, using terms related to COVID-
19, NICU/PICU/ICU, and hospital policy. We used an 
adaptation of a search strategy from a related study con-
ducted by our research team [37, 38] (See Supplementary 
Table 3, Additional File 1) and screened reference lists of 
relevant papers to identify other potential studies.

Study records
Data management
We uploaded all identified citations into EndNote X9 
(Clarivate Analytics, PA, USA) and removed duplicates 
using the strategy outlined by Bramer et al. [39]. Unique 
records were uploaded to Covidence systematic review 
software (www.covidence.org; Veritas Health Innovation, 
Melbourne, Australia) for title/abstract and full-text arti-
cle review.

Selection process
Prior to title/abstract screening, 50 random records 
were selected to be reviewed by three researchers (KK 
with two research assistants trained in systematic review 
methods). All researchers discussed the discrepancies 
until 100% agreement was reached. No changes to the 
inclusion/exclusion criteria were made during this pro-
cess as discrepancies were due to researcher errors (e.g., 
missing that the context was not an ICU, studies that 
include medical students). The same three researchers 
reviewed the remaining titles/abstracts independently 
and in duplicate for inclusion. We included any abstract 
identified by at least one researcher as potentially rel-
evant for full-text review. The same researchers reviewed 
full-text articles independently and in duplicate for 
inclusion. We captured reasons for exclusion at full-text 
review. When there was disagreement regarding eligibil-
ity or the exclusion reason between reviewers, we used 
a third reviewer for blinded adjudication. We did not 
exclude studies based on the quality assessment.

Data items
We extracted the following information from each arti-
cle: (1) Study characteristics (author, date of publication, 
location of study [continent/country], study design, date 
of study conduct, data collection methods, data analysis 

Table 1  Inclusion and exclusion criteria
Variable Inclusion criteria Exclusion criteria
Language English language Not written in English
Types of studies Any peer-reviewed, original study that used qualitative methods for data collection (e.g., observation, 

interviews) and/or qualitative methods for data analysis (e.g., thematic/content analysis).
Conference abstracts, 
commentaries, opinions, 
editorials, letters to the 
editor

Participants Patients and/or families (i.e., relatives, friends, or designated visitor) who were in an NICU/PICU/ICU dur-
ing the COVID-19 pandemic, and/or healthcare professionals (including administrative personnel) who 
worked in an NICU/PICU/ICU during the COVID-19 pandemic.

Phenomena of 
interest

Discussed the self-reported perceptions (e.g., perceptions on mitigation strategies, effectiveness of 
restricted family presence policies), experiences (e.g., physical, psychosocial, financial, spiritual), and 
impacts of patients, families, and/or healthcare professionals with restricted family presence policies 
enacted during the COVID-19 pandemic.

Not related to self-
reported perceptions of 
and experiences/impacts 
with restricted family 
presence policies during 
COVID-19 pandemic

Context All studies conducted in any NICU/PICU/ICU in any country in which the phenomena of interest (i.e., 
patient, family, and/or healthcare professional’s perceptions of and/or experiences with restricted family 
presence policies during the COVID-19 pandemic) was explored.

http://www.covidence.org
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techniques, theoretical approaches, sample size); (2) Pop-
ulation/setting information (inclusion/exclusion char-
acteristics, hospital type, participant characteristics); (3) 
Results (themes, subthemes, quotations, and text labelled 
as “results” or “findings”). One researcher (KK) created a 
data extraction sheet in Microsoft Excel and a data dic-
tionary (e.g., integer, number, text) for the study charac-
teristics and population/setting data.

Data synthesis
Three researchers (KK with two research assistants 
trained in and with experience in systematic review 
methods) pilot tested the data extraction form and data 
dictionary using the same subset of studies (n = 10). We 
compared extracted data and adapted the data extrac-
tion form and associated data dictionary as required to 
ensure consistency. We extracted data from the remain-
ing articles, independently and in duplicate. We resolved 
disagreements in data extraction using discussion, and 
third-party adjudication, if required.

We entered the results (i.e., textual data) from included 
studies into NVivo-12 (QSR International, Melbourne, 
Australia) for data storage and analysis. These textual 
data from NICU, PICU, and ICU settings were analyzed 
separately to identify distinct themes for each group. Two 
researchers (from NICU: JSL, PICU: LL, or adult ICU: 
KK, ML, NJ, OD) conducted the thematic analysis using 
NVivo-12 and Thomas and Hardens’ three stage the-
matic synthesis approach to analyze the summary data 
(Table 2), which includes the following steps: (1) Line-by-
line coding of the extracted textual data to develop a list 
of codes and concepts between studies; (2) Organizing 
the list of codes into related categories to develop a list 
of descriptive themes; and (3) Comparing categories with 
other categories, and merging related categories into 
higher level constructs and then analytical themes [40]. 
To ensure the analytical themes represented the data, 
researchers met to discuss the initial list of codes. Sub-
sequent meetings focused on organizing the list of codes 
into themes, and lastly key findings.

Appraisal of study quality
We (KK, ML, OD, NJ) evaluated the quality of each 
included article using the 10-item Critical Appraisal Skills 
Program qualitative studies checklist (CASP) [41] inde-
pendently and in duplicate. Disagreements were resolved 
by discussion and, if necessary, involvement of a third 
researcher. We assessed confidence in the findings using 
the GRADE-CERQual (Confidence in the Evidence from 
Reviews of Qualitative research) approach to contextual-
ize the findings of the review [42]. Initially, two research-
ers (JSL, LL, KK, ML, NJ, OD) assessed four components 
of CERQual based on our concerns (no or very minor 
concerns, minor concerns, moderate concerns, serious 

concerns): (1) Methodological limitations (we evaluated 
the potential biases and weaknesses in design and execu-
tion, consistent with CASP criteria such as the appropri-
ateness of the research design, recruitment strategies, 
and data collection methods of each study contributing 
to the key finding), (2) Relevance (we evaluated the extent 
to which the evidence from individual studies support a 
key finding based on the context (perspective or popu-
lation, phenomenon of interest, setting) specified in the 
review question), (3) Coherence (evaluating the consis-
tency and support of the key findings by examining the 
themes from each studies contributing to the key find-
ing), and (4) Data adequacy (evaluating the richness and 
volume of data supporting each finding). After assessing 
the CERQual components, we consolidated all evalua-
tions and determined our confidence level in each find-
ing, categorizing it as either high, moderate, low, or very 
low.

Changes from the original protocol
The protocol was developed a priori and made avail-
able on PROSPERO prior to conducting data extraction 
and analysis. There are three changes from the original 
study protocol. Originally, we planned to summarize the 
experience of restricted family presence. However, while 
extracting data, we noticed that most studies described 
the outcomes and consequences of these policies. As a 
result, we revised the wording of the stated objective to 
better reflect the data. We also planned to do a separate 
sub-analysis for patients, families, and HCPs. However, 
we did not proceed with this plan because the available 
data was insufficient to support meaningful sub-analyses. 
Last, we originally specified we would use the Joanna 
Briggs Institute Critical Appraisal Checklist for Qualita-
tive Research. We made the shift to CASP because it bet-
ter aligned with the methodological limitations section of 
the GRADE-CERQual.

Results
Characteristics of included studies
From 17,886 unique citations, we included 184 studies 
(Fig. 1). These studies included NICU (n = 28/184, 15.2%), 
PICU (n = 8/184, 4.3%), or ICU (n = 144/184, 78.3%) pop-
ulations. Three studies (n = 3/184, 1.6%) included a mixed 
age population and one (n = 1/184, 0.5%) did not specify 
which population was included. The included studies 
described the experiences of patients (n = 225, 16 stud-
ies), family members (n = 3,135, 67 studies), or healthcare 
professionals (n = 7,335, 124 studies). Included

studies represent six continents (Africa, Asia, Europe, 
North America, Oceania, South America), of which most 
studies were conducted in Europe (n = 82/184, 44.6%) or 
North America (n = 65/184, 35.3%). Most studies col-
lected qualitative data via interviews (n = 124/184, 67.4%) 
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Fig. 1  PRISMA flow diagram
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or free-text survey questions (n = 40/184, 21.7%). Com-
plete study characteristics and references are listed in 
Supplementary Tables 4–6 (See Additional File 1). The 
level of restrictions varied across NICUs, PICUs, and 
ICUs as the pandemic progressed. In ICUs, this varied 
from extreme restrictions (barring all visitors, even at 
end of life) to policies which permitted one designated 
visitor. Generally, NICUs and PICUs did not bar all 
visitation, although this varied from policies where par-
ents were restricted from entering the NICU/PICU to 
instances where only one parent was allowed entry or the 
duration of the visit was limited (e.g., length of time, vis-
iting hours).

Methodological limitations
Nearly all (n = 180/184; 97.8%) studies included a clear 
statement of the aims of the research and included suf-
ficient details for a researcher to assess whether ethical 
standards were maintained (n = 164/184; 89.1%). Most 
studies did not report (i.e., “No” or “Can’t Tell”) if the 
relationship between the researcher and the participants 
had been adequately considered (n = 151/184, 82.1%) and, 
as such, the potential for bias (i.e. influence) is unknown. 
CASP assessments for individual studies are displayed in 
Supplementary Table 7 (See Additional File 1).

GRADE-CERQual assessments
Key findings from the NICU (n = 18), PICU (n = 8), and 
ICU (n = 24) settings were divided into the following 8 
categories: (1) Impacts to Family Integrated Care (FiCare-
NICU) or patient and family-centered care (PICU/ICU) 
or; (2) Personal and professional impacts; (3) Transition-
ing to virtual communication; (4) Impacts to support sys-
tems; (5) Impacts to relationships; (6) Equity, diversity, 
inclusion (EDI) or related impacts; (7) Policy-specific 
factors; and (8) Strategies to mitigate impacts. Synthe-
sis of key findings and contributing studies are displayed 
in Supplementary Tables 8–14 (See Additional File 1). 
Based on the GRADE-CERQual assessments, we had 
high or moderate confidence in key findings in NICU 
(n = 17), PICU (n = 4), and adult ICU (n = 17) settings. 
The main limitations leading to low or very low certainty 
findings were data relevance (e.g., studies represent only 
one/two continents or the views of only one impacted 
group [patients/families/healthcare professionals]) or 
adequacy (i.e., few studies contributing to the finding). 
We also identified issues related to coherence as in some 
cases, the data supporting the findings were conflicting.

Impacts to FiCare or PFCC
There are six descriptive themes and 13 findings under 
this category from the NICU (n = 6/13, 46.1%), PICU 
(n = 1/13, 7.7%), and adult ICU (n = 6/13, 46.2%) (Fig.  2; 
Supplementary Table 8, Additional File 1). This category 

demonstrates how restricted family presence impacted 
the provision of FiCare (NICU) or PFCC (PICU/ICU) 
around the world.

Restricted family presence policies impacted the pro-
vision of FiCare in NICUs, particularly in the pillars of 
parent education, NICU environment, and psychoso-
cial support. Eleven studies described the impact that 
restricted family presence had on parent education (e.g., 
other partners [often the father] missing out on opportu-
nities to learn about how to care for their baby and par-
ents not feeling prepared to care for their baby at home). 
Families reported being left out of usual care decisions 
made during daily medical rounds, one parent (often the 
mother) having to make decisions about baby’s care due 
to single visitor policies, and disruptions to breastfeeding 
(i.e., when COVID positive mothers were unable to visit 
or when visits were restricted to certain hours) and kan-
garoo care (i.e., skin-to-skin care; when COVID positive 
parents were restricted from visiting). Lastly, supportive 
measures (e.g., parent rooms and groups) were discontin-
ued, resulting in reduced psychosocial support.

“ They didn’t seem to acknowledge that it’s a very 
difficult time to have a baby in NICU never mind 
during the pandemic. Some nurses were mean and 
nowhere near as supportive as they should have 
been. A couple of nurses were AMAZING. Some 
doctors were also harsh and only seemed to see us as 
another number and not humans needing individ-
ual care.” (Mixed-race mother NICU patient) [43].

Restricted family presence policies impacted the pro-
vision of PFCC in PICUs and ICUs. For example, these 
policies impacted the PFCC core concept of respect and 
dignity. Participants from thirty-four ICU studies from 
four continents perceived that restricted family presence 
dehumanized patients (i.e., treated in ways that disregard 
their humanity and individuality) and the family to the 
healthcare professionals caring for them.

“ “First, it was the total de-identification of the 
patient. There was a common thread between these 
patients; they were “COVID patients” but many of 
them had something more. Many had heart failure 
and other diseases, but everyone became a COVID 
patient. The other thing that I thought was perhaps 
the worst was the absence of relatives. These relatives 
who previously gave an identity to the patient and 
who were almost always at the ICU. You get to know 
he, the patient, likes to fish; he likes to do more than 
one thing. It is a person, when you talk to relatives, 
and then you could almost talk to the patient as if 
“yes, now it’s starting to look like it would be good 
fishing weather today”. This totally disappeared!
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Fig. 2  Descriptive and analytical themes for impacts to patient and family centered care (PFCC) and FiCare
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”(ICU nurse) [44].

Twenty-three studies described how healthcare pro-
fessionals were aware of the dehumanizing effects of 
restricted family presence and the efforts that they made 
to mitigate those effects (e.g., window visits, using their 
personal cell phones to facilitate calls between families 
and patients, or hanging photos).

Restricted family presence policies also impacted infor-
mation sharing (e.g., difficulty describing clinical prog-
nosis over the phone, unmet information needs) and 
participation (e.g., participating in patient care and medi-
cal decision making).

“Before the Covid, it was already difficult to make 
the family understand the health situation of their 
relatives, despite they could see them. During the 
pandemic it was absolutely impossible” (ICU physi-
cian) [45].

Personal and professional impacts
There are three descriptive themes and six findings under 
this category from the NICU (n = 1/6, 16.7%), PICU 
(n = 2/6, 33.3%), and adult ICU (n = 4/6, 66.7%) (Fig.  3; 
Supplementary Table 9, Additional File 1). Patients 
(ICU) and families (NICU, PICU, ICU) used the follow-
ing words to describe their experience of being separated 

Fig. 3  Descriptive and analytical themes for personal and professional impacts
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from their loved one: fear, traumatic, abandoned, anx-
ious, stressed, sadness, anger, worry. Healthcare profes-
sionals described the moral distress they experienced:

“It goes against most nurse’s beliefs and values that 
patients should not have to die alone with no family/
loved ones present. This has been the biggest stressor 
while working.” (ICU nurse) [46].

There were also changing responsibilities that impacted 
all groups. Mothers (NICU), parents (PICU), and rela-
tives (ICU) navigated the ICU alone, experiencing the 
emotional burden of their infant/child/relative’s critical 
condition alone. ICU family members shared the added 
responsibility of sharing regular updates with family back 

home. Thirty-two studies included ICU healthcare pro-
fessionals commenting on how restricted family presence 
policies impacted their workload. Of these studies,  25 
(n = 25/34, 73.5%) studies described the intensified work-
load (e.g., frequent phone calls when families could not 
be at the bedside) and seven (n = 7/34, 20.6%) studies 
described the eased workload (e.g., could schedule inter-
actions with families when not present).

Transitioning to virtual communication
There are three descriptive themes and eight key find-
ings under this category from the NICU (n = 4/8, 50%), 
PICU (n = 2/8, 25%), and adult ICU (n = 6/8, 75%) (Fig. 4; 
Supplementary Table 10, Additional File 1). Studies 
described how, although telephone and virtual commu-
nication provided a form of contact and communication 

Fig. 4  Descriptive and analytical themes for pivoting to virtual communication
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during restricted family presence, patients, families, 
and healthcare professionals felt these communication 
modality changes were inferior replacements for family 
presence. While 80 studies reported advantages of vir-
tual communication when family presence (e.g., patient 
seeing their family at home, family interacting with the 
patient and healthcare team) was restricted (ICU [n = 69], 
PICU [n = 1], NICU [n = 10]), there were 18 studies [ICU 
(n = 15), PICU (n = 1), NICU (n = 2) that reported the 
anxiety and distress experienced by families visiting their 
loved one virtually.

“I FaceTimed with my baby. She had a hard time 
breathing. I can’t get it out of my head.” (Father of 
NICU patient) [47].
“Seeing it just over a screen, I think would just be just 
much more horrible. And there is no comfort I can 
give her, that’s just going to be etched in my mind.” 
(Daughter of ICU patient) [48].

In 10 ICU studies, healthcare professionals described 
their distress when their role at end of life changed to 
functioning as a communication intermediary (e.g., hold-
ing devices, facilitating interactions between patients and 
families) compared to when families were there in person 
for last goodbyes (and the healthcare professionals could 
step out of the room).

“I think it’s really taking a toll on our nurses…And 
now literally the nurses are in there holding up the 
iPad as all the family are crying. Because we are 
right at the bedside doing all these things, you know, 
can you put the scarf on my mother, can you brush 
her hair, can you hold her hand.” (ICU nurse) [22].

Forty-five studies (ICU [n = 38/45, 84.4%], PICU [n = 3/45, 
6.7%], NICU [n = 4/45, 8.9%]) described technical limita-
tions (e.g., availability of personal devices, ambient noise, 
patient clinical condition, technological literacy, con-
nectivity issues) that impacted virtual communication 
with families. This included four adult ICU studies that 
described inequitable access to technology and individu-
als lacking familiarity with technology, which hindered 
the ability of patients and families to participate in virtual 
visits.

Impact to support systems
There are two descriptive themes and five key findings 
under this category from the NICU (n = 3/5, 60%), PICU 
(n = 1/5, 20%), and adult ICU (n = 1/5, 20%) (Fig. 5; Sup-
plementary Table 11, Additional File 1). Studies across 
NICU, PICU, and ICU settings reported how restrict-
ing family presence to only one person at the bedside 

effectively eliminated vital emotional and practical sup-
port for families. Included NICU (n = 13), PICU (n = 4), 
and ICU (n = 3) studies described the lack of emotional 
support when only one family member was allowed at 
the bedside. This included the inability to take turns 
being at the bedside with another caregiver (ICU, PICU), 
and leaving it to a single caregiver to ensure the patient 
was not left alone during critical moments (NICU, PICU, 
ICU). There was also a lack of organizational supports 
(NICU, ICU) during periods of restricted family pres-
ence, which strained communication and trust between 
families and healthcare providers.

Impacts to relationships
There are three descriptive themes and six key findings 
under this category from the NICU (n = 2/6, 33.3%), 
PICU (n = 1/6, 16.7%), and adult ICU (n = 3/6, 50%) 
(Fig. 6; Supplementary Table 12, Additional File 1). This 
included NICU fathers experiencing a loss of essential 
bonding with their critically ill infant (NICU) or lost 
opportunities for siblings to bond with the infant (NICU) 
or support their critically ill sibling (PICU).

“Some decisions from the Trust have made an 
extremely heart-breaking situation worse. It has 
split our family apart and isolated our son from 
time with his sister.” (PICU Mother) [49].
“To allow just family bubble to visit there [sic] 
brother his now 9 weeks and has never met his sis-
ters only by video call” (NICU parent) [50].

Twenty-seven (n = 27/145, 18.6%) ICU studies described 
the changes to relationships between patients/fami-
lies and healthcare professionals. Families struggled to 
develop trust when they were unable to see the health-
care team or the healthcare team enforced restricted 
family presence (e.g., at end of life).

“We just had to believe whatever the nurse or the 
doctor was saying…I got so stressed out that I even 
asked one of the doctors to see a picture of him 
because I was doubting myself that he was still alive.” 
(ICU sibling) [51].

Forty-four (n = 44/145, 30.3%) ICU studies described 
health care professional’s shift towards a therapeutic 
presence, acting a patient’s hospital family (e.g., holding 
hands at end of life).

“… When we first told him that his family wasn’t 
able to come in and visit, he just took my hand and 
looked at me and he goes, ‘Don’t worry, I’m never 
going to be alone. You’re my hospital family.’ I though 
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that’s what we are—hospital family—and we’ll be 
with him every day and even if it’s just sometimes, 
[to]sit in the room and hold his hand.” (ICU nurse) 
[52].

Equity, diversity, and inclusion or related impacts
There is one descriptive theme and key finding under this 
category from the adult ICU (Fig. 7; Supplementary Table 
13, Additional File 1). During restricted family pres-
ence, 19 adult ICU studies described language, cultural, 
and disability barriers that challenged communication 
with patients and families during periods of restricted 
visitation. This included patients who were unable to 
communicate with the care team due to language bar-
riers or cognitive impairment.  Though these barriers 
were overcome with interpretive services or virtual visits 
with family, they provided another layer of complexity to 
communication.

“...the vast majority of people we have in the ICU 
that were really sick don’t speak English or their family 
doesn’t speak English which is adding to the communica-
tion challenges. like I was on service one week with 10 
COVID patients and 9 of the 10 their primary language 

was not English, and the 1 who’s primarily language 
was English was African American. So, it was just such 
a striking thing… We fortunately at [this hospital] have 
really good interpretive services, so in general you still 
can communicate, but it feels like another layer like not 
only can you not see families in person, now you’re also 
doing it with an interpreter on top of it.” (ICU physician) 
[53].

Other EDI-related impacts include families who could 
not be present at end of life to participate in cultural ritu-
als and families who, due to socioeconomic status, did 
not have access to communication devices.

"...[families] couldn’t be present when stopping [life 
support] and they couldn’t have the rituals they wanted 
performed’’ (ICU nurse) [54].

Understanding of mitigation strategies/policies
There are two descriptive themes and three key findings 
under this category from the NICU (n = 2/3 66.7%), PICU 
(n = 1/3, 133.3%), and adult ICU (n = 3/3, 100%) (Fig.  7; 
Supplementary Table 14, Additional File 1). Nine stud-
ies (ICU [n = 1], PICU [n = 1], NICU [n = 7]) described 
how patients, families, and healthcare professionals 

Fig. 5  Descriptive and analytical themes for impacts to support systems
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understood the importance of restricted family presence 
to ensure the safety and well-being of patients, healthcare 
professionals, and the broader community. Conversely, 
six studies (ICU [n = 1], PICU [n = 2], NICU [n = 3]) 
described how patients, families, and healthcare pro-
fessionals did not understand the rationale of restricted 
family presence policies. For example, the participants 
did not understand how multiple family members were 
not allowed to visit when they were in the same house-
hold. When there was a lack of understanding about 
the purposes of restricted visitation, this eroded trust 
between families and healthcare providers.

“Why is it possible to provide pastoral care for a Meth-
icillin-resistant Staphylococcus aureus patient [.] and 
NOT for a COVID-patient? In my opinion, everything is 
possible as usual with appropriate care and hygienic mea-
sures.“ (ICU healthcare professional) [55].

Strategies to mitigate impacts
Across included studies, we identified a total of 21 strat-
egies that were proposed to mitigate the impacts of 
restricted family presence (Table 3). This included strate-
gies to preserve FiCare or PFCC (n = 9), mitigate mental 
health impacts (n = 2), support virtual communication 
(n = 5), mitigate impacts to relationships (n = 1), and help 
with the implementation and adherence to family pres-
ence policies (n = 3).

Discussion
We synthesized NICU, PICU, and ICU patients, families, 
and healthcare professional’s experiences with restricted 
family presence policies. The findings demonstrate that 
restricted family presence policies during the COVID-
19 pandemic impacted the delivery of FiCare/PFCC and 
had mental health consequences on patients, families, 
and healthcare professionals. Provision of virtual com-
munication modalities, though appreciated and found 

Fig. 6  Descriptive and analytical themes for impacts to relationships
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beneficial by some, was not an adequate replacement for 
family presence and often was limited by availability (e.g., 
healthcare professional availability, device

access) and capability (e.g., reliance on WiFi, ability to 
deal with background noises). Virtual communication 
also had the potential to increase stress. Qualitative evi-
dence addressing the impacts of these restricted family 
presence policies is important to guide the creation of 
compassionate family presence policies going forward.

Despite their potential role in infection control, the 
restricted family presence policies implemented dur-
ing the COVID-19 pandemic undermined the standard 
of PFCC/FiCare in the NICU, PICU, and adult ICU set-
tings. These high-stress healthcare environments require 
a supportive environment that acknowledges the emo-
tional and psychological needs of patients and families 
and actively involves them in care decisions and plan-
ning. In the NICU, parents may experience stress due to 
the events leading to admission (e.g., unexpected birth of 
preterm infant, birth injury, or other complications) and 

fear for their infant’s wellbeing. Parents’ presence is par-
amount to gain the skills and confidence in preparation 
for their infant’s discharge. The Family Integrated Care 
(FiCare) model, known for its positive impact on infant 
and parent outcomes [56–59], highlights the importance 
of parents’ active involvement in neonatal care and sug-
gests that parents should act as their infant’s primary 
caregiver. Moreover, evidence and best practice guidance 
[60] include engaging parents in care, 24/7 parental pres-
ence, early skin-to-skin contact, and breastfeeding sup-
port. We summarize the negative impact of restricting 
parents’ access (e.g., one parent allowed, limited dura-
tion, COVID-19 positive mothers restricted from visits) 
on infants and parents. Drawing on these experiences, 
policymakers (i.e., infection and prevention and control 
physicians, hospital executives, government representa-
tives) should consider the impacts of restricted family 
presence and make every effort to support a minimum 
of two parents/guardians at the bedside during regular 
times and during emergencies where restricted family 

Fig. 7  Descriptive and analytical themes for equity, diversity, and inclusion (EDI) considerations or related impacts and policy-specific factors
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presence may be considered (e.g., pandemic, infectious 
disease outbreak, mass casualty event).

Both children and their parents benefit from proximity 
to each other [61, 62]. Research examining the needs of 
families of critically ill children demonstrates that fami-
lies want information, assurance from staff, and proxim-
ity to their critically ill child [63, 64]. Siblings of critically 
ill children experience stress related to parental absence, 
and lack of information of their sibling’s illness [65]. 
Like the NICU, PICUs often had a one-parent visitation 
policy. Like the NICU, future family presence policies 
should allow both parents to be present, and include an 
approach to sibling visits. The recognition of the child, 
centered within the family, is essential in considering 
future hospital-based policy development.

In the ICU, families act as an essential emotional sup-
port for patients. Restricted or limited family presence 
impacts communication between families and health-
care professionals [66], which may lead to misunder-
standing about critical illness [67] and has been shown 
to impact goals of care conversations [68]. Future family 
presence policies should maintain respect and dignity of 
the patients and families, include an approach to meet 
information needs, and consider alternatives to include 
families in patient care and decision-making through vir-
tual rounds [69], regular phone calls [70, 71], designated 
COVID-19 and non-COVID-19 areas to facilitate access 
for shared decision-making [72], or discharge planning as 
an exception for a visitor to be able to be present in the 
ICU [73].

We also synthesized the moral distress experienced by 
healthcare professionals during restricted family pres-
ence. ICU healthcare professionals perceived they were 
unable to provide adequate care due to restricted fam-
ily presence policies that contributed to a high work-
load (e.g., frequent phone calls, facilitating virtual visits), 
patients dying alone without their family present, and lost 
connections with families. Moral distress may contribute 
to high turnover rates and staff burnout [74, 75] or result 
in moral injury defined as “a durable mental wound char-
acterized by symptoms such as guilt, shame, existential or 
moral conflict, a loss of trust in goodness, moral detach-
ment and/or moral disorientation” [76]. Future restricted 
family presence policies should consider the balance 
of the perceived benefits of restricted visitation against 
the known negative impacts. Further resources should 
be allotted to address symptoms of mortal distress and 
identify strategies to deal with these symptoms (e.g., peer 
support mechanisms, moral requirements/frameworks 
[76], should restricted visitation be deemed unavoidable.

Amidst the pandemic, decisions regarding family 
presence happened rapidly and sometimes with little 
evidence to support their implementation. Now is the 
opportune time to establish a foundation for deliberate St
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and thoughtful policy decisions for future emergen-
cies where restricted family presence may be considered 
(e.g., global pandemic, infectious disease outbreak, mass 
casualty event). This review supports the value of includ-
ing impacted persons (i.e., patients, families, healthcare 
professionals) in the development and implementation 
of NICU, PICU, and ICU family presence policies. By 
actively engaging with the experiences and perspec-
tives of these impacted persons, policymakers gain valu-
able insights into the multifaceted negative sequalae of 
restricted family presence policies in each of these dis-
tinct care environments. Involving healthcare profession-
als can provide insight on the impacts of restricted family 
presence policies and potential solutions to mitigate 
these impacts. For NICUs, involving impacted persons 
can provide insight on the essential support needed for 
parents and infants from admission through discharge. In 
PICUs, it can elucidate the important role that both par-
ents and siblings have in the care and recovery process. 
In adult ICUs, it can reveal the indispensable role families 
play in patient care and considerations related to end-of-
life decision making (e.g., dignified death). Moreover, the 
study emphasizes the need for policymakers to recognize 
the limitations of virtual visits (i.e., lack of physical touch 

such as holding hands or hugging, impersonal, limited 
non-verbal cues or emotional exchanges) when used as 
a replacement for in-person presence and acknowledge 
the additional workload and support required to facilitate 
these types of visits. Future policies that use virtual visit 
should include allocating resources and support systems 
to manage the increased workload and enhance the effec-
tiveness and availability of this approach. Figure 8 repre-
sents a logic model which demonstrates how restricted 
family presence policies can lead to immediate (i.e., inter-
mediate effects) and lasting impacts reported in included 
studies [77]. Careful planning of family presence policies 
is crucial to ensure that policies are well-planned using 
available evidence (quantitative and qualitative), ulti-
mately leading to better health outcomes and experiences 
for patients, families, and healthcare professionals.

This review has several strengths and limitations. 
We performed a comprehensive and up to date search 
to incorporate enough time for studies describing the 
impact of restricted family presence to be published. The 
findings are likely generalizable to multiple jurisdictions 
as we included 184 studies from six continents and a 
wide range of settings and participants. However, it’s pos-
sible we missed terms that represent caregivers in other 

Fig. 8  The reported impacts of restricted family presence policies
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countries (e.g., attendant) and missed including articles. 
Also, there were few studies conducted within PICUs, 
thus further work is needed in this setting. The studies 
included in this review used a qualitative design which 
made it difficult to describe if the impacts were related to 
the restricted family presence policies (vs. the pandemic). 
Another limitation is that we only accessed and analyzed 
the published quotes and research interpretations, not 
the entire transcripts or free-text responses used in the 
original studies. Lastly, we included only English lan-
guage studies, which primarily focused on the report-
ing and impacts of restricted family presence studies in 
countries of the Global North with limited contribution 
from South America, Africa, and Asia.

Conclusions
This comprehensive qualitative review synthesizes and 
highlights the multifaceted impacts and negative sequa-
lae of restricted family presence policies across NICUs, 
PICUs, and adult ICUs. The harmful effects of these poli-
cies are demonstrated across all impacted persons exam-
ined in this review: patients, families, and healthcare 
providers. It provides valuable insights into strategies 
and adaptations that can help mitigate challenges during 
times of crisis. Balancing infection control measures with 
compassionate, family-centered care remains paramount. 
These findings contribute to the growing body of knowl-
edge on optimizing patient care and family support in 
unprecedented healthcare situations.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12913-024-11398-x.

Additional file 1: Supplementary Table 1. Preferred Reporting Items for 
Systematic Reviews and Meta-Analyses (PRISMA) Checklist. Supplemen-
tary Table 2. Enhancing transparency in reporting the synthesis of qualita-
tive research: the ENTREQ statement. Supplementary Table 3. MEDLINE 
search strategy. Supplementary Table 4. Characteristics of included 
adult intensive care unit (ICU) studies, alphabetical by study first author. 
Supplementary Table 5. Characteristics of included pediatric intensive 
care unit (PICU) studies, alphabetical by study first author. Supplementary 
Table 6Characteristics of included neonatal intensive care unit (NICU) 
studies, alphabetical by study first author. Supplementary Table 7. Critical 
Appraisal Skills Program qualitative studies checklist (CASP) appraisals for 
included studies (n = 184), alphabetical by study first author) Supplemen-
tary Table 8. Synthesis of findings (impacts to patient and family-
centered care [PFCC] and Family Integrate Care [FiCare]) Supplementary 
Table 9. Synthesis of findings (personal and professional impacts). 
Supplementary Table 10. Synthesis of findings (transitioning to virtual 
communication). Supplementary Table 11. Synthesis of findings 
(impacts to support systems). Supplementary Table 12. Synthesis of 
findings (impacts to relationships). Supplementary Table 13. Synthesis 
of findings (EDI considerations or related impacts). Supplementary 
Table 14. Synthesis of findings (Policy related factors).

Acknowledgements
Not applicable.

Author contributions
Conceptualization, KDK, NJ, LL, JSL, and KMF; methodology, KDK, NJ, LL, JSL, 
OD, CD, DJN, KKSP, BR, AW, HTS, JPL, and KMF.; formal analysis, KDK, NJ, LL, 
JSL, OD, MPL; data curation, KDK, NJ, LL, JSL, OD, MPL; writing—original draft 
preparation, KDK, NJ, LL, JSL, OD, KMF; writing—review and editing, KDK, NJ, 
LL, JSL, OD, MPL, CD, DJN, KKSP, BR, AW, HTS, JPL, and KMF; supervision, KMF.; 
project administration, KDK.; funding acquisition, KMF. All authors have read 
and agreed to the published version of the manuscript.

Funding
This study was supported by a COVID-19 Rapid Response Funding Grant to Dr. 
Kirsten M. Fiest from the Canadian Institutes of Health Research.

Data availability
The data that support the findings of this study are available from the authors.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1Department of Critical Care Medicine, Alberta Health Services & 
University of Calgary, Calgary, AB, Canada
2Department of Pediatrics, Cumming School of Medicine, Pediatric 
Intensive Care Unit, Children’s Hospital Research Institute, Faculty of 
Nursing, University of Calgary, Calgary, Alberta, AB, Canada
3Lawrence S. Bloomberg Faculty of Nursing, University of Toronto, 
Toronto, ON, Canada
4Department of Medicine, Department of Health Research Methods, 
Evidence and Impact, McMaster University, Hamilton, ON, Canada
5Canadian Society of Respiratory Therapists, Ottawa, ON, Canada
6Department of Critical Care Medicine, Faculty of Medicine and Dentistry, 
University of Alberta, Edmonton, AB, Canada
7Faculty of Health, School of Health Administration, Dalhousie University, 
Halifax, NS, Canada
8Department of Community Health Sciences & O’Brien Institute for Public 
Health, University of Calgary, Calgary, AB, Canada
9Department of Psychiatry & Hotchkiss Brain Institute, University of 
Calgary, Calgary, AB, Canada

Received: 20 March 2024 / Accepted: 2 August 2024

References
1.	 Bell JA, Hyland S, DePellegrin T, Upshur RE, Bernstein M, Martin DK. SARS and 

hospital priority setting: a qualitative case study and evaluation. BMC Health 
Serv Res. 2004;4(1):36.

2.	 Booth CM, Stewart TE. Communication in the Toronto critical care commu-
nity: important lessons learned during SARS. Crit Care. 2003;7(6):405–6.

3.	 Hawryluck L, Lapinsky SE, Stewart TE. Clinical review: SARS - lessons in disas-
ter management. Crit Care. 2005;9(4):384–9.

4.	 Rogers S. Why can’t I visit? The ethics of visitation restrictions - lessons 
learned from SARS. Crit Care. 2004;8(5):300–2.

5.	 Davidson JE, Aslakson RA, Long AC, Puntillo KA, Kross EK, Hart J, et al. Guide-
lines for family-centered care in the neonatal, Pediatric, and adult ICU. Crit 
Care Med. 2017;45(1):103–28.

6.	 Milner KA, Goncalves S, Marmo S, Cosme S. Is Open Visitation really 
open in adult intensive care units in the United States? Am J Crit Care. 
2020;29(3):221–5.

7.	 Milner KA, Marmo S, Goncalves S. Implementation and sustainment strate-
gies for open visitation in the intensive care unit: a multicentre qualitative 
study. Intensive Crit Care Nurs. 2020:102927.

https://doi.org/10.1186/s12913-024-11398-x
https://doi.org/10.1186/s12913-024-11398-x


Page 19 of 22Krewulak et al. BMC Health Services Research          (2024) 24:936 

8.	 Ning J, Slatyer S. When ‘open visitation in intensive care units’ meets the 
Covid-19 pandemic. Intensive Crit Care Nurs. 2020;62:102969.

9.	 Ning J, Cope V. Open visiting in adult intensive care units - a structured 
literature review. Intensive Crit Care Nurs. 2020;56:102763.

10.	 Institute for Patient- and Family-centered Care. Patient and Family-Centered 
Care 2023 [ https://ipfcc.org/about/pfcc.html

11.	 Family Integrated Care. Family Integrated Care 2023 [https://familyintegrated-
care.com/

12.	 Rosa RG, Tonietto TF, da Silva DB, Gutierres FA, Ascoli AM, Madeira LC, et al. 
Effectiveness and safety of an extended ICU visitation model for Delirium 
Prevention: a before and after study. Crit Care Med. 2017;45(10):1660–7.

13.	 Westphal GA, Moerschberger MS, Vollmann DD, Inácio AC, Machado MC, 
Sperotto G, et al. Effect of a 24-h extended visiting policy on delirium in criti-
cally ill patients. Intensive Care Med. 2018;44(6):968–70.

14.	 Van Rompaey B, Elseviers MM, Schuurmans MJ, Shortridge-Baggett LM, 
Truijen S, Bossaert L. Risk factors for delirium in intensive care patients: a 
prospective cohort study. Crit Care. 2009;13(3):R77.

15.	 Nassar Junior AP, Besen B, Robinson CC, Falavigna M, Teixeira C, Rosa RG. 
Flexible Versus Restrictive visiting policies in ICUs: a systematic review and 
Meta-analysis. Crit Care Med. 2018;46(7):1175–80.

16.	 Fumagalli S, Boncinelli L, Lo Nostro A, Valoti P, Baldereschi G, Di Bari M, et al. 
Reduced cardiocirculatory complications with unrestrictive visiting policy 
in an intensive care unit: results from a pilot, randomized trial. Circulation. 
2006;113(7):946–52.

17.	 Pong AL, Beekmann SE, Faltamo MM, Polgreen PM, Shane AL. Visitor restric-
tion policies and practices in children’s hospitals in North America: results 
of an emerging Infections Network Survey. Infect Control Hosp Epidemiol. 
2018;39(8):968–71.

18.	 Yagiela LM, Carlton EF, Meert KL, Odetola FO, Cousino MK. Parent medical 
traumatic stress and Associated Family outcomes after Pediatric critical ill-
ness: a systematic review. Pediatr Crit Care Med. 2019;20(8):759–68.

19.	 Shirasaki K, Hifumi T, Nakanishi N, Nosaka N, Miyamoto K, Komachi MH, et 
al. Postintensive care syndrome family: a comprehensive review. Acute Med 
Surg. 2024;11(1):e939.

20.	 Kynoch K, Chang A, Coyer F, McArdle A. The effectiveness of interventions 
to meet family needs of critically ill patients in an adult intensive care 
unit: a systematic review update. JBI Database Syst Rev Implement Rep. 
2016;14(3):181–234.

21.	 Alvarez GF, Kirby AS. The perspective of families of the critically ill patient: 
their needs. Curr Opin Crit Care. 2006;12(6):614–8.

22.	 Istanboulian L, Rose L, Yunusova Y, Dale C. Barriers to and facilitators for 
supporting patient communication in the adult ICU during the COVID-19 
pandemic: a qualitative study. J Adv Nurs. 2022;78(8):2548–60.

23.	 Bannerman K, Aitken L, Donnelly P, Kidson C. Parental perceptions of the 
impact of COVID-19 restrictions on family-centred care at a paediatric inten-
sive care unit. Br J Child Health. 2021;2(4):195–200.

24.	 Coutts KA, Neille J, Louw N. Feeding practices in public hospitals’ neonatal 
intensive care units: an exploration into the ways in which COVID-19 affected 
the best practice in Gauteng. S Afr J Commun Disord. 2022;69(2):e1–8.

25.	 Bembich S, Tripani A, Mastromarino S, Di Risio G, Castelpietra E, Risso FM. 
Parents experiencing NICU visit restrictions due to COVID-19 pandemic. Acta 
Paediatr. 2021;110(3):940–1.

26.	 Bartoli D, Trotta F, Pucciarelli G, Simeone S, Miccolis R, Cappitella C, et al. The 
lived experiences of family members who visit their relatives in Covid-19 
intensive care unit for the first time: a phenomenological study. Heart Lung. 
2022;54:49–55.

27.	 Kurtuncu M, Kurt A, Arslan N. The experiences of COVID-19 patients in Inten-
sive Care units: a qualitative study. Omega (Westport). 2023;87(2):504–18.

28.	 Donkers MA, Gilissen V, Candel M, van Dijk NM, Kling H, Heijnen-Panis R, et al. 
Moral distress and ethical climate in intensive care medicine during COVID-
19: a nationwide study. BMC Med Ethics. 2021;22(1):73.

29.	 Lamiani G, Biscardi D, Meyer EC, Giannini A, Vegni E. Moral Distress trajectories 
of Physicians 1 year after the COVID-19 outbreak: a grounded theory study. 
Int J Environ Res Public Health. 2021;18(24).

30.	 LoGiudice JA, Bartos S. Experiences of nurses during the COVID-19 pandemic: 
a mixed-methods study. AACN Adv Crit Care. 2021;32(1):14–26.

31.	 Fonfe A, Clements D, McKechnie L. Parental access to neonatal units: incon-
sistency during the COVID-19 pandemic. Infant. 2021;17(2):71–5.

32.	 Balistreri KA, Lim PS, Tager JB, Davies WH, Karst JS, Scanlon MC, et al. It has 
added another layer of stress: Covid-19’s impact in the PICU. Hosp Pediatr. 
2021;11(10):E226–34.

33.	 McPeake J, Kentish-Barnes N, Banse E, Anderson L, Cuzco C, Azoulay E, et 
al. Clinician perceptions of the impact of ICU family visiting restrictions 
during the COVID-19 pandemic: an international investigation. Crit Care. 
2023;27(1):33.

34.	 McAndrew NS, Rosa WE, Moore KM, Christianson J, AbuZahra T, Mussatti M, et 
al. Sprinting in a Marathon: nursing staff and nurse leaders make meaning of 
practicing in COVID-19 devoted units pre-vaccine. SAGE Open Nurs. 2023;9(1
01724853):23779608231165688.

35.	 Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. 
The PRISMA 2020 statement: an updated guideline for reporting systematic 
reviews. BMJ. 2021;372:n71.

36.	 Tong A, Flemming K, McInnes E, Oliver S, Craig J. Enhancing transparency 
in reporting the synthesis of qualitative research: ENTREQ. BMC Med Res 
Methodol. 2012;12:181.

37.	 Moss SJ, Krewulak KD, Stelfox HT, Ahmed SB, Anglin MC, Bagshaw SM, et 
al. Restricted visitation policies in acute care settings during the COVID-19 
pandemic: a scoping review. Crit Care. 2021;25(1):347.

38.	 Moss SJ, Stelfox HT, Krewulak KD, Ahmed S, Anglin MC, Bagshaw SM, et al. 
Impact of restricted visitation policies in hospitals on patients, family mem-
bers and healthcare providers during the COVID-19 pandemic: a scoping 
review protocol. BMJ Open. 2021;11(9):e048227.

39.	 Bramer WM, Giustini D, de Jonge GB, Holland L, Bekhuis T. De-duplication of 
database search results for systematic reviews in EndNote. J Med Libr Assoc. 
2016;104(3):240–3.

40.	 Thomas J, Harden A. Methods for the thematic synthesis of qualitative 
research in systematic reviews. BMC Med Res Methodol. 2008;8:45.

41.	 Critical Appraisal Skills Programme. CASP qualitative checklist 2018 [https://
casp-uk.net/casp-tools-checklists/

42.	 Lewin S, Glenton C, Munthe-Kaas H, Carlsen B, Colvin CJ, Gülmezoglu M, et al. 
Using qualitative evidence in decision making for health and social interven-
tions: an approach to assess confidence in findings from qualitative evidence 
syntheses (GRADE-CERQual). PLoS Med. 2015;12(10):e1001895.

43.	 Vance AJ, Malin KJ, Miller J, Shuman CJ, Moore TA, Benjamin A. Parents’ pan-
demic NICU experience in the United States: a qualitative study. BMC Pediatr. 
2021;21(1):558.

44.	 Holm A, Dreyer P. Nurses’ experiences of the phenomenon ‘isolation com-
munication’. Nurs Crit Care. 2022(9808649, c3k).

45.	 Testoni I, Iacona E, Palazzo L, Barzizza B, Baldrati B, Mazzon D et al. Death noti-
fication in Italian critical care unites and Emergency Services. A qualitative 
study with Physicians, nurses and relatives. Int J Environ Res Public Health. 
2021;18(24).

46.	 Mehta S, Yarnell C, Shah S, Dodek P, Parsons-Leigh J, Maunder R, et al. The 
impact of the COVID-19 pandemic on intensive care unit workers: a nation-
wide survey. Can J Anaesth. 2022;69(4):472–84.

47.	 Tasgit A, Dil S. Psychosocial difficulties experienced by parents of babies 
treated in a neonatal Intensive Care Unit during the Coronavirus Pandemic. 
Arch Psychiatr Nurs. 2022;41(6 year):295–9.

48.	 Kennedy NR, Steinberg A, Arnold RM, Doshi AA, Elmer J, White DB, et al. 
Perspectives on telephone and video communication in the intensive care 
unit during COVID-19. Ann Am Thorac Soc. 2021;18(5):838–47.

49.	 Wray J, Ndokera R, Pierce CM, Oldham G. The impact of restrictions to visiting 
in paediatric intensive care during the COVID-19 pandemic. Nurs Crit Care. 
2023;28(5):818–25.

50.	 Muniraman H, Ali M, Cawley P, Hillyer J, Heathcote A, Ponnusamy V, et al. 
Parental perceptions of the impact of neonatal unit visitation policies during 
COVID-19 pandemic. BMJ Paediatr Open. 2020;4(1):e000899.

51.	 Hochendoner SJ, Amass TH, Curtis JR, Witt P, Weng X, Toyobo O, et al. 
Voices from the pandemic: a qualitative study of Family experiences and 
suggestions regarding the care of critically ill patients. Ann Am Thorac Soc. 
2022;19(4):614–24.

52.	 Cook DJ, Takaoka A, Hoad N, Swinton M, Clarke FJ, Rudkowski JC, et al. 
Clinician perspectives on caring for dying patients during the pandemic: a 
mixed-methods study. Ann Intern Med. 2021;174(4):493–500.

53.	 Nugent SM, Golden SE, Chapa J, Tuepker A, Slatore CG, Vranas KC. You’re 
socially distant and trying not to be emotionally distant. Physicians’ perspec-
tives of Communication and Therapeutic relationships in the ICU during the 
COVID-19 pandemic: a qualitative study. Crit Care Explor. 2023;5(2):e0854.

54.	 Guessoum SB, Marvaldi M, Thomas I, Lachal J, Carretier E, Moro MR, et al. The 
experience of anaesthesiology care providers in temporary intensive care 
units during the COVID-19 pandemic in France: a qualitative study. Anaesth 
Crit Care Pain Med. 2022;41(3):101061.

https://ipfcc.org/about/pfcc.html
https://familyintegratedcare.com/
https://familyintegratedcare.com/
https://casp-uk.net/casp-tools-checklists/
https://casp-uk.net/casp-tools-checklists/


Page 20 of 22Krewulak et al. BMC Health Services Research          (2024) 24:936 

55.	 Schallenburger M, Reuters MC, Schwartz J, Fischer M, Roch C, Werner L, et al. 
Inpatient generalist palliative care during the SARS-CoV-2 pandemic - experi-
ences, challenges and potential solutions from the perspective of health care 
workers. BMC Palliat Care. 2022;21(1):63.

56.	 Benzies KM, Aziz K, Shah V, Faris P, Isaranuwatchai W, Scotland J, et al. Effec-
tiveness of Alberta Family Integrated Care on infant length of stay in level 
II neonatal intensive care units: a cluster randomized controlled trial. BMC 
Pediatr. 2020;20(1):535.

57.	 Synnes AR, Petrie J, Grunau RE, Church P, Kelly E, Moddemann D, et al. Family 
integrated care: very preterm neurodevelopmental outcomes at 18 months. 
Arch Dis Child Fetal Neonatal Ed. 2022;107(1):76–81.

58.	 O’Brien K, Robson K, Bracht M, Cruz M, Lui K, Alvaro R, et al. Effectiveness of 
Family Integrated Care in neonatal intensive care units on infant and parent 
outcomes: a multicentre, multinational, cluster-randomised controlled trial. 
Lancet Child Adolesc Health. 2018;2(4):245–54.

59.	 Hei M, Gao X, Li Y, Gao X, Li Z, Xia S, et al. Family Integrated Care for 
Preterm infants in China: a Cluster Randomized Controlled Trial. J Pediatr. 
2021;228:36–e432.

60.	 European Foundation for the Care of Newborn Infants. European Standards 
of Care for Newborn Health 2023 [https://newborn-health-standards.org/

61.	 Terp K, Sjöström-Strand A. Parents’ experiences and the effect on the family 
two years after their child was admitted to a PICU-An interview study. Inten-
sive Crit Care Nurs. 2017;43:143–8.

62.	 Proctor DL. Relationship between visitation policy in a pediatric intensive unit 
and parental anxiety. Child Health Care. 1987;16(1):13–7.

63.	 Scott LD. Perceived needs of parents of critically ill children. J Soc Pediatr 
Nurs. 1998;3(1):4–12.

64.	 Meert KL, Clark J, Eggly S. Family-centered care in the pediatric intensive care 
unit. Pediatr Clin North Am. 2013;60(3):761–72.

65.	 Rozdilsky JR. Enhancing sibling presence in pediatric ICU. Crit Care Nurs Clin 
North Am. 2005;17(4):451–61. xii.

66.	 Krewulak KD, Jaworska N, Spence KL, Mizen SJ, Kupsch S, Stelfox HT, et 
al. Impact of restricted visitation policies during the First Wave of the 
COVID-19 pandemic on communication between critically ill patients, 
families, and clinicians: a qualitative interview study. Ann Am Thorac Soc. 
2022;19(7):1169–76.

67.	 Rodriquez J. Reconfiguring the social organization of work in the intensive 
care unit: changed relationships and new roles during COVID-19. Soc Sci 
Med. 2023;317:115600. ((Rodriquez) Department of Sociology, University of 
Massachusetts Boston, 100 Morrissey Blvd, Boston, MA 02115, United States).

68.	 Butler CR, Wong SPY, Wightman AG, O’Hare AM. US clinicians’ experiences 
and perspectives on Resource Limitation and Patient Care during the COVID-
19 pandemic. JAMA Netw Open. 2020;3(11):e2027315.

69.	 Bansal R, Jezrawi R, Greenwald A, Sandhanwalia S, Luo E, Greenwald I, et 
al. Frontline connect: evaluating a virtual technology program to enhance 
patient and provider communication during COVID-19. J Eval Clin Pract. 
2022;28(4):641–9.

70.	 Digby R, Manias E, Haines KJ, Orosz J, Ihle J, Bucknall TK. Family experiences 
and perceptions of intensive care unit care and communication during the 
COVID-19 pandemic. Aust Crit Care. 2023;36(3):350–60.

71.	 Digby R, Manias E, Haines KJ, Orosz J, Ihle J, Bucknall TK. Staff experiences, 
perceptions of care, and communication in the intensive care unit during the 
COVID-19 pandemic in Australia. Aust Crit Care. 2023;36(1):66–76.

72.	 Klinger I, Heckel M, Shahda S, Kriesen U, Schneider C, Kurkowski S, et al. 
COVID-19: challenges and solutions for the provision of care to seriously ill 
and dying people and their relatives during SARS-CoV-2 pandemic - perspec-
tives of pandemic response team members: a qualitative study on the basis 
of expert interviews (part of PallPan). Palliat Med. 2022;36(7):1092–103.

73.	 Marmo S, Milner KA. From Open to Closed: COVID-19 restrictions on previ-
ously unrestricted visitation policies in adult intensive care units. Am J Crit 
Care. 2023;32(1):31–41.

74.	 Greenberg JA, Basapur S, Quinn TV, Bulger JL, Schwartz NH, Oh SK, et al. Chal-
lenges faced by families of critically ill patients during the first wave of the 
COVID-19 pandemic. Patient Educ Couns. 2022;105(2):297–303.

75.	 van Zuylen ML, de Snoo-Trimp JC, Metselaar S, Dongelmans DA, Molewijk 
B. Moral distress and positive experiences of ICU staff during the COVID-19 
pandemic: lessons learned. BMC Med Ethics. 2023;24(1):40.

76.	 Kok N, Zegers M, Fuchs M, van der Hoeven H, Hoedemaekers C, van Gurp J. 
Development of Moral Injury in ICU professionals during the COVID-19 pan-
demic: a prospective serial interview study. Crit Care Med. 2023;51(2):231–40.

77.	 Morestin F, Castonguay J, Healthy Public Policy,. Constructing a Logic 
Model for a Healthy Public Policy: Why and How? National Collaborating 

Centre for ; 2013 [https://www.ncchpp.ca/docs/LogicModeleLogique_
En.pdf#:~:text=A%20logic%20model%20as%20it%20is%20defined%20
here,the%20policy%20being%20studied%20is%20meant%20to%20operate

78.	 Garfield H, Westgate B, Chaudhary R, King M, O’Curry S, Archibald SJ. Parental 
and staff experiences of restricted parental presence on a neonatal intensive 
care unit during COVID-19. Acta Paediatr. 2021;110(12):3308–14.

79.	 Vance AJ, Malin KJ, Benjamin A, Shuman CJ, Moore TA, Costa DK. Pandemic 
visitor policies: parent reactions and policy implications. Acta Paediatr. 
2022;111(3):604–6.

80.	 Hasanpour M, Pouraboli B, Mohammadpour M, Tahmasebi M, Sabeti F. 
Challenges of paediatric palliative care in the intensive care unit during the 
COVID-19 pandemic. Int J Palliat Nurs. 2021;27(6):303–15.

81.	 Creutzfeldt CJ, Schutz REC, Zahuranec DB, Lutz BJ, Curtis JR, Engelberg RA. 
Family Presence for patients with severe Acute Brain Injury and the influence 
of the COVID-19 pandemic. J Palliat Med. 2021;24(5):743–6.

82.	 de la Noue V, Le Bourhis H, Viallard M-L. In what ways has the COVID-19 
crisis been a challenge for caregivers in intensive care units in terms of their 
relationship with their patients’ relatives? SSRN. 2021.

83.	 Ellis CJ, Heartlands Hospital ITUFLT. Communication in the time of COVID. 
Future Healthc J. 2020;7(3):e36–8.

84.	 Elma A, Cook D, Howard M, Takaoka A, Hoad N, Swinton M, et al. Use of Video 
Technology in End-of-life care for hospitalized patients during the COVID-19 
pandemic. Am J Crit Care. 2022;31(3):240–8.

85.	 Jensen HI, Akerman E, Lind R, Alfheim HB, Frivold G, Fridh I, et al. Conditions 
and strategies to meet the challenges imposed by the COVID-19-related 
visiting restrictions in the intensive care unit: a scandinavian cross-sectional 
study. Intensive Crit Care Nurs. 2022;68:103116.

86.	 Keen A, George A, Stuck BT, Snyder C, Fleck K, Azar J, et al. Nurse perceptions 
of a nurse family liaison implemented during the COVID-19 pandemic: a 
qualitative thematic analysis. Intensive Crit Care Nurs. 2022;70:103185.

87.	 Kentish-Barnes N, Degos P, Viau C, Azoulay E, Pochard F. It was a nightmare 
until I saw my wife: the importance of family presence for patients with 
COVID-19 hospitalized in the ICU. Intensive Care Med. 2021;47(7):792–4.

88.	 Maaskant JM, Jongerden IP, Bik J, Joosten M, Musters S, Storm-Versloot MN, 
et al. Strict isolation requires a different approach to the family of hospi-
talised patients with COVID-19: a rapid qualitative study. Int J Nurs Stud. 
2021;117:103858.

89.	 Nasrabadi AN, Karami F, Varasteh S, Arman A. Lived experiences of critically ill 
patients with covid-11 after discharge from intensive care unit: a phenom-
enological study. Iran Red Crescent Med J. 2021;23(7):e661.

90.	 Norouzadeh R, Abbasinia M, Tayebi Z, Sharifipour E, Koohpaei A, Aghaie B, 
et al. Experiences of patients with COVID-19 admitted to the Intensive Care 
units: a qualitative study. J Patient Exp. 2021;8:23743735211007359.

91.	 Pilosof NP, Barrett M, Oborn E, Barkai G, Pessach IM, Zimlichman E. Telemedi-
cine implementation in COVID-19 ICU: balancing physical and virtual forms 
of visibility. HERD. 2021;14(3):34–48.

92.	 Rao H, Mancini D, Cervantes L, Tong A, Khan H, Santacruz Gutierrez B, et al. 
Frontline interdisciplinary clinician perspectives on caring for patients with 
COVID-19: a qualitative study. BMJ Open. 2021;11(5):e048712.

93.	 Rose L, Rafferty AM, Xyrichis A, Yu L, Casey J, Cook A, et al. Communication 
and virtual visiting for families of patients in intensive care during the COVID-
19 pandemic: a UK national survey. Ann Am Thorac Soc. 2021;18(10):1685–92.

94.	 Voultsos P, Tsompanian A, Deligianni M, Tsamadou E, Tsaroucha AK. A qualita-
tive study of nursing practitioners’ experiences with COVID-19 patients dying 
alone in Greece. Front Public Health. 2022;10((Voultsos, Deligianni, Tsama-
dou) Laboratory of Forensic Medicine & Toxicology, School of Medicine, 
Faculty of Health Sciences, Aristotle University of Thessaloniki, Thessaloniki, 
Greece(Tsompanian, Tsaroucha) Postgraduate Program on Bioethics, 
Laboratory):981780.

95.	 Boulton AJ, Jordan H, Adams CE, Polgarova P, Morris AC, Arora N. Intensive 
care unit visiting and family communication during the COVID-19 pandemic: 
a UK survey. J Intensive Care Soc. 2022;23(3):293–6.

96.	 Fiest KM, Krewulak KD, Jaworska N, Spence KL, Mizen SJ, Bagshaw SM, et al. 
Impact of restricted visitation policies during COVID-19 on critically ill adults, 
their families, critical care clinicians, and decision-makers: a qualitative inter-
view study. Can J Anaesth. 2022;69(10):1248–59.

97.	 Montesanti S, MacKean G, Fitzpatrick KM, Fancott C. Family caregivers as 
essential partners in care: examining the impacts of restrictive acute care 
visiting policies during the COVID-19 pandemic in Canada. BMC Health Serv 
Res. 2023;23(1):320.

98.	 Campbell-Yeo M, Dol J, Richardson B, McCulloch H, Hundert A, Foye S, et al. 
A co-design of clinical virtual care pathways to engage and support families 

https://newborn-health-standards.org/
https://www.ncchpp.ca/docs/LogicModeleLogique_En.pdf#:~:text=A%20logic%20model%20as%20it%20is%20defined%20here,the%20policy%20being%20studied%20is%20meant%20to%20operate
https://www.ncchpp.ca/docs/LogicModeleLogique_En.pdf#:~:text=A%20logic%20model%20as%20it%20is%20defined%20here,the%20policy%20being%20studied%20is%20meant%20to%20operate
https://www.ncchpp.ca/docs/LogicModeleLogique_En.pdf#:~:text=A%20logic%20model%20as%20it%20is%20defined%20here,the%20policy%20being%20studied%20is%20meant%20to%20operate


Page 21 of 22Krewulak et al. BMC Health Services Research          (2024) 24:936 

requiring neonatal intensive care in response to the COVID-19 pandemic 
(COVES study). J Neonatal Nurs. 2021;27(6):463–70.

99.	 Kyno NM, Fugelseth D, Knudsen LMM, Tandberg BS. Starting parenting in 
isolation a qualitative user-initiated study of parents’ experiences with hos-
pitalization in neonatal intensive care units during the COVID-19 pandemic. 
PLoS ONE. 2021;16(10):e0258358.

100.	 McCulloch H, Campbell-Yeo M, Richardson B, Dol J, Hundert A, Dorling 
J, et al. The impact of Restrictive Family Presence policies in response to 
COVID-19 on Family Integrated Care in the NICU: a qualitative study. HERD. 
2022;15(2):49–62.

101.	 Richter LL, Ku C, Mak MYY, Holsti L, Kieran E, Alonso-Prieto E, et al. Experiences 
of mothers of Preterm infants in the neonatal Intensive Care Unit during the 
COVID-19 pandemic. Adv Neonatal Care. 2023;23(4):295–303.

102.	 Celık MY, Guler S. Difficulties experienced in providing care of infants in 
the neonatal intensive care unit during COVID-19. Early Child Dev Care. 
2021;192(15):2370–82.

103.	 Galeano SPO, Maya ÁMS. Experiences of parents of Preterm Children hospi-
talized regarding restrictions to interact with their children imposed because 
of the COVID-19 pandemic. Invest Educ Enferm. 2021;39(2).

104.	 Maria A, Mukherjee R, Upadhyay S, Pratima K, Bandyopadhyay T, Gupta 
R, et al. Barriers and enablers of breastfeeding in mother-newborn dyads 
in institutional settings during the COVID-19 pandemic: a qualitative 
study across seven government hospitals of Delhi, India. Front Nutr. 
2022;9(101642264):1052340.

105.	 Becque YN, van der Geugten W, van der Heide A, Korfage IJ, Pasman HRW, 
Onwuteaka-Philipsen BD, et al. Dignity reflections based on experiences of 
end-of-life care during the first wave of the COVID-19 pandemic: a qualitative 
inquiry among bereaved relatives in the Netherlands (the CO-LIVE study). 
Scand J Caring Sci. 2022;36(3):769–81.

106.	 Dennis B, Vanstone M, Swinton M, Brandt Vegas D, Dionne JC, Cheung A, et 
al. Sacrifice and solidarity: a qualitative study of family experiences of death 
and bereavement in critical care settings during the pandemic. BMJ Open. 
2022;12(1):e058768.

107.	 Klop HT, Nasori M, Klinge TW, Hoopman R, de Vos MA, du Perron C, et al. 
Family support on intensive care units during the COVID-19 pandemic: a 
qualitative evaluation study into experiences of relatives. BMC Health Serv 
Res. 2021;21(1):1060.

108.	 Turkmen E, Kebapci A. Opinions and experiences of healthcare professionals 
regarding structured virtual patient visits in ICUs: a qualitative study. J Nurs 
Scholarsh. 2022;54(6):799–807.

109.	 Jungestrand L, Holm E, Rose L, Wolf A, Ringdal M. Family member perspec-
tives on intensive care unit in-person visiting restrictions during the COVID-
19 pandemic: a qualitative study. Intensive Crit Care Nurs. 2023;75:103347. 
((Jungestrand) Kungalvs hospital, Department of Anesthesiology and 
Intensive Care, Sweden(Holm) Sahlgrenska University Hospital, Department 
of Anesthesiology and Intensive Care, Gothenburg, Sweden(Rose) Faculty of 
Nursing, King’s College London, London, Un).

110.	 Bernild C, Missel M, Berg S. COVID-19: lessons learned about communication 
between Family members and Healthcare Professionals-A qualitative study 
on how close family members of patients hospitalized in Intensive Care Unit 
with COVID-19 experienced communication and collaboration with Health-
care professionals. Inquiry. 2021;58:469580211060005.

111.	 Lopez-Soto C, Bates E, Anderson C, Saha S, Adams L, Aulakh A, et al. The 
role of a Liaison Team in ICU Family Communication during the COVID 19 
pandemic. J Pain Symptom Manage. 2021;62(3):e112–9.

112.	 Ponnapa Reddy M, Kadam U, Lee JDY, Chua C, Wang W, McPhail T, et al. Family 
satisfaction with intensive care unit communication during the COVID-19 
pandemic: a prospective multicentre Australian study family satisfaction - 
COVID ICU. Intern Med J. 2023;53(4):481–91.

113.	 Rose L, Graham T, Xyrichis A, Pattison N, Metaxa V, Saha S et al. Family 
perspectives on facilitators and barriers to the set up and conduct of virtual 
visiting in intensive care during the COVID-19 pandemic: a qualitative 
interview study. Intensive Crit Care Nurs. 2022;72((Rose) Critical Care Nursing, 
Florence Nightingale Faculty of Nursing, King’s College London, 57 Waterloo 
Rd, London, United Kingdom(Graham, Xyrichis) Florence Nightingale 
Faculty of Nursing, King’s College London, 57 Waterloo Rd, London, United 
Kingdom(P):103264.

114.	 Schockett E, Ishola M, Wahrenbrock T, Croskey A, Cain S, Benjenk I, et al. The 
impact of integrating Palliative Medicine into COVID-19 critical care. J Pain 
Symptom Manage. 2021;62(1):153–e81.

115.	 Taylor SP, Short RT 3rd, Asher AM, Taylor B, Beidas RS. A rapid pre-implemen-
tation evaluation to inform a family engagement navigator program during 
COVID-19. Implement Sci Commun. 2020;1(1):110.

116.	 Stenman L, Hogberg L, Engstrom A. Critical care nurses’ experiences Caring 
for patients when relatives were not allowed in the ICUs due to COVID-19 
pandemic. SAGE Open Nurs. 2022;8(101724853):23779608221103627.

117.	 Zante B, Erne K, Jeitziner MM. Video calls did not reduce PTSD symptoms 
in relatives during restricted ICU visits in the COVID-19 pandemic. Sci Rep. 
2022;12(1):14405.

118.	 Bench S, Cherry H, Hodson M, James A, McGuinness N, Parker G, et al. 
Patients’ perspectives of recovery after COVID-19 critical illness: an interview 
study. Nurs Crit Care. 2023;28(4):585–95.

119.	 Dowrick A, Mitchinson L, Hoernke K, Mulcahy Symmons S, Cooper S, Martin 
S, et al. Re-ordering connections: UK healthcare workers’ experiences of 
emotion management during the COVID-19 pandemic. Sociol Health Illn. 
2021;43(9):2156–77.

120.	 Haakma T, Tieben R, Sleven B, Buise M, van Mol M. Experiences of nurses with 
an innovative digital diary intervention in the intensive care unit: a qualitative 
exploration. Intensive Crit Care Nurs. 2022;70:103197.

121.	 Vesel T, Ernst E, Vesel L, McGowan K, Stopka TJ. A qualitative study of the 
role of Palliative Care during the COVID-19 pandemic: perceptions and 
experiences among critical care clinicians, hospital leaders, and spiritual care 
providers. Am J Hosp Palliat Care. 2022;39(10):1236–43.

122.	 Berntzen H, Lind R, Alfheim H, Toien K. Coping in times of disruption and 
deprivation-experiences of family members during COVID-19 patients’ critical 
illness: a qualitative study. Nurs Open. 2023;10(7):4825–37.

123.	 Chen C, Sullivan SS, Lorenz RA, Chang Y-P, Wittenberg E. The experiences of 
Family members of ventilated COVID-19 patients in the Intensive Care Unit: a 
qualitative study. Am J Hosp Palliat Care. 2021;38(7):869–76.

124.	 Falcó-Pegueroles A, Bosch-Alcaraz A, Terzoni S, Fanari F, Viola E, Via-Clavero G, 
et al. COVID-19 pandemic experiences, ethical conflict and decision-making 
process in critical care professionals (Quali-Ethics-COVID-19 research part 1): 
an international qualitative study. J Clin Nurs. 2023;32(15–16):5185–200.

125.	 Feder S, Smith D, Griffin H, Shreve ST, Kinder D, Kutney-Lee A, et al. Why 
couldn’t I go in to see him? Bereaved families’ perceptions of end-of-life com-
munication during COVID-19. J Am Geriatr Soc. 2021;69(3):587–92.

126.	 Fritz C, Claude LA, Hamada S, Trosdorf M, de la Barre H, Yavchitz A, et al. Daily 
Telephone Call during the COVID-19 pandemic: perceptions of families and 
providers. Am J Crit Care. 2022;31(1):77–81.

127.	 Parsons Leigh J, Mizen SJ, Moss SJ, Brundin-Mather R, de Grood C, Dodds A, 
et al. A qualitative descriptive study of the impact of the COVID-19 pandemic 
on staff in a Canadian intensive care unit. Can J Anaesth. 2023;70(3):384–94.

128.	 Sasangohar F, Ahmadi N, Dhala A, Zheng F, Kash B, Masud F. Use of telecritical 
care for family visitation to ICU during the COVID-19 pandemic: an interview 
study and sentiment analysis. BMJ Qual Saf. 2021;30(9):715–21.

129.	 White JH. A phenomenological study of nurse managers’ and Assistant Nurse 
managers’ experiences during the COVID-19 pandemic in the United States. J 
Nurs Manag. 2021;29(6):1525–34.

130.	 Zante B, Erne K, Grossenbacher J, Camenisch SA, Schefold JC, Jeitziner MM. 
Symptoms of post-traumatic stress disorder (PTSD) in next of kin during 
suspension of ICU visits during the COVID-19 pandemic: a prospective obser-
vational study. BMC Psychiatry. 2021;21(1):477.

131.	 Chen RT, Truong M, Watterson JR, Burrell A, Wong P. The impact of the 
intensive care unit family liaison nurse role on communication during the 
COVID-19 pandemic: a qualitative descriptive study of healthcare profession-
als’ perspectives. Aust Crit Care. 2023;36(1):127–32.

132.	 Falcó-Pegueroles A, Viola E, Poveda-Moral S, Rodriguez-Martin D, Via-Clavero 
G, Barello S, et al. Protective factors of ethical conflict during a pandemic-
quali-Ethics-COVID-19 research part 2: an international qualitative study. J 
Clin Nurs. 2023;32(17–18):6677–89.

133.	 Kentish-Barnes N, Morin L, Cohen-Solal Z, Cariou A, Demoule A, Azoulay E. 
The lived experience of ICU clinicians during the Coronavirus Disease 2019 
outbreak: a qualitative study. Crit Care Med. 2021;49(6):e585–97.

134.	 Kentish-Barnes N, Cohen-Solal Z, Morin L, Souppart V, Pochard F, Azoulay E. 
Lived experiences of family members of patients with severe COVID-19 who 
died in Intensive Care Units in France. JAMA Netw Open. 2021;4(6):e2113355.

135.	 Levi P, Moss J. Intensive care unit nurses’ lived experiences of psychologi-
cal stress and trauma caring for COVID-19 patients. Workplace Health Saf. 
2022;70(8):358–67.

136.	 Montgomery CM, Humphreys S, McCulloch C, Docherty AB, Sturdy S, Pattison 
N. Critical care work during COVID-19: a qualitative study of staff experiences 
in the UK. BMJ Open. 2021;11(5):e048124.



Page 22 of 22Krewulak et al. BMC Health Services Research          (2024) 24:936 

137.	 Campbell-Yeo M, Dol J, McCulloch H, Hughes B, Hundert A, Bacchini F, et al. 
The impact of parental Presence restrictions on Canadian parents in the NICU 
during COVID-19: a National Survey. J Fam Nurs. 2023;29(1):18–27.

138.	 Meesters N, van Dijk M, Sampaio de Carvalho F, Haverman L, Reiss IKM, 
Simons SHP, et al. COVID-19 lockdown impacts the wellbeing of par-
ents with infants on a Dutch neonatal intensive care unit. J Pediatr Nurs. 
2022;62:106–12.

139.	 Shoshi PH, Tuval-Mashiach R, Bin Nun A. One uncertainty added on top of 
another: challenges and resources of mothers of preterm infants during the 
COVID-19 pandemic. Front Psychol. 2022;13(101550902):968192.

140.	 Yance B, Do K, Heath J, Fucile S. Parental perceptions of the impact of NICU 
Visitation policies and restrictions due to the COVID-19 pandemic: a qualita-
tive study. Adv Neonatal Care. 2023;23(4):311–9.

141.	 Sabeti F, Mohammadpour M, Pouraboli B, Tahmasebi M, Hasanpour M. Health 
Care Providers’ experiences of the Non-pharmacological Pain and anxiety 
management and its barriers in the Pediatric Intensive Care Units. J Pediatr 
Nurs. 2021;60:e110–6.

142.	 Pilbeam C, Snow S. Thank you for helping me remember a nightmare I 
wanted to forget’: qualitative interviews exploring experiences of death and 
dying during COVID-19 in the UK for nurses redeployed to ICU. Mortality. 
2022;27(4):459–75.

143.	 Rosa D, Bonetti L, Villa G, Allieri S, Baldrighi R, Elisei RF et al. Moral Distress of 
Intensive Care nurses: a phenomenological qualitative study two years after 
the First Wave of the COVID-19 pandemic. Int J Environ Res Public Health. 
2022;19(22).

144.	 Vranas KC, Golden SE, Nugent S, Valley TS, Schutz A, Duggal A, et al. The 
influence of the COVID-19 pandemic on intensivists’ Well-Being: a qualitative 
study. Chest. 2022;162(2):331–45.

145.	 Moss SJ, Krewulak KD, Stelfox HT, Patten SB, Doig CJ, Leigh JP, et al. Perspec-
tives from designated family caregivers of critically ill adult patients during 
the COVID-19 pandemic: a qualitative interview study. PLoS ONE. 2022;17(9 
September):e0275310.

146.	 Bainter J, Fry M, Miller B, Miller T, Nyberg A, O’Dell A, et al. Family presence in 
the NICU: constraints and opportunities in the COVID-19 era. Pediatr Nurs. 
2020;46(5):256–9.

147.	 Blagdon A, Smith D, Bramfield T, Soraisham A, Mehrem AA. Evaluation of 
family and staff experiences with virtual rounding and bedside presence 
in a tertiary neonatal intensive care unit during the COVID-19 pandemic. J 
Telemed Telecare. 2022:1357633X221081294.

148.	 Campbell-Yeo M, McCulloch H, Hughes B, Hundert A, Dol J, Smit M, et al. 
Parental perspectives on technology use to enhance communication and 
closeness during the COVID-19 parental presence restrictions. J Neonatal 
Nurs. 2023;29(1):169–73.

149.	 Moynihan KM, Bailey V, Beke DM, Alizadeh F, Gauvreau K, Snaman JM. Staff 
perceptions of dying and death in a Pediatric Cardiac Intensive Care Unit 
during COVID-19. Am J Crit Care. 2023;32(3):221–5.

150.	 Díaz-Agea JL, Orcajada-Munoz I, Leal-Costa C, Adanez-Martinez MG, De 
Souza Oliveira AC, Rojo-Rojo A. How did the pandemic affect communica-
tion in clinical settings? A qualitative study with critical and Emergency Care 
nurses. Healthc (Basel). 2022;10(2).

151.	 Haruna J, Tatsumi H, Kazuma S, Kuroda H, Goto Y, Aisaka W, et al. Using an ICU 
Diary to Communicate with Family members of COVID-19 patients in ICU: a 
Case Report. J Patient Exp. 2021;8:23743735211034094.

152.	 Nishimura M, Toyama M, Mori H, Sano M, Imura H, Kuriyama A, et al. Providing 
end-of-life care for patients dying of COVID-19 and their families in isolated 
death during the pandemic in Japan: the providing end-of-life care for 
COVID-19 Project. Chest. 2023;163(2):383–95.

153.	 Seino Y, Aizawa Y, Kogetsu A, Kato K. Ethical and Social Issues for Health 
Care Providers in the Intensive Care Unit during the early stages of the 
COVID-19 pandemic in Japan: a Questionnaire Survey. Asian Bioeth Rev. 
2022;14(2):115–31.

154.	 Bavare AC, Goldman JR, Musick MA, Sembera KA, Sardual AA, Lam AK, et al. 
Virtual communication embedded Bedside ICU rounds: a hybrid rounds 
practice adapted to the Coronavirus Pandemic. Pediatr Crit Care Med. 
2021;22(8):e427–36.

155.	 Goncalves AC, Williams A, Koulouglioti C, Leckie T, Hunter A, Fitzpatrick D, et 
al. Surviving severe COVID-19: interviews with patients, informal carers and 
health professionals. Nurs Crit Care. 2023;28(1):80–8.

156.	 Xyrichis A, Pattison N, Ramsay P, Saha S, Cook A, Metaxa V, et al. Virtual visiting 
in intensive care during the COVID-19 pandemic: a qualitative descriptive 
study with ICU clinicians and non-ICU family team liaison members. BMJ 
Open. 2022;12(4):e055679.

157.	 Broom M, Cochrane T, Cruickshank D, Carlisle H. Parental perceptions on the 
impact of visiting restrictions during COVID-19 in a tertiary neonatal intensive 
care unit. J Paediatr Child Health. 2022;58(10):1747–52.

158.	 Aledreesi TM, Alrewaished M. Assessing the satisfaction and usability of 
patient families in the ICU with the Use of the Telehealth Communication 
Application myVisit. Cureus. 2023;15(4):e38078.

159.	 Otte HR, Ostergaard D, Meyhoff CS, Clausen NE, Bendixen G, Linderoth G. 
Introducing video calls in an intensive care unit during the COVID-19 lock-
down: a qualitative study. Dan Med J. 2022;69(6):A09210717.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 


	﻿Impact of restricted family presence during the COVID-19 pandemic on critically ill patients, families, and critical care clinicians: a qualitative systematic review
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Inclusion criteria
	﻿Information sources
	﻿Study records
	﻿Data management
	﻿Selection process
	﻿Data items
	﻿Data synthesis


	﻿Appraisal of study quality
	﻿Changes from the original protocol
	﻿Results
	﻿Characteristics of included studies
	﻿﻿Methodological limitations
	﻿GRADE-CERQual assessments
	﻿Impacts to FiCare or PFCC
	﻿Personal and professional impacts
	﻿Transitioning to virtual communication
	﻿Impact to support systems
	﻿Impacts to relationships
	﻿Equity, diversity, and inclusion or related impacts
	﻿Understanding of mitigation strategies/policies
	﻿Strategies to mitigate impacts

	﻿Discussion
	﻿Conclusions
	﻿References


