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ABSTRACT
Background: Being admitted to a paediatric intensive care unit is a stressful situation for the minor and their family, causing 
emotional alterations that generate changes in psychological, physical and social aspects, as well as on how to take care of the 
minor.
Aim: The objective of this study was to explore the coping strategies experienced by families who have a minor admitted to the 
paediatric intensive care unit.
Methods: Phenomenological qualitative research study. A sample of 12 participants was obtained from families who had a 
prolonged admission to the paediatric intensive care unit of a minimum duration of 3 months and who were not in an end-of-life 
situation. The data analysis was carried out by deepening the study theme during the data collection of the three group inter-
views conducted.
Ethics Statement: This study is part of a predoctoral research project approved by the Ethics Committee of the Vall d'Hebrón 
University Hospital in Barcelona (approval code: PRAMI-273/2015).
Results: Two main categories were identified that emerged from the families' perceptions related admission of their minors to 
the paediatric intensive care unit and their subsequent adaptation to the new situation: (1) Family self-perception: the families' 
own perceptions of different feelings and emotions experienced during admission and their interpretations are collected. (2) Role 
of the caregiver: understood as the families' perceptions of the capacity and willingness to face the new situation in the child's 
health-disease process; and 10 subcategories: training, comfort, confidence, fear, anxiety, impotence, loneliness, will, adaptabil-
ity and reference family group.
Conclusions: The findings show the need to carry out an integrative approach to families which coexist in a paediatric intensive 
care unit; through the training of these families to be able to cope with health changes.

1   |   Introduction

Children from newborn to 18 years of age are admitted to 
a Paediatric Intensive Care Unit (PICU) due to infections, 

respiratory and cardiac diseases, trauma, among other con-
ditions. Admission to the PICU represents a highly stressful 
experience for the family, affecting their well-being due to un-
certainty about the prognosis, separation and difficulties in 
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emotional bonding. In addition, financial and logistical barriers 
exacerbate the situation, causing caregivers anxiety, depression, 
stress, which impacts on their psychological, physical and social 
well-being, as well as the way they care for the child. Support 
and effective communication with healthcare professionals is 
essential to address this situation and ensure the best care for 
the critically ill child [1–6].

In recent decades, technological advances in healthcare have 
contributed significantly to the increase in life expectancy. As 
a consequence, there has been an increase in the number of pa-
tients with multiple pathologies or complex clinical conditions, 
which can prolong hospitalisation time and require specialised 
care. In this context, it is essential to actively incorporate the 
main caregiver in the care process of the critically ill child, pro-
moting his or her adaptation to the hospital environment and 
favouring more humanised care [3, 5].

Currently, PICUs focus on the Family-Centred Care (FCC) 
model, where family members are actively involved in the care 
of the child. This approach promotes adaptation to the patient's 
health status and the development of strategies to address family 
needs [6]. It is important to consider the caregiver as a key figure 
in the child's treatment, as their emotions and experiences can 
influence their recovery [3, 7].

One of the main consequences of prolonged admission to the 
PICU is the development of PICS-F, which causes adverse 
psychological reactions such as anxiety, acute stress disorder, 
depression, pain, sleep problems and poor nutrition. These con-
ditions affect the ability of families to fulfil their role as care-
givers [1, 2, 6–12]. Therefore, it is essential to investigate their 
needs and emotions in order to improve nursing care and facili-
tate their adaptation to the PICU.

A study by Oxley, which analyses the experience of parents with 
children admitted to PICU, concludes that the emotions of family 
members vary throughout the process and may extend even after 
hospital discharge [4]. In this sense, social support, effective com-
munication with the healthcare team, and, in particular, with the 
nurses, can mitigate the negative psychological impact on families. 
Likewise, the use of clear and accessible language, avoiding med-
ical terminology, contributes to reducing stress levels [1, 4, 7, 8].

In the last decade, several coping strategies for parents have 
been identified. Curtis et  al. suggest the implementation of 
the VALUE communication model, which improves inter-
action between medical staff and families of PICU patients 
[13]. Another effective strategy is the use of a reflective diary, 
which allows caregivers to record their experience, con-
cerns, and emotions during hospitalisation. This tool helps to 
reduce anxiety and stress, as well as serving as a means of 
communication between the family and the healthcare team 
[2, 5, 10, 11, 14, 15].

Finally, the creation of support groups among families has 
proven to be a valuable resource in the recovery of caregivers. 
Interaction with other families who have gone through simi-
lar situations fosters empathy, exchange of advice and mutual 
support, strengthening the emotional well-being of caregivers 
[11–16].

2   |   Purpose

The objective of this study was to explore the coping strategies 
experienced by families who have a minor admitted to the pae-
diatric intensive care unit.

3   |   Methodology

3.1   |   Design

The research design of this study is based on qualitative meth-
odology. For this purpose, a descriptive phenomenological study 
is carried out, which delves into the experiences and perceptions 
of families in a paediatric intensive care unit.

3.2   |   Setting and Sample

This study was conducted by PICU nurses to examine the experi-
ences of families with children who had been admitted to the unit. 
The data collection period was from January to March 2020 in the 
PICU of the Vall d'Hebrón University Hospital in Barcelona.

Participants in this study were family members of children who 
had some PICU experience. Participants were contacted for 
identification and collectionvia telephone, control visit, or hos-
pital admission, and who wished to participate in family group 
sessions in which they could share their experiences.

A total of 12 participants who had a prolonged PICU admission 
of at least 3 months, and who were not in an end-of-life situation 
were gathered.

3.3   |   Data Collection

The study environment was developed in the Vall d'Hebrón's 
University Hospital “Ciberaula” (online platform), used as a space 
for group sessions. Prior to the group sessions, informed partici-
pants were asked to consent, and they were offered the possibility 
of participating in any of the different sessions that were to be 
held. Participating families were informed of the entire develop-
ment of the study at all times. Participants voluntarily accepted 
to participate and had the option to withdraw at any time from 
the study. To avoid possible biases derived from the emotional 
bonding that is generated after a prolonged admission to the unit 
between the researchers and the participants, the research team 
confirmed that no emotional bonding had been established with 
the participants. The group interviews were conducted by the 
researchers, who remained impartial during the sessions and 
with a moderator who allowed the participants to express their 
experiences and perceptions of their admission to the PICU. The 
interviews were followed using a semi-structured script with 
open-ended questions based on the literature to deepen the topic 
of study, and were modified to integrate new ideas in order to 
generate a reflective process of humanization of care in the PICU.

The main research question answered: How do the patients' fami-
lies live in the PICU? giving the possibility of being able to express 
their opinion to the participants in an orderly manner and being 
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able to discuss the perceptions in the PICU as a group. The group 
interviews had an average duration of 53 min. The group sessions 
were held until data saturation was achieved. All interviews were 
recorded, transcribed and were accessible to participants.

3.4   |   Data Analysis

To conduct this descriptive study with a phenomenological anal-
ysis of the lived experiences of families admitted to the PICU, 
we followed a rigorous analytical process to gain an in-depth 
understanding of these experiences. First, we transcribed the 
interviews verbatim and conducted repeated readings of the 
narratives to capture their overall meaning. We then identified 
units of meaning within the transcripts, which we coded and 
grouped into emerging thematic categories. From these catego-
ries, we developed central themes that encapsulated the essence 
of the lived experience. These themes were then interpreted and 
synthesised into a coherent narrative, framed within phenome-
nological theory and supported by existing literature.

To ensure the reliability of the study, we employed several strate-
gies to strengthen the rigour of our analysis. Researcher triangu-
lation allowed us to analyse the data independently and compare 
our interpretations. In addition, we applied data saturation as a 
criterion for determining when to stop data collection, ceasing 
once no new meanings or categories emerged. We also incorpo-
rated an external audit, in which an expert reviewed the consis-
tency of our coding process. Verbatim quotes from participants 
were included to support our findings and ensure authenticity. In 
addition, we kept a research diary to document our reflections and 
possible biases, ensuring that the analysis remained as objective 
as possible. Through these strategies, we provided an accurate 
and rigorous interpretation of families' experiences in the PICU.

Data analysis was conducted using written transcripts of the 
group sessions, following Colaizzi's model [17]. To ensure a rigor-
ous and systematic analytical process, an in-depth transcription 
of the interviews was conducted immediately after each session 
to maximise data collection and allow for detailed analysis. We 
then conducted a thorough reading of the transcripts, employ-
ing an inductive approach to identify the most relevant themes 
related to the phenomenon under study. Common categories 
and subcategories were identified among the participants, and 
a description of the phenomenon was developed based on these 
themes and the participants' perceptions. Finally, the data were 
verified and coded by the lead researcher. For reliability pur-
poses, another researcher independently categorised the themes 
derived from the interviews and compared them with the origi-
nal coding to improve consistency and validity. Throughout the 
analysis, we ensured that there was concordance between the 
participants' excerpts, their perspectives and our research team's 
interpretations. This process strengthened the consistency of the 
findings. Codes, categories and subcategories were thoroughly 
reviewed in relation to all data collected in the sessions.

To guarantee the rigour of this phenomenological study, the 
quality criteria proposed by Calderón [18] in qualitative health 
research were applied. First, the epistemological adequacy of 
the families' experiences was ensured by using qualitative tech-
niques such as in-depth interviews. Secondly, the importance and 

relevance of the data was considered, given that the testimonies 
collected provide valuable information for the improvement of 
family-centered care and the humanization of PICU care. Third, 
reflexivity was incorporated throughout the process through 
constant self-reflection by the research team and triangulation 
of perspectives, thus minimising possible biases in the interpre-
tation of the data. Finally, the validity of the study is guaranteed 
through rigorous analysis based on the families' accounts, as well 
as through internal coherence between the results obtained and 
the experiences expressed, allowing a deep and useful under-
standing for clinical practice.

This study is part of a predoctoral research project approved by 
the Ethics Committee of the Vall d'Hebrón University Hospital 
in Barcelona (approval code: PRAMI-273/2015). Permission was 
granted by the care management of the Vall d'Hebrón Hospital. 
Firstly, all health professionals of the Paediatric Intensive Care 
Unit were informed. Secondly, informed consent was obtained 
from all participants prior to the group sessions. Finally, the 
study participants were informed at all times of the research pro-
cess, the confidentiality of the data and the willingness to par-
ticipate in the study, and the possibility to withdraw at any time.

4   |   Findings

All family participants identified themselves as female, aged 
between 19 and 50 years, with the most predominant age range 
being 30–35. The most prevalent marital status was married, fol-
lowed by separated and single. Their current employment status 
was mainly low employment. Finally, the predominant level of 
education was university studies. The children in the partici-
pating families were aged between 1 month and 14 years, with 
a reserved diagnosis without being terminal and a minimum 
experience of 3 months of admission to the PICU.

From the analysis of the interviews based on those proposed in 
phenomenological research [19], two categories and a total of 10 
subcategories were identified, as shown in Table 1.

TABLE 1    |    Categories and subcategories.

Categories Subcategories
Number of 
sentences

1. Family 
self-perceptions

1.1. Training 9

1.2. Comfort 10

1.3. Trust 3

1.4. Fear 13

1.5. Anxiety 6

1.6. Impotence 6

1.7. Loneliness 4

2. Role of the 
caregiver

2.1. Will 7

2.2. Adaptability 11

2.3. Referral 
family group

5
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These categories arose from the perceptions of the families during 
admission to the PICU of the Vall d'Hebrón Hospital, and their 
subsequent adaptation to the new situation. The two main cat-
egories are family self-perceptions and the role of the caregiver.

4.1   |   Category 1: Family Self-Perceptions

This category encompasses the families' perceptions of the dif-
ferent feelings and emotions they experienced during admission 
to the PICU, as well as their personal interpretations of these. 
Within these emotional experiences, key aspects were identified 
as the training process, where family members acquired knowl-
edge about the patient's condition and care; the feeling of com-
fort, derived from the support received from the healthcare staff; 
and trust, both in the healthcare professionals and in their own 
ability to cope with the situation.

On the other hand, negative emotions also emerged, such as fear 
of the uncertainty of the child's state of health, anxiety about the 
evolution of the treatment, helplessness in feeling limited in their 
actions, and loneliness, especially at times when they could not be 
physically present with their loved one. These emotions reflect the 
complexity of the families' experience and its impact on their emo-
tional well-being.

4.1.1   |   Training

Various emotions and feelings associated with the process of em-
powerment and capacity building of families after admission to 
the PICU were identified. This empowerment refers to how, from 
a difficult and stressful experience, family members developed 
new skills, gained knowledge about their child's health condi-
tion, and felt more prepared to cope with the situation. Some of 
the expressions collected in the testimonies reflect how, despite 
the initial fear and uncertainty, the relatives gained confidence in 
themselves, in the medical team, and in their own role in the care 
process.

PS4: … that they have to have the strength to fight. 
One day you're down, and you cry, and then you're 
back again, fighting. That's what you must do.

In general, expressions of struggle are observed, of moving for-
ward, of greater personal preparation, of pride, among others. 
Another example:

PS5: … I felt very bad for my son. But it could be worse, 
couldn't it? I don't think so. I'm ready to see him as he 
was during the first intervention.

Shows greater strength to move forward.

4.1.2   |   Comfort

We understand this subcategory as the feelings of tranquillity 
and security that the participants felt both related to the unit and 
to their child. Expressions such as:

PS2: if it weren't for the way they look at me, I 
wouldn't… I would have broken down a long time ago.

PS1: ICU …. it's were i'm comforted, where I'm calm, 
that… where I know that nothing is going to happen 
to her.

Receiving gratitude from the child helps families to not give up 
in the face of adverse situations. When gratitude is expressed, a 
strong human connection is created that fosters a positive, two-
way atmosphere.

4.1.3   |   Trust

That feeling of hope, of security towards other people in this 
case with the staff of the PICU. Comments such as:

PS10: … For me, the ICU is my second family… but it 
is true that, there are people to whom their profession 
reaches more than others, but that is why I keep 
saying that the ICU has a great team of people and 
nothing else.

PS5: Positive, I want to say of the staff, of the treatment 
towards me, towards my son, it has been perfect.

The bond of security that is generated towards the profession-
als increases with the time of admission and generates positive 
feelings of adaptation. The expressions reported by the mothers 
show the high value that is given to the multidisciplinary group.

4.1.4   |   Fear

This subcategory includes that emotion generated by a situation 
of danger, real or hypothetical, present or future, which can 
block, generate respect, and distrust towards an event. It is the 
subcategory where we can find the largest number of comments. 
Some of the expressions included are:

PS9: Yes, yes. I'm afraid of losing her, but I also have 
faith.

PS10: The therapist tells me that fears are to be faced… 
I did get scared, that's why I asked for psychological 
help. Yes, for me, therapy is helping a lot. I was very 
afraid of losing my son and that fear still remains 
with me…

PS3: Well, going out on the street was more scary, 
afraid of infections and things like that

Everyday situations such as going out or sleeping are perceived 
as risky activities due to the child's fragility, without taking into 
account the child's development. Social interactions are essen-
tial for the child's well-being and hinder emotional development 
and social skills.
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4.1.5   |   Anxiety

This feeling maintains a relationship with the previous one, 
since it is understood as that feeling of fear or restlessness re-
lated to a situation of uncertainty, a danger that makes you rest-
less, tense. Family members express it as:

PS3: I had physical symptoms, I had a lot of anxiety.

PS6: … you stay in this state of… and you really don't 
know who your enemy is, do you? That's it, it's very 
hard, this is very hard.

The situation of vulnerability that they perceive due to the child's 
condition causes anxiety that can lead to situations perceived as 
threatening or stressful. Anxiety must be addressed through the 
natural responses that the human body has to situations per-
ceived as negative.

4.1.6   |   Impotence

This subcategory is defined as the feeling of lack of power, abil-
ity to be able to do things, in this case, feelings of guilt, com-
paring children to others, wanting perfect lives… feelings of not 
being able to do everything. It is reflected in:

PS6: … They don't understand it, not because 
everything happens to me, because this is intense.

PS7: … We do not want the feeling of suffering 
ourselves. We want perfect and happy lives and many 
times these things happen, and you have to consider 
life in a different way.

PS5: … The only fact that reminds you day after day 
of living at home with this disease is the medication 
and the fact that your child is not up to speed with 
others. Sorry. 

(Crying)

Emotional experiences are intense and variable, just like the 
stages of health, and can sometimes lead to a situation of sudden 
change. The inability to handle situations has a negative effect 
on coping and does not allow positive aspects to be seen. The 
underlying causes must be identified in order to work towards 
achieving objectives. It is important to approach communica-
tion in a clear and open way and from empathy to avoid prob-
lems of understanding.

4.1.7   |   Loneliness

The admission of a minor to the PICU can generate feelings of 
loneliness towards family members related to the fact of being 
alone since they come from other communities and do not have 
close family support, or also because you feel alone with the mi-
nor's illness. Expressions like the following show it:

PS2: And I'm the one who has to give encouragement 
and it should be the other way around, but no… I don't 
know, in that aspect, for example, I feel alone…

PS6: … But… but also I have always lacked the support 
to say… I don't know, as the two mom's say, this is not 
understood from outside. My story is very different from 
the two of them, although I feel shattered, but shattered 
and… I need support, I think it will be very good for me.

Admission is seen as an emotional challenge. The need to feel in 
company is rooted in our social nature. Emotional interactions 
are essential for emotional well-being.

4.2   |   Category 2: Role of the Caregiver

This category includes the perceptions of families about the ca-
pacity and willingness to face the new situation in the child's 
health-disease process, and also new lines of action, where we 
find: will, adaptability, reference family group.

4.2.1   |   Will

Here we find reflected the ability/feeling of being able to say that 
they are able to carry out special/different care for their child 
after a prolonged admission to the PICU. Phrases such as:

PS2: also when I was going to leave, everyone was 
asking me if I was sure, that … are you ready to go 
home, I felt very prepared…

PS6: No, none…you become an expert, loving him so 
much seeing him do so well, …

PS7: … The whole family has to be very close to be 
able to endure this process, because it is not easy, it 
is not easy.

Nursing professionals have the mission of instructing families and 
generating a predisposition to accept the new role of caregiver, 
adapting to the needs of the child. Training should be evaluated 
through clarification during admission so that it is experienced as 
a positive aspect and the complexity should be highlighted.

4.2.2   |   Adaptability

This subcategory is mentioned a lot by families, addressing their 
ability to adapt to the new situation, either going back home, 
with mediation, care, or as a record of the process lived to explain 
both to the child in the future and to the world. Expressions such 
as the following reflect this.

PS2: at first, yes, I organized so I could be with my 
mother and my mother-in-law while her father 
worked, but… I lost the fear, and now I'm by myself.
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PS10: I personally am a person who likes to participate 
a lot in the care of my son. And I like to enjoy the bath 
afterwards, they taught me to do the fixings of the 
probes on the nose.

PS12: I mean, it's totally different how I feel when I'm 
here or when I'm at home. I mean, when I'm at home 
there's normalcy.

PS3: One day here at ICU, I said: I'm going to write, I 
do have a diary, and it's my treasure. Yes, I do have a 
diary, but telling M

Respecting the times improves adaptation to the new state, 
through trust. The difficulty in asking for help is usually caused 
by suffering a high level of emotional stress due to a change and/
or isolation from the environment, an unconscious blockage of 
acceptance.

The search for self-help strategies is shown in families as a good 
coping resource. It is necessary to know how to seek and ask 
for help.

4.2.3   |   Reference Family Group

In this subcategory we wanted to collect the thoughts related to a 
proposal for a line of action where there was an expert family mem-
ber(s) to talk with other families who are going through situations 
similar to current families and provide support among them. This 
proposal was well received by families, as shown below:

PS9: Yes, we all look for it innately, I belong to a group 
of parents with heart disease. I met PS12. Thanks 
to that and other things, it helps me a lot. All that 
support of parents of children who have had these 
experiences give me that parents give me…

PS10: … But I offer my time here, to every person who 
is here and I want to share my friendship with them, 
because bring together is not the same as being it 
alone, you know.

PS8: I also remember the day DA entered ECMO, and 
I remember the two of them being involved with me 
with MJ, well, that's where the ideas of doing that 
family therapy meeting was born.

Health professionals are the fundamental pillar of training. They 
must instruct and train families to help them develop themselves, so 
that they can serve as inspiration. Families seek to be able to share 
their experiences, as a method of support and accompaniment.

5   |   Discussion

The objective of this study was to identify the emotions experi-
enced by families who have a minor admitted to the PICU. The 

families that participated identified: family self-perceptions and 
the figure of the caregiver. Our research highlighted the impor-
tance of the integration of the family within the child's health care, 
in order to train them and avoid maladaptation after admission to 
the PICU.

The phenomenological analysis allowed us to understand the 
family as an essential nucleus in the health field with respect 
to the care of the child, from a biopsychosocial perspective with 
emphasis on the phenomenon of study as part of the treatment 
and disease process.

The families expressed a series of stages of emotions and feelings, 
related to the child's health process. They identified through self-
perceptions, feelings such as empowerment, security, tranquillity, 
confidence, fear, anxiety, loneliness and impotence. These emo-
tions fluctuate throughout the child's admission, making it crucial 
to provide targeted interventions that foster emotional resilience.

Lazarus R and Folkman S talk about how the human being is 
able to generate different coping strategies for lived experiences, 
whether understood by the individual as a positive or negative 
experience. This is how families express it during their stay in 
the PICU, allowing them to experience the adaptive process in 
order to achieve the emotional balance necessary for excellent 
care [20]. Coping strategies can be enhanced by healthcare pro-
viders through psychoeducation, emotional support groups, and 
mindfulness practices. Teaching families relaxation techniques 
or guiding them in cognitive reframing can help mitigate dis-
tress and promote well-being.

The literature shows that, in most families, significant changes 
occur in the emotional state, generating a change in the behaviour 
pattern that sometimes makes it difficult to manage emotions 
and adapt to the new state of health [4, 21–25]. Therefore, health-
care teams can implement regular family check-ins, providing a 
safe space for caregivers to express concerns and receive guid-
ance. Regular debriefing sessions or structured family meetings 
can foster open communication and emotional processing.

It should be noted the importance that health professionals 
have in identifying and helping families adapt in the setting of 
a PICU [26, 27]. The results of this research reflect experiences 
that underscore the importance of preserving the mental health 
of the child's primary caregiver, with the goal of optimising cop-
ing strategies. Providing access to mental health resources, such 
as on-site counsellors or referral services, can be invaluable in 
strengthening family resilience.

Regarding the figure of the caregiver, families expressed the 
need to participate in care, seeing this need as an emergent act 
by nature of the family's affective bond. Through the capacity 
for adaptation related to the willingness to benefit the child, 
strategies for improvement in care and the family's adaptive 
process are generated. Healthcare providers can encourage this 
involvement by offering hands-on training in caregiving tasks, 
clear care protocols, and opportunities for families to participate 
in decision-making processes.

Studies carried out on the integration of the family in the PICU 
confirm the needs demanded by the relatives regarding the specific 
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care of the minor, such as support and social impact [6, 15, 28, 29]. 
Highlighting the integration of the family as a need for improve-
ment during admission, to favour adaptation after discharge [30].

To implement FCC principles in practice, healthcare teams 
can adopt structured strategies like creating personalised care 
plans with the family, involving families in interdisciplinary 
rounds, and establishing family resource centers within the 
PICU. These actions not only empower caregivers but also re-
inforce their role as active participants in the child's healing 
process.

Ultimately, due to the nature of the changes experienced in the 
health status of the minor, there is a need to accompany, in-
struct, and enhance the figure of the family member by health 
personnel. Through the incorporation of the family in health 
care during health admission, it provides the opportunity to im-
prove the adaptive process of the child's new state of health.

In conclusion, by fostering emotional support, equipping fami-
lies with coping tools, and integrating them fully into the care 
process, healthcare providers can create a nurturing PICU en-
vironment that not only enhances the child's recovery but also 
promotes long-term family well-being. This holistic approach 
bridges the gap between clinical care and emotional support, 
recognising the family as a vital partner in the healing journey.

5.1   |   Strengths and Limitations

For this study, participants with experience of families having 
prolonged admission of their minor in PICU and who were 
not in an end-of-life process were selected. In future research, 
it could be extended to other critical units and include health 
professionals in order to deepen health humanisation. It is im-
portant to note that the participants had been in a humanised 
intensive care unit where family participation is essential for the 
approach to patient care, this factor may be limited by the sub-
jective perception of care.

5.2   |   Clinical Implications

The findings of this study have important clinical implications 
in the context of the PICU, as they demonstrate the need to in-
tegrate the family as an active agent in the care process through 
the implementation of FCCs. The experiences collected in the 
two categories: family perceptions and caregiver role, have a di-
rect impact on the quality of care.

From a clinical perspective, understanding the range of emo-
tions experienced by families, such as fear, anxiety, helplessness, 
but also confidence and comfort, allows professionals to adapt 
their emotional support and design interventions aimed at miti-
gating parental stress. Continuous training of families improves 
their confidence and participation, which favours adherence 
to treatment and the development of coping strategies during 
hospitalisation.

In addition, recognition of the active role of the caregiver high-
lights the need to encourage their involvement from admission, 

promoting institutional programmes that strengthen family re-
silience and facilitate the transition to discharge. This evidence 
reinforces the importance of PICUs evolving towards more hu-
manised models, where family-health care team interaction is 
integrated as a key indicator of quality of care.

6   |   Conclusions

The aim of this study was to explore the coping strategies used 
by families with a minor admitted to the PICU. From the results 
obtained, we can conclude that families go through a complex 
emotional process, characterised by feelings of fear, anxiety, 
helplessness and loneliness. These feelings highlight the urgent 
need for intervention by healthcare professionals, who must be 
trained to identify the families' coping strategies, anticipate their 
needs, and facilitate their adaptation to the process of health and 
illness.

Several coping strategies were identified among families. Firstly, 
many of them develop empowerment mechanisms, which en-
able them to strengthen their capacities to cope with their child's 
hospitalisation. The training provided by health staff plays a key 
role, as it allows families to better understand the situation and 
to actively participate in the care of their child. Likewise, trust 
in health professionals and in the treatments applied generates a 
sense of greater security and control in the midst of uncertainty.

Another relevant finding was the importance of emotional and 
social support in the coping process. Families resort to the sup-
port of other family members, the accompaniment of the health 
team, or external support networks to cope with the experience. 
However, feelings of loneliness and helplessness were also evi-
dent, especially when families perceive limitations in their ca-
pacity for action or access to the child.

The study also highlights that families facing the admission of 
a child to the PICU are particularly susceptible to difficulties in 
adapting to the change in their child's health status. This process 
highlights the need for health professionals to intervene early 
and effectively to support families in their adjustment process.

Furthermore, it concludes that it is essential to adopt an inte-
grative approach in the approach to families, including both the 
training of health professionals and the families themselves. 
This training should focus on providing them with tools to deal 
with changes in the child's health and alterations in their daily 
routines. The study also highlights the importance of further 
research on the role of families within the healthcare team, as 
their role is becoming increasingly crucial within the healthcare 
system.

On the other hand, the growing socio-cultural diversity in 
health care means that the demands of families are increasingly 
more specific, complex and, at the same time, individualised. 
This process of adaptation improves families' ability to cope 
with changes in their child's state of health, favouring a more 
effective and personalised response to each situation.

In conclusion, the coping strategies of families in the PICU vary 
according to their personal resources, the support available, and 
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their degree of participation in the hospitalisation process. These 
findings underline the need to provide comprehensive support 
to families, strengthening both their emotional well-being and 
coping skills in order to improve their experience during their 
child's admission to the unit.

Author Contributions

The authors Patricia Rubio-Garrido and Anna Enrich-Font collaborated 
in the collection of data and drafting of the manuscript; and Leticia 
Bazo-Hernández and María Francisca Jiménez-Herrera participated in 
the preparation of the manuscript. All have participated in the review 
and approval of the article, respecting the ethical-legal standards in 
force, and approving the final version of the article.

Acknowledgements

The authors wish to thank Marta Peris Fraile for her contribution to 
the translation of the manuscript and the families who participated in 
the study.

Disclosure

This article contributes to the dissemination of the main author's doc-
toral thesis.

Ethics Statement

This study is part of a predoctoral research project approved by the 
Ethics Committee of the Vall d'Hebrón University Hospital in Barcelona 
(approval code: PRAMI-273/2015).

Conflicts of Interest

The authors declare no conflicts of interest.

Data Availability Statement

The data that support the findings of this study are available from the 
corresponding author upon reasonable request.

References

1. N. Jezierska, “Psychological Reactions in Family Members of Patients 
Hospitalised in Intensive Care Units,” Anaesthesiology Intensive Ther-
apy 46, no. 1 (2014): 42–45, https://​doi.​org/​10.​5603/​AIT.​2014.​0009.

2. E. A. Scruth, N. Oveisi, and V. Liu, “Innovation and Technology: 
Electronic Intensive Care Unit Diaries,” AACN Advanced Criti-
cal Care 28, no. 2 (2017): 191–199, https://​doi.​org/​10.​4037/​aacna​
cc201​7471.

3. Y. Yin, A. S. S. Win, N. N. Aung, O. Myo, and K. K. Swe, “Experiences 
of Family Caregivers Caring for Critically Ill Children Hospitalized in a 
Pediatric Intensive Care Unit: A Qualitative Systematic Review Proto-
col,” JBI Evidence Synthesis 18, no. 1 (2020): 121–127, https://​doi.​org/​10.​
11124/​​JBISR​IR-​2017-​003935.

4. R. Oxley, “Parents' Experiences of Their Child's Admission to Pae-
diatric Intensive Care,” Nursing Children and Young People 27, no. 4 
(2015): 16–21, https://​doi.​org/​10.​7748/​ncyp.​27.4.​16.​e564.

5. G. Durand, B. Branger, V. Durier, et al., “Experiences of Parents and 
Caregivers in Pediatric Intensive Care Units: A Qualitative Study,” Ar-
chives de Pédiatrie 29, no. 8 (2022): 554–559, https://​doi.​org/​10.​1016/j.​
arcped.​2022.​08.​021.

6. K. M. Abela, D. Wardell, C. Rozmus, and G. LoBiondo-Wood, “Im-
pact of Pediatric Critical Illness and Injury on Families: An Updated 

Systematic Review,” Journal of Pediatric Nursing 51 (2020): 21–31, 
https://​doi.​org/​10.​1016/j.​pedn.​2019.​10.​013.

7. M. B. Happ and J. A. Tate, “Family Caregiving in Critical Illness: 
Research Opportunities and Considerations,” Western Journal of Nurs-
ing Research 29, no. 9 (2017): 1219–1221, https://​doi.​org/​10.​1177/​01939​
45917​714760.

8. V. Dziadzko, M. A. Dziadzko, M. M. Johnson, O. Gajic, and L. V. Kar-
natovskaia, “Acute Psychological Trauma in the Critically Ill: Patient 
and Family Perspectives,” General Hospital Psychiatry 47 (2017): 68–74, 
https://​doi.​org/​10.​1016/j.​genho​sppsy​ch.​2017.​04.​009.

9. E. L. Huggins, S. L. Bloom, J. L. Stollings, M. Camp, C. M. Sevin, and 
J. C. Jackson, “A Clinic Model: Post-Intensive Care Syndrome and Post-
Intensive Care Syndrome-Family,” AACN Advanced Critical Care 27, 
no. 2 (2016): 204–211, https://​doi.​org/​10.​4037/​aacna​cc201​6611.

10. M. Beg, E. Scruth, and V. Liu, “Developing a Framework for Imple-
menting Intensive Care Unit Diaries: A Focused Review of the Litera-
ture,” Australian Critical Care 29, no. 4 (2016): 224–234, https://​doi.​org/​
10.​1016/j.​aucc.​2016.​05.​001.

11. J. E. Davidson and M. A. Harvey, “Patient and Family Post-Intensive 
Care Syndrome,” AACN Advanced Critical Care 27, no. 2 (2016): 184–
186, https://​doi.​org/​10.​4037/​aacna​cc201​6132.

12. S. A. Van den Born-Van Zanten, D. A. Dongelmans, D. Dettling-
Ihnenfeldt, R. Vink, and M. Van der Schaaf, “Caregiver Strain and Post-
traumatic Stress Symptoms of Informal Caregivers of Intensive Care 
Unit Survivors,” Rehabilitation Psychology 61, no. 2 (2016): 173–178, 
https://​doi.​org/​10.​1037/​rep00​00081​.

13. J. R. Curtis and D. B. White, “Practical Guidance for Evidence-
Based ICU Family Conferences,” Chest 134 (2008): 835–843, https://​doi.​
org/​10.​1378/​chest.​08-​0235.

14. H. Truong-Giang, T. Norton, M. Covalesky, et al., “Measuring Out-
comes of an Intensive Care Unit Family Diary Program,” AACN: Ameri-
can Association of Critical-Care Nurses 28, no. 2 (2017): 179–190, https://​
doi.​org/​10.​4037/​aacna​cc201​7862.

15. V. Sansone, F. Cancani, C. Gagliardi, et  al., “Narrative Diaries in 
the Paediatric Intensive Care Unit: A Thematic Analysis,” Nursing in 
Critical Care 27, no. 1 (2022): 45–54, https://​doi.​org/​10.​1111/​nicc.​12680​.

16. M. E. Mikkelsen, J. C. Jackson, R. O. Hopkins, et al., “Peer Support 
as a Novel Strategy to Mitigate Post-Intensive Care Síndrome,” AACN: 
American Association of Critical-Care Nurses 27, no. 2 (2016): 221–229, 
https://​doi.​org/​10.​4037/​aacna​cc201​6667.

17. P. Colaizzi, Psychological Research as the Phenomenologist Views It 
(Oxford University Press, 1978).

18. C. Calderón, “Criterios de Calidad en la Investigación Cualitativa en 
Salud (ICS): Apuntes Para un Debate Necesario,” Revista Española de 
Salud Pública 76, no. 5 (2002): 473–482.

19. V. Moreira, “O Método Fenomenológico de Merleau-Ponty Como 
Ferramenta Crítica na Pesquisa em Psicopatologia,” Psicologia: Reflexão 
e Crítica 13 (2004): 447–456, https://​doi.​org/​10.​1590/​S0102​-​79722​00400​
0300016.

20. R. Lazarus and S. Folkman, Estrés y Procesos Cognitivos (Martínez 
Roca, 1986).

21. M. Iwata, S. Han, R. Hays, and A. Z. Doorenbos, “Predictors of De-
pression and Anxiety in Family Members 3 Months After Child's Ad-
mission to a Pediatric ICU,” American Journal of Hospice & Palliative 
Medicine 36, no. 10 (2019): 841–850, https://​doi.​org/​10.​1177/​10499​09119​
859517.

22. P. Dahav and A. Sjöström-Strand, “Parents' Experiences of Their 
Child Being Admitted to a Paediatric Intensive Care Unit: A Quali-
tative Study-Like Being in Another World,” Scandinavian Journal of 
Caring Sciences 32, no. 1 (2018): 363–370, https://​doi.​org/​10.​1111/​scs.​
12470​.

 14716712, 2025, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/scs.70055 by R

eadcube (L
abtiva Inc.), W

iley O
nline L

ibrary on [03/07/2025]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://doi.org/10.5603/AIT.2014.0009
https://doi.org/10.4037/aacnacc2017471
https://doi.org/10.4037/aacnacc2017471
https://doi.org/10.11124/JBISRIR-2017-003935
https://doi.org/10.11124/JBISRIR-2017-003935
https://doi.org/10.7748/ncyp.27.4.16.e564
https://doi.org/10.1016/j.arcped.2022.08.021
https://doi.org/10.1016/j.arcped.2022.08.021
https://doi.org/10.1016/j.pedn.2019.10.013
https://doi.org/10.1177/0193945917714760
https://doi.org/10.1177/0193945917714760
https://doi.org/10.1016/j.genhosppsych.2017.04.009
https://doi.org/10.4037/aacnacc2016611
https://doi.org/10.1016/j.aucc.2016.05.001
https://doi.org/10.1016/j.aucc.2016.05.001
https://doi.org/10.4037/aacnacc2016132
https://doi.org/10.1037/rep0000081
https://doi.org/10.1378/chest.08-0235
https://doi.org/10.1378/chest.08-0235
https://doi.org/10.4037/aacnacc2017862
https://doi.org/10.4037/aacnacc2017862
https://doi.org/10.1111/nicc.12680
https://doi.org/10.4037/aacnacc2016667
https://doi.org/10.1590/S0102-79722004000300016
https://doi.org/10.1590/S0102-79722004000300016
https://doi.org/10.1177/1049909119859517
https://doi.org/10.1177/1049909119859517
https://doi.org/10.1111/scs.12470
https://doi.org/10.1111/scs.12470


9 of 9

23. E. G. Broden, A. Werner-Lin, M. A. Q. Curley, and P. S. Hinds, 
“Shifting and Intersecting Needs: Parents' Experiences During and 
Following the Withdrawal of Life Sustaining Treatments in the Paedi-
atric Intensive Care Unit,” Intensive & Critical Care Nursing 70 (2022): 
103216, https://​doi.​org/​10.​1016/j.​iccn.​2022.​103216.

24. T. A. Pasek, C. Burns, A. Treble-Barna, et al., “Important Outcomes 
for Parents of Critically Ill Children,” Critical Care Nurse 39, no. 3 
(2019): 74–79, https://​doi.​org/​10.​4037/​ccn20​19482​.

25. C. A. Richards, H. Starks, M. R. O'Connor, and A. Z. Doorenbos, “El-
ements of Family-Centered Care in the Pediatric Intensive Care Unit: 
An Integrative Review,” Journal of Hospice & Palliative Nursing 19, no. 3 
(2017): 238–246, https://​doi.​org/​10.​1097/​NJH.​00000​00000​000335.

26. C. Hill, K. A. Knafl, and S. J. Santacroce, “Family-Centered Care 
From the Perspective of Parents of Children Cared for in a Pediatric In-
tensive Care Unit: An Integrative Review,” Journal of Pediatric Nursing 
41 (2018): 22–33, https://​doi.​org/​10.​1016/j.​pedn.​2017.​11.​007.

27. A. de Andrade, J. Brosso, F. Yeza, and A. C. Cavicchioli, “Family-
Centered Care in a Pediatric Intensive Care Unit: Professionals' Per-
ceptions,” Rev Rene 18, no. 4 (2017): 515–520, https://​doi.​org/​10.​15253/​​
2175-​6783.​20170​00400013.

28. G. Denis-Larocque, K. Williams, I. St-Sauveur, M. Ruddy, and J. 
Rennick, “Nurses' Perceptions of Caring for Parents of Children With 
Chronic Medical Complexity in the Pediatric Intensive Care Unit,” In-
tensive & Critical Care Nursing 43 (2017): 149–155, https://​doi.​org/​10.​
1016/j.​iccn.​2017.​01.​010.

29. G. Mortamet, A. Merckx, N. Roumeliotis, C. Simonds, S. Renolleau, 
and P. Hubert, “Parental Perceptions of Clown Care in Paediatric In-
tensive Care Units,” Journal of Paediatrics and Child Health 53, no. 5 
(2017): 485–487, https://​doi.​org/​10.​1111/​jpc.​13448​.

30. J. C. Manning, P. Hemingway, and S. A. Redsell, “Survived So 
What? Identifying Priorities for Research With Children and Families 
Post-Paediatric Intensive Care Unit,” Nursing in Critical Care 23, no. 2 
(2018): 68–74, https://​doi.​org/​10.​1111/​nicc.​12298​.

 14716712, 2025, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/scs.70055 by R

eadcube (L
abtiva Inc.), W

iley O
nline L

ibrary on [03/07/2025]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://doi.org/10.1016/j.iccn.2022.103216
https://doi.org/10.4037/ccn2019482
https://doi.org/10.1097/NJH.0000000000000335
https://doi.org/10.1016/j.pedn.2017.11.007
https://doi.org/10.15253/2175-6783.2017000400013
https://doi.org/10.15253/2175-6783.2017000400013
https://doi.org/10.1016/j.iccn.2017.01.010
https://doi.org/10.1016/j.iccn.2017.01.010
https://doi.org/10.1111/jpc.13448
https://doi.org/10.1111/nicc.12298

	Experience of Families During Admission of Their Minors to a Paediatric Intensive Care Unit: A Phenomenological Study
	ABSTRACT
	1   |   Introduction
	2   |   Purpose
	3   |   Methodology
	3.1   |   Design
	3.2   |   Setting and Sample
	3.3   |   Data Collection
	3.4   |   Data Analysis

	4   |   Findings
	4.1   |   Category 1: Family Self-Perceptions
	4.1.1   |   Training
	4.1.2   |   Comfort
	4.1.3   |   Trust
	4.1.4   |   Fear
	4.1.5   |   Anxiety
	4.1.6   |   Impotence
	4.1.7   |   Loneliness

	4.2   |   Category 2: Role of the Caregiver
	4.2.1   |   Will
	4.2.2   |   Adaptability
	4.2.3   |   Reference Family Group


	5   |   Discussion
	5.1   |   Strengths and Limitations
	5.2   |   Clinical Implications

	6   |   Conclusions
	Author Contributions
	Acknowledgements
	Disclosure
	Ethics Statement
	Conflicts of Interest
	Data Availability Statement
	References


