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The novel coronavirus has become a worldwide threat 
and healthcare crisis. Since its outbreak in China at the 
end of 2019, the pandemic has affected millions of people 
and caused several hundred thousand deaths globally [1]. 
Approximately 20% of hospitalized patients with corona-
virus disease 2019 (COVID-19) are admitted to the inten-
sive care unit (ICU) for hypoxemic respiratory failure, 
and 60 to 90% receive mechanical ventilation [2]. Human 
to human transmission of SARS-CoV-2 occurs mostly 
through respiratory droplets and through direct contact 
with an infected patient [3], highlighting the importance 
of stay-at-home orders [4]. Stay-at-home orders, in addi-
tion to social distancing guidelines, general pandemic 
awareness, and restriction of hospital visits, has demon-
strated effectiveness not only to reduce the number of 
people infected by each infected person, but also cumu-
lative hospitalizations [4]. This short article discusses 
the multiple elements that contribute to the difficulty of 
caring for family members of critically ill patients with 
COVID-19 in this context, drawing on evidence before 
and during the COVID-19 pandemic [5–8].

1. Acute respiratory failure and ARDS increase the 
risk of psychological distress for family members 
suggesting the COVID‑19 pandemic will increase 
family psychological distress
Survivors of acute respiratory distress syndrome (ARDS) 
and their family members endorse the importance of 
the domains of the post-ICU syndrome, which includes 

cognitive impairment and psychological symptoms such 
as symptoms of depression and post-traumatic stress dis-
order (PTSD) [9]. These symptoms are prevalent among 
ARDS survivors, but these patients’ family members can 
exhibit even higher prevalence of psychological symp-
toms and slower improvement over time than patients 
[9, 10]. One year after prolonged mechanical ventilation, 
61% of relatives still care for a spouse and about half of 
relatives report depressive symptoms [11]. Worse mental 
health outcomes have been reported in younger relatives 
and those with less social support [11]. Therefore, these 
findings suggest that many family members of patients 
with COVID-19 are at high risk of psychological distress 
and may need additional support.

2. Patients’ physical and psychological symptoms 
are an important determinant of family member 
psychological symptoms
Family members’ perception of the patient’s dying 
and death can affect their psychological well-being for 
months and years after [12]. For example, perceptions 
by the relative that the patient could not breathe peace-
fully are associated with higher risk of PTSD symptoms 
6 months after the patient’s death in the ICU [12]. If fam-
ily members are unable to be with patients and unable 
to evaluate their comfort, they may imagine that patient 
comfort is worse than it actually is. We know that doubt 
and uncertainty about the patient’s circumstances at the 
end-of-life can generate guilt, anxiety, and post-trau-
matic stress [13]. In the context of COVID-19, when 
family members are often unable to see their loved-one 
in the ICU, clear and repeated communication about 
patient comfort is important to reassure family members 
and hopefully reduce the risk of developing anxiety and 
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PTSD. Video technology may also allow family members 
to see their loved one’s comfort level for themselves.

3. PTSD and complicated grief among family 
members are likely to be increased during the 
COVID‑19 pandemic
Relatives of patients who die in the ICU are at high risk 
for PTSD [13] and complicated grief [12], as well as dis-
satisfaction with communication, inability to say good-
bye to their loved one, and a perceived lack of empathy 
from healthcare providers; these complications are 
increased when family visits are limited [14]. Hence, 
family members during the pandemic are particularly 
vulnerable. Instead of depriving the relatives of effective 
communication during such a stressful time, novel strate-
gies to improve communication must be developed and 
implemented.

4. Lockdown reduces resilience and increases 
anxiety for family members and clinicians
Lockdown generates frustration, anxiety, and PTSD in 
the general population, and also limits social support fur-
ther exacerbating these symptoms [7]. Psychological dis-
tress is also worsened by the feeling of loneliness [15]. As 
family visits are reduced or suspended, and as healthcare 
providers are also experiencing stress symptoms [16], 
providers are less able to provide empathy and meet fam-
ily members’ needs for emotional support. Family mem-
bers are therefore simultaneously receiving less support 
both from their own social networks and from the ICU 
team.

5. Personal protective equipment may produce 
a sense of depersonalization in clinician‑family 
relationships
ICU clinicians are obliged to wear personal protective 
equipment (PPE), including gloves, masks and gowns, 
due to the possibility of contamination [17]. Studies have 
shown the detrimental effects of isolation on patients 
(depression, anxiety and anger), and demonstrate that 
healthcare workers spent less time with patients in iso-
lation [18]. Whether PPE actually increases psychologi-
cal distress in relatives has not been yet established, but 
seems likely. Clinicians should be aware of this risk and 
talk with patients and family members about it (Fig. 1). 

6. Family visiting policies have been suspended or 
limited in most ICUs
To ensure patient, staff and visitor safety, visiting poli-
cies have been suspended in many hospitals during the 
COVID-19 outbreak. Limitations may be particularly dif-
ficult in ICUs, where family visits have been greatly liber-
alized over the last two decades with strong support from 
family members and ICU clinicians [19]. The inability 
to maintain this link with relatives is a major source of 
stress for ICU clinicians [5, 6]. Routine phone calls made 
by psychologists, palliative care providers, or other allied 
professionals can provide additional support for relatives 
and add value to the phone calls between family and ICU 
doctors or nurses. Moreover, videoconferences and the 
use of advanced technologies to support communication 
between conscious patients and relatives, as well as fam-
ily conferences between ICU clinicians and family mem-
bers, may limit the psychological burden of limited visits. 

Fig. 1 Family visit policies at the era of COVID‑19. Left side, before the SARS‑CoV‑2 pandemic: Family presence at the bedside during a nursing care. 
Family visiting policies are liberal and there is no isolation. The relatives can receive daily information either in the room or in a place dedicated to 
family information. Right side, during the SARS‑CoV‑2 pandemic: visiting policies have been suspended and the bedside nurse wears protective 
personal equipment making her/him unrecognizable. The patient is undergoing prone positioning as a rescue strategy for severe hypoxemia and 
her/his face is imperceptible. Last, a resident is having a videoconference with the relatives



232

When patients are in the end-of-life situations, many 
hospitals have been able to modify limitations, allowing 
family members to see their loved ones and say good-bye. 
When family members wish to have this opportunity, it is 
important to offer it.

7. Hospitals may be reluctant to share scarce PPE 
with relatives which may eliminate family visits 
at the end of life
The COVID-19 pandemic has dramatically increased the 
need for PPE, causing shortages and posing tremendous 
challenges to many healthcare systems. Strategies for 
optimizing the supply of facemasks and other PPE may 
include suspension of family visits even in end-of-life 
situations, reserving PPE for healthcare providers. This 
limitation may be unavoidable, but should be reversed as 
soon as possible.

8. Even when allowed to visit the ICU to see a dying 
relative, family members may not be able to do so
In some ICUs, family visits are possible even though 
restricted. However, some relatives may not come to the 
hospital for psychological, practical (difficult access to 
public transport), or health-related reasons (such as hav-
ing COVID-19 themselves). The pandemic has caused 
a variety of emotions for many, including fear of expo-
sure to SARS-CoV-2 infection in the hospital and pub-
lic spaces, fears often enhanced by frustration, sadness, 
anxiety, and stress [7]. Moreover, for family members 
who are unable to come to the hospital, this social isola-
tion can increase time and opportunity for imagination 
and doubt: imagining the patient in the ICU can some-
times be worse than actually seeing the patient [20]. Not 
being at the patient’s bedside and not being included in 
patient care may also generate feelings of guilt as families 
may blame themselves for not having tried harder to see 
their loved one while in the ICU and for not taking care 
of their relative’s comfort and dignity during the hospital 
stay. Additional support for family members in this con-
text is particularly important.

9. “Infodemic” adds to family members’ burden
During the epidemic, people may feel overwhelmed by 
information overload, coming from traditional media 
(radio, television, newspapers) as well as digital media 
(received on smartphones). Constantly watching updates 
on the COVID-19 pandemic may increase anxiety. More-
over, the information received is not always correct. As a 
consequence, not only are we living in a pandemic, but 
also in an “infodemic” where inaccurate and sensation-
alized news is becoming increasingly common (https 
://www.thegu ardia n.com/world /2020/mar/03/battl ing-
coron aviru s-misin forma tion-in-the-age-of-socia l-media 

). People may feel overwhelmed and fatigued from the 
over-abundance of information, not knowing what to 
believe. Access to information from reliable sources, such 
as government healthcare authorities, should be prior-
itized and could be used to help ICU family members 
better understand the situation.

10. Stressed clinicians are less able to provide 
support to family members
COVID-19 has generated tremendous psychologi-
cal burden on healthcare workers [16]. Clinicians often 
fear becoming sick or contaminating their colleagues or 
family. Moreover, facing increased number of end-of-
life situations, especially with limited interaction with 
the relatives, can expose clinicians to moral distress and 
burnout. Hence, stressed and overworked clinicians may 
have difficulties providing optimal support to family 
members.

In conclusion, family members of critically ill patients 
with COVID-19 are exposed to high levels of psycho-
logical stress. Family members may have seen patients 
breathing laboriously prior to the hospital and are often 
managing increased uncertainty about their loved one’s 
health and healthcare in the context of already being 
physically and emotionally exhausted by the pandemic 
and lockdown. In a setting where many hospitals have 
reduced or suspended family visits, where clinicians 
themselves are psychologically affected—fearful of being 
contaminated and forced to wear dehumanizing protec-
tive equipment—targeted and innovative communica-
tion strategies must be developed. We must find novel 
ways to maintain the connection between patients, family 
members, and healthcare providers. These novel strate-
gies should preserve the quantity and the quality of the 
information provided to the relatives and address their 
needs for information and support. When ICU visits do 
not hamper family members’ safety, clinicians should 
tailor family visits to each individual patient’s situation. 
Whatever communication modality, from mostly remote 
communication (telephone, text messages, what’s app 
groups, e-communication, videoconferences) to more 
conventional communication with in-person visits, our 
goal should be to empower family members to care for 
the patient, support them during their distress, prepare 
them to share in decision-making, and, in end-of-life sit-
uations, allow them to say goodbye to the patient.
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