Aljawad et al. BMC Pediatrics (2025) 25:291 BMC Pediatrics
https://doi.org/10.1186/512887-025-05620-w

: . ®
Family-centered care in neonatal s

and pediatric critical care units: a scoping
review of interventions, barriers, and facilitators

Bayan Aljawad'?’, Shaima Ali Miraj', Furgan Alameri** and Husam Alzayer>®

Abstract

Introduction The Family-Centered Care (FCC) model has been linked to improved clinical outcomes and family satis-
faction. However, implementing this model can be challenging, especially in neonatal and pediatric critical care units.
This review aims to map the literature on FCC in neonatal and pediatric critical care units, identify barriers and facilita-
tors of effective interventions, and suggest a practical step-by-step approach for implementing FCC interventions.

Methods This scoping review was guided by the PRISMA-ScR guidelines and followed the Arksey and O'Malley
5-step scoping review framework. We accessed the databases on the 28 th of April, 2024, and included all prospective
and randomized controlled trials (RCT) implementing FCC interventions from PubMed and Web of Science databases.
Data were organized, tabulated, and described narratively.

Results Out of 1,577 potentially relevant citations after duplicate removal, 17 articles met our eligibility criteria (4
RCTs and 13 prospective studies). Nine of these studies were conducted in neonatal intensive care units (NICU)

and eight in pediatric intensive care units (PICU). Three NICU interventions were single-type interventions, while six
were part of comprehensive programs; in the PICU, seven were single-type interventions and one was part of a com-
prehensive program. All interventions incorporated elements of FCC principles (respect, information sharing, col-
laboration, and participation). Barriers included institutional factors, provider attitudes, cultural issues, communication
challenges, environmental constraints, training needs, and emotional stress. FCC facilitators included enhanced envi-
ronment, empowerment and training, supportive Infrastructure, collaborative communication, parental Involvement,
adaptive interventions, and continuous feedback.

Conclusion Effective implementation of FCC interventions requires careful planning and needs assessment. It
ensures management support, regular staff training, family orientation, and a continuous feedback loop. Incorporat-
ing FCC principles and delivering culturally acceptable interventions is key while acknowledging possible barriers
and utilizing available facilitators. FCC interventions can help foster a healthcare culture that values partnerships

with families and can transform the neonatal and pediatric critical care experience for patients, families, and providers
alike.
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Introduction

The Family-Centered Care (FCC) model is a comprehen-
sive approach that highlights collaboration among medi-
cal professionals, patients, and families to address the
emotional, social, and developmental needs of pediatric
patients and individuals with serious or chronic illnesses
[1]. By incorporating family preferences and promoting
shared decision-making, FCC aims to enhance health
outcomes for both patients and their families [2]. FCC
is built on four core principles: Respect & Dignity, Infor-
mation Sharing, Participation, and Collaboration [3].
These principles ensure that families are active partners
in pediatric care, leading to improved patient and family
outcomes.

Applying these principles has led to significant
advancements in pediatric healthcare. Research shows
that FCC enhances the emotional resilience of children
and their families [4], reduces health care utilization [5],
enhances satisfaction, and increases quality of life [6]. It
has also been associated with lower parental stress and
greater caregiver confidence in managing their child’s ill-
ness [7, 8]. By actively involving families in the care pro-
cess, FCC helps create a supportive environment that
fosters open communication, strengthens the family-pro-
vider relationship, and promotes shared decision-mak-
ing, all of which contribute to improved psychological
well-being and parental satisfaction during a child’s hos-
pitalization [6].

Furthermore, family involvement in intensive care units
(ICUs) has been linked to improved emotional health for
children and stronger family cohesion, as noted by Aija
et al. [9]. Such involvement enhances adherence to long-
term rehabilitation programs and may lower readmis-
sion rates, highlighting its role in promoting high-quality
care during recovery. Despite its benefits, implementing
FCC faces challenges, including lingering paternalistic
practices, where healthcare providers make decisions on
behalf of families with minimal or no input from them
[10], that limit family engagement, resource constraints,
and the absence of standardized protocols. Sociocultural
factors further complicate implementation. For example,
in some regions, cultural customs may restrict caregiving
roles for certain family members, while visitation restric-
tions in ICUs limit family presence and bonding [11].

This scoping review aims to identify and describe
methods for implementing FCC in neonatal and pediat-
ric critical care units. It also highlights common barriers
and facilitators related to these interventions. To explore
this complex landscape, the identified interventions are
organized into categories based on whether they were
implemented in pediatric or neonatal intensive care units
and whether they were single interventions or part of
comprehensive programs. A key aspect of this effort is
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assessing effectiveness and helping to adapt these inter-
ventional methods into practice. Ultimately, this project
aims to provide practical recommendations with clear,
actionable steps that represent best practices for imple-
menting FCC in neonatal and pediatric critical care units,
ensuring that families remain at the heart of the healing
process.

Methods

Study design

Due to the broad aim of this review, the graded nature of
its objectives, and the likelihood of significant heteroge-
neity in the interventional methods used to deliver FCC
and assess effectiveness, a scoping review methodology
was deemed the most appropriate synthesis methodol-
ogy. FCC was defined based on the four core principles
of Respect & Dignity, Information Sharing, Participation,
and Collaboration [3], which guided the study selection.
A scoping review methodology was followed, based on
the Arksey and O’Malley 5-step framework [12], allow-
ing for a thorough evaluation of the literature through a
stepwise approach. The steps of this framework include
(1) identifying the research question, (2) identifying rel-
evant studies, (3) study selection, (4) charting data, and
(5) collating, summarizing, and reporting results. Our
methods were reported in accordance with the PRISMA-
ScR checklist [13].

Research question

Following the PCC (population, concept, context) model
for research questions [14], this scoping review’s research
question was identified as follows:"What interventional
methods do pediatric healthcare professionals use to
implement family-centered care in neonatal and pediat-
ric critical care units?".

Population: Pediatric healthcare professionals.
Concept: Interventional methods of family-centered
care practices

Context: Neonatal and pediatric critical care units

Search strategy

The search was performed in two databases by H.A.
(PubMed and Web of Science) on April 28, 2024, using
the following search terms: family-centered care, pedi-
atrics, implementation, methods, quality improvement,
and audit, combined with Boolean operators and a data-
base-specific search strategy (Table 1). The search was
not limited to geographic location or time but was lim-
ited to the English language. We conducted our search on
April 28, 2024, and the earliest publication we identified
was from 1963.
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Table 1 Data sources
Database Search strategy No. of
retrieved
citations
PubMed (((family-centered care[Title/Abstract]) OR (family-focused care[Title/Abstract])) OR (Patient-centered care[Title/ 1,004
Abstract])) AND ((pediatric[Title/Abstract]) OR (children[Title/Abstract])) AND ((quality improvement([Title/
Abstract]) OR (implementation[Title/Abstract]) OR (audit[Title/Abstract]) OR (method*[Title/Abstract])
OR (strategy[Title/Abstract]) OR (strategies| Title/Abstract]))
Web of Science ("family-centered care") OR ("family-focused care") OR ("Patient-centered care") 1,367
AND ((pediatric) OR (children))
AND (("quality improvement") OR (implementation) OR (audit) OR (method) OR (strategy) OR (strategies))
Eligibility publication, country, study design, study duration, FCC

Studies were eligible for inclusion if they were (1) pro-
spective or randomized interventional studies addressing
FCC as an outcome measure in neonatal and pediatric
critical care units, (2) pediatric patients (under the age
of 18), their caregivers, families, or healthcare providers
as participants, (3) articles describing interventions for
implementing FCC by healthcare professionals, and (4)
full-text articles available for assessment. To align with
the scoping review’s aim of focusing on FCC interven-
tions, as well as their barriers and facilitators in neonatal
and pediatric critical care units, studies were excluded
if they did not present a clear and specific intervention
to implement FCC or if they solely assessed healthcare
professionals’perceptions of FCC. Including clinician
perspectives without an actual intervention would divert
the focus from identifying practical, tested strategies with
real-world applicability.

Study selection and screening process

Search results were exported from the databases to
Rayyan, where duplicates were removed, and articles
were selected for inclusion. Two independent researchers
(EA. and H.A.) performed the title and abstract screen-
ing, followed by full-text screening, and disagreements
were resolved based on consensus using Rayyan [15].
The selected articles were also examined in relation to
the four FCC principles (respect and dignity, information
sharing, participation, and collaboration) to explore their
alignment.

Data extraction

We used a standardized Excel form for data extraction in
an iterative process, which was conducted by two inde-
pendent investigators (B.A. and H.A.), followed by each
reviewing the data extracted by the other. We piloted the
form for the first five manuscripts and revised it accord-
ingly. The final form included the author’s name, year of

assessment method, setting (PICU/NICU), inclusion/
exclusion criteria, pediatric illness, number of partici-
pants, details about the interventional method, desig-
nated healthcare providers carrying out the intervention,
the article’s key findings, barriers to and facilitators of
FCC, and reporting on gaining ethical approval for the
study.

Data synthesis

The literature mapping around FCC interventions in neo-
natal and pediatric critical care units, their barriers, and
facilitators was described and tabulated using descriptive
methods. Qualitative data were categorized and analyzed
according to the setting (PICU vs. NICU) and nature of
intervention (single vs. comprehensive program). A nar-
rative description and analysis are presented per the
PRISMA-ScR checklist. A thematic analysis of the bar-
riers to and facilitators for FCC interventions was con-
ducted using an inductive approach [16].

FCC interventions were further synthesized into the-
matic categories based on recurring patterns in their
design and implementation. Single interventions were
classified into five main themes: Enhanced Communica-
tion and Information Sharing, Empowering Parental Par-
ticipation, Structured Family-Centered Rounds, Physical
Environmental Changes, and Targeted Education and
Support. These categories emerged through inductive
thematic analysis rather than a predefined framework
[16]. Meanwhile, comprehensive program-based inter-
ventions were analyzed separately due to their broader
scope and structured implementation strategies.

Based on the analysis of common patterns across the
identified interventions, their procedures, and facilita-
tors, we developed a step-by-step model to guide the suc-
cessful implementation of FCC in neonatal and pediatric
critical care units. The discussion section provides fur-
ther details about the model.
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Results

Search and selection of relevant studies

The original search was conducted on the 28 th of April
2024, yielding 2,372 potentially relevant citations. After
deduplication and relevance screening, 267 citations met
the initial eligibility criteria based on title and abstract
screening. Fourteen citations were excluded as full-text
articles could not be retrieved after contacting primary
authors via email with no response, and the full-text arti-
cle screening yielded 17 citations that met the eligibility
criteria and were included in the final review. One of the
studies included was identified from the references of
another article during the screening process. The flow of
articles through identification to final inclusion is repre-
sented in Fig. 1 [17].

Page 4 of 17

General description of the studies identified

All included articles were published between 2013 and
2023, with 70% (12 out of 17) published after 2019. Two
articles did not report the duration of the study. For the
remaining 15 studies (out of 17) that did report, the aver-
age duration was approximately 14.2 months, ranging
from 1 to 46 months. The number of articles included in
the review from NICU and PICU settings is nearly equal,
with 52.9% (9 out of 17) from NICU [18-26] (Table 2)
and 47.1% (8 out of 17) from PICU [27-34](Table 3).

The studies included in this review were conducted
across 13 countries, showcasing a diverse geographic
scope for FCC in neonatal and pediatric critical care.
Most of the studies came from high-income countries,
with 8 of the 17 studies (47%) from North America

[ Identification of studies via databases and registers ]
)
=
'.% Records identified from*: sR;(;(;lE;grfamoved before
'..".’ PubMed (”. = 1’0041 > Duplicate records removed
= Web of Science (n = 1,367) (n = 795)
s Others (n = 1) n=
)
—
\ 4
)
Records screened > Records excluded
(n=1,577) (n=1,311)
\ 4
Reports sought for retrieval ; Reports not retrieved
o (n =266) (n=13)
c
o
8
3 \4
o Reports excluded:
Reports assessed for eligibility Outpatient intervention (n=94)
(n=253) Wrong study design (n=58)
Wrong publication type (n=27)
Not critical care area (n=20)
Wrong outcome (n=15)
Wrong population (n=9)
Review paper (n=6)
— v Irrelevant (n=4)
Others (n=3)
b
= Studies included in review
S| | =17
c

Fig. 1 PRISMA flowchart of the study selection process (ref: Page MJ, et al. BMJ 2021,372:n71. https://doi.org/10.1136/bmj.n71)


https://doi.org/10.1136/bmj.n71

Page 5 of 17

291

(2025) 25.

Aljawad et al. BMC Pediatrics

weiboid Juswanoidul|
uonedidied 1usied e ybnoiyy
uoledpiyied Juaied a10wold

weJboud (aied)4) aIe) pareib
-a1u Ajjwe4 ay) bunuswa|dw

SUOUIAJRIU| 31D bulsinu
paJa1uad-Ajiwe) bunuawaidul

welboud bujuien
S1USJed YIIM UONRIOGR||0D) 350D

welboid uopedpiped ualed D4

SJUBJUL J1BY] JO B4eD By Ul
Ajpoalip syuated Buiajoaur Aq
S3WO2INO [21Ul]2 SU1 aA0idwl 01
weiboud a1ed Ajiwey a1e161U]

SPUNOJ PaJIJUD-A|ILUR) [ENLIA

ubISap (44S) wool Ajiwe}-a|6
-uls pue pod paulquiod e 03 (MO)
piem uado ue wouy bujuonisuel|

siuaied Joy
sa1epdn awli]ade4 10 adAYS Ajleq

(speAp JaU1ej-1a410W 79)
syuased zg | pue syuejul 99
dnoib aied piepuels |68
dnoib aiedl4 568

‘Sjuejul

98¢'1 JO 10} B YUM SNDIN 9T

dnoib jonuod 9

dnoib ey
nied gzl
uonuaAIUI-Isod saljiule) 79
uonuaAul-aid saljiuiey 5
'S3I|IWe) 9| | pue S3SINU € |

-UWIIAAX? $9 sjue

$95INU |7 PUE ‘SI0100P 7
speAp
JuejulAuepuale-lualed gee

dnoub uonuanizrusod G |
dnolb uonuaniau-aid y¢ |
SIUBJUL 67C

|013U0D 9€ pue
UONUSAISIU| 1/ SI9AIB3IRD 0| |

(08=N)
SHUN Y45-POd PUB (0£ =N) P1em
uadQ :peAp 1uBJUI-IRYION 051

Apnis ay1 bunsjdwod syusied
SL Yum ‘sueyul G Jo stuased 9z

syuow 9

SYIUOW HE

syuow 71

(NDIN Y2ea Ul s1eak 7)
SYIUOW 9t

syuow 7|

Liuow 6

syiuow 9

12k |

pauoluaW J0u

L1 P3[0JIUOD PAzZILIOpURY

lem
P3]|0J1UOD PSZIOPURI-ISISN|D
‘leuoneun|nuw 4a3uadn|niy

yoJeasal 1531-150d pue ‘1u)
-eAINbauou ‘|eyusWadXa-Isen)

dnoub |0u0D e INoYIM
Apnis [eyuswiadxe-1sen)

ubisap 110Yod aA1dadsoId

Apnis uonuaiaiul 1s0d-ald

[eL
10|1d paj|0U0d paziwopuey

Apnis
|eIUSWILIRAXS-IseNb 150d-31d

yoeoudde
SPOYIdW-paxiu 150d/aid

1ybram

Apog,s1uBjul pue ‘sJuBjul 01
JUSWYDEIIR 'S3SINU UM
sdiysssupredsiuased uo s109)9
Sl @1enjeAs pue mucml_mQ 10}
weiboid uswanoiduw| uopn
-eddiied 1ualed e dojaasg

95N 92IN0Sal pue
‘A134es ‘sawo21no Jualed pue
1UBJUI UO (21BD)|4) 31D pajeid
-31U] A|lWe4 JO 103y Y1 SzAleuy

Sawo21No |ejuaied pue [eleu
-03U U0 DD 01 paleal SUOIUIA
-121u1 Buisinu Bunuawsdw Jo
10edwl 8y} sulWexs 0) pue
Juswabebus [erusied spiemol
sapnime sasinu aroldw|

D4 Jo Aujenb ay3 uo uopuaA
-131Ul SJUBJEd YIIM UOIRIOgE[|0D)
950]D 91 JO 512942 31 1en|eA]

|apow
DD4 841 Jo Aujigerdadoe pue
AujigIsea) a1 sulwexg

adg yum syueyul wisaid jo
S9UW0D1NO [edIuld 9yl uo uon
-UaAJR1UI (D]4) 218D paresbail]
A|iwed e jo 10edwi ay1 91en|eA3

SPUNOJ PaJ31USD-A|IUIe)
|en1JiA Jo 1oedw [ernusiod pue
‘yoeal ‘A1|IqIsea) Uyl aInsealy

445 pue spod yioq

S9PN|2UI 1BY] JIUN B Ul IO}

pa1ed 35043 O} O Ue Ul I0}
paJed sjuejul JO SIYIOW Ul
26.1eYdsIp 0§ sSaulpeal pue
‘AoedLa-J|9s buipaajsealq
‘saouequnisip dasjs ‘)4 pue
uoddns juaied-asinu Jo
suondadiad ‘uoissaidap jo
swordwiAs ‘ssais NDIN 24edwod)

sdiysuoneas Japiroid-jussed
Buiroiduwl Joy [enualod suonuSA
-12)Ul Y3 55355 01 Sjualed Yim
sa1epdn aull|9oe4 10 3dAYS
Ajtep Jo Aujiqiseay a1 a1enjeny

2310y YINOS

pue(eaz MaN
elensny
epeued)

Aayin]

puejuly

elpu|

eulyd

S1e15 paun

epeued)

S1815 pauN

610C '0°H

610 'Ua1g,0

720t Hekeqly

120g 'usuonio|

120z "eleN

8107 °H

L 20T 'leyaussoy

020z A3]234

S10g 'uisdq

UOlUdAIRIUI paseq-welBoid

uonuaAIRul 2d£y 9|6uls

UOIUBAJ}U|

adwes

uoneing

ubisag

wry

Anuno)

1eaf ‘loyiny

(6 =U) NDIN Y3 Ul pauLIopIad SUOIIUSAIRIUI DD JO MDIADI B3 Ul PAPN|DUL SAIPNIS 343 JO SISDYIUAS T 3jqeL



(2025) 25:291 Page 6 of 17

Aljawad et al. BMC Pediatrics

S9W02IN0 da3js anoidwl 03
uaIp|Iyd pazijeudsoy 11243 Jo
21D 3Y} Ul SI941R) SA|OAU|

syuaned
Ae1s-Buoj 10} $35INU pue 151
-AISUSIUl A1INuUuUod Asewid

SUES
-led pue dOH usamiaq uod
-dns pue uo[EDIUNWIWOD
9oUBYUD 01 SaLeIP NDId

aied
JAD Ul uonedpiled sbe
-INOJUS pue s3|H31ei1s uon
-uanaud |Sgy 1D uo siuased
91eDNP3 03 INopurY DD

sjuslied 1Noge uoewIoUl
|eDIpaWIUOU BujueIu0D
SpIROQ BPISP] PazI|euosiagd

SPUNOJ 918D PIAIUID-A|IUleS

SPUNOJ PISIUSD-A|IUe

|0J3UOD se 07
UONUSAIIUI Ul 07
ualp|iys ot

dnolib
uiej 99
wiej 79
wejocl

UOIIUSAIIUI S
‘dnolb jonuod s

P3103]|0D S3LIUD

Aseip nDId Ajtep 6/ jo
|e101 e YUM 'S

dnoub uonusaiaul 79
dnoib suljeseq 65
syualed 17|

(dDH pue siuased)
UOIIUSAIIUI B J21Je OF
Juljaseq 1e siuspuodsal g§

syualed

anbiun 76 pue syuaiied
anbiun 9/ | Bupuasaidai
SI21UNOJUD YD 767

dnoib iad suaied |1
:syuased 78

sdnoib 1591-150d pue 1591

pauonusw 1ou -a.d '|0J1U0D ‘UoilUSAIIU|

Apnis spoylawl
-paxiw
SIedK 7 [BUOI1D3S-SSOID 9AI1D9dS0Id

Apnis

SYIUOW 0|  [RUONRAIDSCO ‘@ANDdS0Id

Apnis [eIusW

sjuow 0 -ladxa-1senb aAndadsold

JUaUUsSasse

Yuow | uonuaAIaiul-isod pue -ald

Apnis
SPOY19W-Paxiul [eUOIDSS

SYPIM 0| -$5012 '9ADads0ld

(uon
-UsAJa1usod
Zpue-aid 7)
syuow 4

ubisap Apnis Jaye
-210J9Q PIZIWOPURI-UON

Siuspued

61 -QIAOD du1 Buunp
eluownaud yum ua1pjiyd
pazi|eudsoy jo doo)|s sy ul
siay1ey Jo uonedpinied pue
9|04 93 1e6NSSAU|

syuaned Aeis-buoj 1oy
S3SINU PUE SISIAISUSIUI
Aununuod Alewnd jJo
sabeiueapesip pue sabey
-UeAPE 93 91eD1ISaAU|

sallelp
NDId buipiebai sispiroid
aledyijeay pue syualed Jo
suondadiad pue ‘uoneziin
‘Aungisesy ayr aqudsaQ

a|pung 1Sav1d Yim
aoueldwod jje1s

35PaIDU| PUR DD JO SUo
-daniad |eruaied anoidul
Ajpuanbasgns pue s|sgy 1D
punuaaald uruswabebus
AJlude) 9dUeyUS pjNod
UOUSAJ31UI INOPURY

DD4 Ue j aulwia1aQg

soduala)aId pue sanijenb
[euosiad s,pj1ys yoea inoge
1ybisul uanaq ¢dDH apiroid
djay pjnod siusned inoge
UO[PWIIOJUI [DIPSWIUOU
Bujuieluod spleoq apispaq
pazieuostad Jo uonINP
011Ul 3Y1 JAYIBYM SS35SY

saAnDads

-12d Japinoid pue Ajiwey
3y} Yy10g Wolj spunol
PRJ2IUD-A|IWIe) Ul JUDW
-anoi1dwl 10j seale AJiusp)

spunol
22110e4d [eUONIPEIY O)
patedwod usym uonezijinn
awn aroudwil pue ‘Aels Jo
y1bus| 1usned asesidep
‘uonoeysies sjeuoissajoid
24ed Yieay pue,siusied
an0idwl SpuNo. PaJauad
-A|1Wey J9Y19YM $SI5SY

uel| CT0T 1esieyy

$91015 pPaIUN

€C0C ‘spiemp3

A_Y €20z Psuoimen

S91RIS PANUN  1Z0T ‘99jqWRy)

wopbupy pauun 610z ‘dezzeds

$911S PalIuN GLOZ UIna]

ueIsIyed €107 Sepe]  uonuaAlalul 9dAy a1bulg

uoUAAIRIU|

9|dwes

Nollvdna ubiseg

wily

Anuno> 1eak Joyiny

(8 =U) NDId Y3 Ul pawiopad SUORUSAISIUL DD JO M3IASI DY Ul PIPN|DUI SAIPNIS Y3 JO SISSYIUAS € ajqel



(2025) 25:291 Page 7 of 17

Aljawad et al. BMC Pediatrics

aARRIIU

sbueyd aoi0e1d e ybNOIYL
ualp|iyd pazijendsoy pue
SI9AI631eD USaMI 108}
-uod |ed1sAyd anoiduw|
{(>rIqUWI pUP 841005
INO Yoeay) 350y 12901d

dnolb 3504-150d /G|

dnolb 3504
-ald 7/ | :sianIbaleD | €E

Bulaqam

|en1ids Jaaibaled bul
-roidwl Ul ausned pue
19AID2J8D U92MIQ 10PIUOD
[ea1sAyd bunowoid
SAIIBIMUI Ue 3}eN|eA]

Apnis [BUOIIUSAISIUI

SYluoW | 150d-2.1d ‘aAndadsoud

$9115 paIUN

uon
/107 'PUe|9] -udAIRIUI paseq-weiboid

UOIJUBAIBIU|

9)dwes

Nollvdna ubisag wily

Anuno>

1eak Joyny

(penunuod) € ajqeL



Aljawad et al. BMC Pediatrics (2025) 25:291

(Canada and the United States) and Oceania (Australia
and New Zealand), and 3 studies (17.6%) from Europe
(the United Kingdom, Italy, and Finland). Asian coun-
tries, including China, South Korea, Turkey, Iran, Paki-
stan, and India, accounted for 6 studies (35.2%). Thirteen
studies were prospective, while four were randomized
controlled trials (RCTs), including one multinational
RCT involving Canada, Australia, and New Zealand. Less
than half of the studies (7 out of 17) reported the use of a
validated FCC measurement tool.

There was significant variation in sample sizes across
studies. When classifying these sizes based on the num-
ber of infants and children involved, small cohorts with
fewer than 50 participants accounted for 23.5% (4 out of
17) [18, 29, 31, 33], medium cohorts with 50 to 150 par-
ticipants made up 47% (8 out of 17) [19, 20, 23, 24, 26,
27, 30, 32], and large cohorts with more than 150 par-
ticipants represented 23.5% (4 out of 17) [21, 22, 28, 34].
Only one study included more than 500 participants, and
that was the multinational and multicenter study [25].

FCC interventions in neonatal and pediatric critical care
areas

We have identified various FCC interventions aimed at
enhancing family involvement in neonatal and pediatric
critical care units (Table S.1). These interventions can be
categorized as either single or program-based, address-
ing at least one of the FCC principles [3]. Program-based
interventions provide a more holistic approach to FCC
with overlapping themes, while single interventions were
classified into five main categories.

Single type interventions

Enhanced communication and information sharing

This category focuses on interventions that aim at pro-
moting clear, effective, and timely communication
between healthcare providers and families. An example
is using daily Skype or FaceTime updates for parents [18]
to provide consistent and transparent communication.
Another instance includes the use of PICU diaries [31]
or personalized bedside boards that contain non-medical
information about patients [29], which enhance commu-
nication and support between healthcare providers and
parents while offering emotional insight. This is also seen
in the intervention of primary continuity intensivists and
nurses for long-stay patients [32].

Empowering parental participation

This intervention category aims to equip parents with the
necessary skills to participate actively in their child’s care.
It provides support and guidance to enable meaningful
parental involvement. All four FCC principles are demon-
strated through this category, which is exemplified by the
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intervention of involving fathers in the care of their hospi-
talized children to improve sleep outcomes [33].

Structured family-centered rounds

This category describes the introduction of family-
centered rounds [27, 28] to formally and systematically
involve families, ensuring that parents are present and
actively engaged in discussions about their child’s care.
A unique and innovative approach to conducting these
rounds was the use of virtual platforms [20], allowing
remote participation from families who cannot commute
and participate physically. All four FCC principles are
demonstrated through this category.

Targeted education and support

These interventions focus on providing targeted and spe-
cific education or support to parents, enhancing their
understanding of their child’s condition, treatment, and
care needs. The use of an FCC handout to educate par-
ents on CLABSI prevention strategies and encourage
participation in CVC care illustrates this approach [30].

Physical environmental changes

This category includes interventions aimed at transform-
ing the physical structure of the critical care unit to cre-
ate a welcoming and private environment for families
during challenging and emotional times. An example
of this is the transition from an open ward to combined
pods and single-family room design [19].

Program-based interventions

All program-based FCC interventions were preceded
by dedicated training of healthcare professional, and
some had regular retraining sessions [22]. One interven-
tion had an FCC committee to ensure ample support
for its success [24]. They were characterized by their
systemic approach to integrating FCC principles across
all aspects of care delivery. This underscores the impor-
tance of careful planning and training healthcare profes-
sionals to commit to the initiative’s success. Many of the
interventions required interprofessional collaboration
among healthcare professionals from different back-
grounds [20, 22, 23, 25, 27, 29, 31, 34], but all required
nurses’participation, reflecting nurses’'major role in the
FCC dynamics (Table S.1).

In addition to educating healthcare professionals, inter-
ventions could involve targeted parental education to
empower parents in taking an active role in their child’s
care [21-26, 30, 33, 34]. Policy changes could also cre-
ate a more friendly FCC environment, such as extending
visitation hours [24]. Furthermore, psychological or peer
support can assist parents in navigating the challenges
associated with their child’s critical condition illness [25].
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The Family Integrated Care (FICare) program exempli-
fies a holistic approach to FCC with dedicated training
workshops for participating study sites, a parent educa-
tion program, specialized nursing training, and the pro-
vision of a psychosocial support program through peer
support and social workers [25]. This program was asso-
ciated with significant objective improvement in infant
weight gain, breastfeeding rates, and parental stress and
anxiety levels.

On the other hand, the Parent Participation Improve-
ment Program had a more focused scope by delivering the
FCC intervention through three stages [26]. Parents would
identify their personal challenges and set personal goals in
improving parent-nurse interaction, followed by an intro-
duction to the NICU environment and learning various
baby cues. Parents would then actively participate in deliv-
ering nursing care, such as changing diapers, breastfeeding,
soothing, kangaroo care, bathing, dressing, developmental
positioning, singing, and talking. This intervention showed
significantly higher scores in partnership and attachment,
albeit no significant difference in infants’ weight between
the intervention and control groups.

Barriers to FCC

The interventional methods had several barriers that hin-
dered the implementation of FCC in neonatal and pediat-
ric critical care units (Fig. 2). These challenges occurred
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at institutional, provider, family, and environmental lev-
els, underscoring the importance of understanding how
they affect targeted improvements. We have categorized
the main barriers identified from these studies below:

Institutional and resource barriers

Institutional Support and Policy Challenges: Institutional
support was felt to be lacking in some interventions due
to competing priorities, other than FCC, to optimize
workflow and clinical outcomes. One of the studies on
family-centered rounds reported this and stressed the
importance of securing institutional support and imple-
menting policy changes to drive the FCC forward, which
can be challenging [27].

Resource Constraints: In the study that evaluated
providing daily virtual updates for parents in the NICU
[18], despite the positive results reported, the authors
acknowledge that providing FCC using digital means
may be challenging in resource-poor settings, especially
in lower-income areas. Healthcare leadership may redi-
rect financial support to other services that could have a
broader impact on the community health.

Environmental and Workload Factors: Several stud-
ies have highlighted that healthcare settings are inher-
ently high-stress environments, particularly neonatal and
pediatric critical care units. The combination of heavy

Barriers to Family-Centered Care

Emotional Stress

Training Needs

Environmental
Constraints

Institutional
Barriers

Provider's Mindset

Cultural Barriers

Communication
Challenges

Fig. 2 Identified barriers to family-centered care
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workloads, a limited workforce, and insufficient training
opportunities for engaging healthcare providers in FCC
created a significant barrier to delivering FCC effectively
[24, 27, 29].

Provider attitudes and mindset

Traditional Provider-Centered Attitudes: Two stud-
ies around family-centered rounds described how the
paternalism model approach in provider-centric care
is deeply rooted in healthcare [27, 28]. They reported
challenges in transitioning to FCC, especially in an
environment where providers adhere to task-focused
roles, resist parental involvement, and may underesti-
mate family input, seeing it as a disruption rather than
an opportunity asset.

Provider Sensitization and Fatigue: A study
described how the primary continuity intensivists and
nurses for long-stay patient intervention took a toll on
providers, leading to increased stress and decreased
flexibility in their work schedules [32]. Healthcare
providers, especially in critical care settings, attempt
to have an emotional barrier when interacting with
critically ill patients to prevent provider sensitization
and emotional fatigue. FCC requires healthcare profes-
sionals to provide more emotional support to families,
which can be emotionally taxing, leading to provider
fatigue and reduced engagement, which can negatively
impact the sustainability of FCC efforts.

Role Boundary Issues: The Close Collaboration with
Parents training program intervention described how
nurses can resist parental involvement and feel pro-
tective of their profession [23]. This can significantly
impact the provision of FCC in these settings and hin-
der productive family participation.

Cultural and family commitment barriers

Cultural and Traditional Constraints: The integrated fam-
ily care program in China [21] acknowledged this barrier,
where a cultural tradition of “zuo yuezi,” which required
new mothers to stay at home for one month, hindered
their involvement in FCC. The program was successful in
improving the healthcare provided in the NICU through
FCC and directly impacted objective clinical measures
such as increased breastfeeding practices, less enteral
nutrition time, more daily weight gain, and significantly
lower respiratory support time by involving parents
directly in the care of their infants. Other countries may
have similar cultural and traditional constraints that may
affect the parents’ participation in FCC.

High Commitment Requirements for Parents: Two
studies focused on leveraging telehealth interventions
by providing daily teleconferencing updates for parents
and virtual family-centered rounds [18, 20]. These stud-
ies recognized that working parents and those with other
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children find it difficult to engage actively in FCC due to
competing commitments. Caring for critically ill children
required emotional and physical presence, which was
difficult to provide. Through their innovative approach,
both interventions provided a convenient solution for
both families and healthcare providers in delivering
effective FCC.

Communication and collaboration challenges

The study that described FCRs in PICU [28] reported sig-
nificantly limited participation of non-native-speaking
families during their intervention, impacting effective
participation in FCC. Information sharing is a core FCC
concept that necessitates clear communication between
healthcare professionals and families. This gap in com-
munication adversely impacted the delivery of FCC, leav-
ing non-native families feeling excluded and creating a
barrier between healthcare professionals and parents.

Environmental constraints

A number of our included studies identified how open
wards with limited private spaces may hinder the estab-
lishment of a family-friendly environment, with families
feeling like visitors in a non-welcoming environment.
Moreover, they reported on how critical care areas had
strict patient safety policies and infection control meas-
ures that may affect the parents’ presence. One of these
studies involved the hospital leadership in changing the
open ward layout to single pod rooms, which alleviated
these negative feelings [19]. Other interventions aimed
at increasing the visitation times in the critical care area
[24] and improving the physical contact between car-
egivers and hospitalized children [34] were all associated
with the successful implication of FCC and positive clini-
cal outcomes without safety concerns.

Training and development needs

One study mentioned how healthcare professionals may
not have the skill set required to deliver an effective FCC
[24]. Overcoming this barrier necessitated investments
in training and professional development by healthcare
institutions to enable providers to engage in FCC ini-
tiatives. Lack of proper training may lead to inadequate
communication skills that obstruct family involvement.

Emotional and psychological stress on families

The primary continuity intensivists and nurses for long-
stay patient intervention [32] also reported that the
family’s journey through their child’s critical illness was
accompanied by significant emotional stress and anxiety,
which may influence how they engage with healthcare
professionals. This was illustrated by the fact that parents
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were less likely to trust non-primary healthcare providers
in caring for their children.

Facilitators to FCC

The interventional methods had several factors that led
to the successful implementation of FCC intervention in
neonatal and pediatric critical care units (Fig. 3). These
facilitators collectively enhanced family involvement,
staff engagement, and the overall effectiveness of FCC
interventions. We have categorized the main facilitators
below:

Enhanced physical environment for family involvement
After identifying that open ward layouts in NICUs can
be viewed as a barrier toward FCC, an intervention that
created private rooms in the NICU successfully helped
parents feel more welcomed and comfortable at the bed-
side [19]. This fostered a friendly atmosphere and a sense
of privacy that alleviated stress, along with an increased
sense of respect from staff, making them perceive their
infants as more ready for discharge.

Empowerment, training, and skill development
As demonstrated in the Close Collaboration with Par-
ents training program intervention [23], specialized

training for healthcare professionals in critical care units
improved their skills in active listening, negotiation, and
providing family-centered interventions, fostering a col-
laborative care environment. Another study on the FCC
parent participation program [22] reported how regular
staff training on FCC principles and practices kept them
engaged in delivering FCC at the bedside. Two other
interventions also reported how parental training and
support helped parents feel more comfortable perform-
ing basic nursing tasks for their child [26] and reinforced
family unity in the care process [33].

Supportive healthcare infrastructure and culture

Three identified studies highlighted a supportive health-
care infrastructure and culture’s positive role in facilitat-
ing the smooth and structured implementation of FCC
interventions and practices. One study highlighted how
a healthcare institution developed managerial FCC com-
mittees to provide logistic support, help shape policy,
and provide resources for building an infrastructure to
deliver effective FCC interventions [24]. Other interven-
tions focused on how progressive cultural changes in
care toward FCC enhanced and fostered an environment
where families feel valued and empowered as active par-
ticipants in their child’s care [28, 34].
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Collaborative communication and transparency
Interventions that established trust through consist-
ent communication, built strong relationships between
families and healthcare providers, which was essential
for effective FCC. Two studies focused on incorporat-
ing an orientation to critical care settings for parents and
providing them with standardized educational material,
which helped them understand the teamwork dynamics
and how to take a proactive role [24, 28]. Another two
studies showed how helping healthcare providers appre-
ciate and understand families’ feelings during the criti-
cal care journey through a diary system [18], or getting
to know their patients on a personal level through non-
medical bedside boards [29] were strong facilitators in
extending the required mutual trust of the FCC. Lastly,
another study showed how delivering care to long-term
patients by designating primary continuity providers
improved communication consistency between families
and care teams, ensuring swift and informed decision-
making [32].

Parental involvement in care processes

Two studies indicated that giving parents the time and
space to actively engage in family-centered rounds allows
them to take a more meaningful role in decision-making
[27, 28]. This was associated with improved parental sat-
isfaction without negatively affecting workflow, although
rounds were marginally longer in one of the studies [28].
Another study on the effectiveness of family integration
in the NICU care [25], showed that parents with prior
NICU experience can become facilitators in the FCC
process through their participation in peer and veteran
support groups. This process enabled them to share their
experiences and build confidence in the medical teams,
alleviating parents’stress in navigating the critical care

journey.

Adaptable and scalable FCC interventions

Three studies implemented affordable, adaptable, and
cost-effective interventions such as personalized bedside
boards [29], diaries [31], and secure digital communica-
tion [18]. Introducing FCC interventions that are scalable
and affordable can help adapt them to different care set-
tings and broaden their impact.

Continuous feedback and quality control

The PICU diaries intervention included an ongoing eval-
uation and improvement plan [31]. This ongoing feed-
back loop helped maintain the intervention’s relevance
and effectiveness. Gathering feedback from healthcare
professionals and parents was essential for establishing
a sustainable and stable FCC framework, resulting in a
strong institutional commitment to its success.
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Discussion

Summary of key findings

In this review, we identified 17 articles exploring FCC
interventions in neonatal and pediatric critical care units
from two databases. Our goal was to include prospec-
tive and randomized controlled trials to ensure compre-
hensiveness while balancing practicality and available
resources within time constraints. This review did not
assess the methodological quality of individual studies,
which is an optional requirement for scoping reviews
[13]; rather, it mapped the literature on interventions
with proven efficacy, along with their barriers and facili-
tators, to support implementation and adoption in vari-
ous settings. We categorized interventions based on the
critical care area—PICU or NICU—and the type of inter-
vention, whether single- or program-based. Most of the
identified articles were conducted in Western societies,
but there is also a growing interest from Asian coun-
tries. This distribution indicates a strong interest in FCC
among high-income regions, although middle-income
areas are also beginning to adopt and investigate FCC
interventions in their communities. This is significant
since cultural and traditional differences among commu-
nities require careful consideration when implementing
an FCC intervention to ensure its success and achieve the
desired outcomes.

FCCinterventions across NICU and PICU settings

ECC interventions in NICU and PICU settings varied in
their design and implementation. NICU had more pro-
gram-based interventions [21-26], focusing on participa-
tion and collaboration by involving parents in basic infant
nursing care, such as feeding, hygiene, and increasing
physical contact. Based on our review, a possible explana-
tion for this trend is that delivering program-based NICU
interventions might be more feasible due to its relatively
controlled environment, where infants often require pro-
longed stays, allowing for the gradual integration of par-
ents into caregiving roles. Furthermore, the age range
of children admitted to the PICU is quite broad, which
may introduce an additional layer of complexity when
introducing a FCC intervention. The only program-
based intervention in the PICU was a change initiative
to improve physical contact between caregivers and their
hospitalized children, which showed its safety and feasi-
bility [34]. These interventions, across NICU and PICU,
have consistently been well-received by healthcare pro-
fessionals and families, and they were linked to signifi-
cant improvements in clinical outcomes (Table S.1).

In the PICU, single-type interventions included family-
centered rounds and innovative communication methods,
such as personalized patient bedside boards containing
non-medical information, FCC educational handouts, and
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PICU diaries for families to document their experiences
and communicate with healthcare providers. These tools
humanized the clinical space and provided a welcom-
ing environment for families, effectively addressing the
information-sharing and participation aspects of the FCC
by allowing families to engage in discussions about their
child’s care actively. Similar interventions were found in
adult ICUs that focus on improving communication and
reports of improvement in staff confidence, family satis-
faction, and reduced distress [35, 36].

Notably, NICU single-type interventions included the
use of digital health with interventions such as daily vir-
tual family updates and virtual family rounds that facilitate
continuous family engagement. There are key challenges
in delivering effective FCC, including restricted parental
presence, communication barriers, and provider work-
load constraints—factors that digital health interventions
could help address. Digital health has been a transforma-
tive disruption to the status quo of traditional healthcare,
with increased interest in its use following the corona-
virus pandemic; it has found its way into FCC practice,
although more needs to be done, especially in neonatal
and pediatric critical care units [37, 38]. A recent system-
atic review has identified 40 articles about digital health
interventions to support family caregivers, and only one
intervention included caregivers of patients in the PICU
[39]. This highlights that despite the promising role of dig-
ital health in enhancing FCC, there remains a significant
gap in the development and testing of technology-based
interventions specifically tailored to the needs of families
in neonatal and pediatric critical care.

Barriers to FCC
We have identified several barriers to implementing FCC
interventions in neonatal and pediatric critical care units.
While these barriers are similar to those in other settings,
they are uniquely relevant in this context. A systematic
review of seven studies evaluating the barriers to FCC in
adult intensive care units has described several categories
that parallel ours [40]. For example, a lack of understand-
ing of what is needed to achieve patient- and family-
centered care includes subcategories like those we have
identified in our review of role-boundary issues reported
by nurses and training and development needs—organ-
ization-related barriers in adult settings such as policy
constraints, resource limitations, and insufficient private
spaces mirror those that are seen pediatric units. Addi-
tionally, the attitudes and mindsets of providers, commu-
nication challenges, and emotional stress have all been
identified as significant barriers for adults that can limit
the depth of delivered FCC endeavors [40].

A recent qualitative study describing the perceived
barriers of FCC in two NICUs supports our findings by
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highlighting these barriers from the perspective of fami-
lies, nurses, midwives, and doctors [41]. They have identi-
fied two main themes: family perceived barriers of family
stress and anxiety, inadequate information sharing and
education, culture, and religion, and the second theme of
the facility’s perceived barriers of inadequate space and
logistics, workload and inadequate staff, restricted entry,
and negative staff attitude [41]. These findings under-
score the complex nature of FCC barriers, where fam-
ily and institutional factors contribute to difficulties in
implementing family-centered practices in neonatal and
pediatric critical care units.

Facilitators of FCC

We have identified several facilitators that were key in
the successful implementation of FCC interventions in
neonatal and pediatric critical care units. These facilita-
tors were diverse yet played a critical role in creating a
welcoming and collaborative environment by providing
dedicated family spaces, consistent communication, and
structured training for healthcare providers. Moreover,
a consistent theme that emerged was the importance
of having a supportive infrastructure and higher man-
agement support that can easily remove boundaries
when delivering FCC. An international qualitative study
across 43 countries with the participation of 345 health-
care clinicians of the facilitators and barriers to fam-
ily engagement in the ICU echo our findings [42]. They
have identified three common themes of communication,
leadership, and engagement that closely align with our
results.

Implications for practice

Effective FCC planning and delivery require a structured,
multi-step approach to ensure success. After careful
deliberation and evaluating the interventions’ procedures
for each of the included studies and how the facilitators
informed their successful implementation, we propose
here a step-by-step model to help plan and deliver suc-
cessful FCC interventions in neonatal and pediatric criti-
cal care units (Fig. 4):

1. Incorporating FCC core concepts at the needs assess-
ment stage: An initial review and assessment of the
needs of families, healthcare providers, and institu-
tions to ultimately improve clinical outcomes is an
important first step. Revolving the assessment around
how the care can be more respectful, information
shared transparently, and valuing collaboration and
participation in the care delivery ensures that the pro-
posed intervention aligns with the FCC goals.

2. Securing institutional support: To deliver a success-
ful FCC, a cultural shift is required, and it will not
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happen without firm institutional support. Gain-
ing support from higher management facilitates the
implementation and sustainability of FCC as a com-
mon practice, and this should be done with a care-
fully written plan with clear objectives, timelines, and
a feedback loop for ongoing quality improvement,
keeping in mind that the proposed intervention must
be culturally appropriate to maximize acceptance
and relevance.

. Planning regular training sessions: We have observed
that training families and healthcare providers is
equally important; it should be done regularly for
healthcare providers. Training helps instill FCC core
concepts and builds a collaborative and supported
team that is more engaged in delivering FCC. Incor-
porating digital tools and standardized materials,
such as instructional videos and leaflets, promotes
consistency and accessibility.

4. Adopting adaptable and scalable FCC interventions:

Introducing adaptable and scalable interventions
that are both affordable and acceptable can help

sustain FCC interventions, especially in resource-
constrained settings. For example, low-cost interven-
tions such as bedside boards containing non-med-
ical information about patients or family-centered
rounds are both low-cost and scalable interventions
that can be easily implemented with a broad impact.
Other program-based interventions can also be
delivered through incremental stages using a quality
improvement model such as Kotter’s 8-Step Change
Model [43] or the PDSA cycle (plan, do, study, and
act) [44], allowing flexibility and receiving short-term
feedback before broadening the intervention further
while incorporating a feedback mechanism to foster
ongoing commitment to quality improvement.

While our approach does not adhere to a single prede-
fined implementation framework, it conceptually aligns
with Kotter’s 8-Step Change Model [43], which empha-
sizes structured change management and stakeholder
engagement. Our proposed model is designed to act as
a practical guide in designing and implementing FCC
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practices but requires testing and validation to assess its
real-world applicability. Future research should involve
testing this model in various settings and incorporat-
ing stakeholder feedback and outcome evaluations to
enhance its effectiveness.

Strengths and limitations

Strengths

One strength of this review is its comprehensive
approach to identifying FCC interventions, along with
their barriers and facilitators, allowing for easier replica-
tion of these interventions in diverse contexts. We have
used a robust scoping review methodology to synthesize
our evidence and were able to capture a wide range of
FCC interventions in neonatal and pediatric critical care
units. This builds upon the FCC’s theoretical founda-
tion and validates the included interventions’relevance to
holistic FCC within a clear and simple framework.

Limitations

This scoping review has several limitations. We restricted
our search to two databases and excluded non-English
publications, which may introduce selection and lan-
guage bias and limit literature representation from
other regions. Nonetheless, identifying interventions
from 13 countries across North America, Europe, Asia,
and Oceania boosts our confidence in the findings. To
establish a reproducible methodology and reduce sub-
jectivity in our selection process, we only included arti-
cles that presented an FCC aim in their introduction or
methods with FCC-aligned outcomes as defined by FCC
principles. This may have contributed to our potential
selection bias. Another limitation is that many identi-
fied single-type interventions were unique to their own
setting, and extrapolating their effectiveness to other set-
tings might not be possible, limiting the generalizability
of these interventions. Finally, we did not perform a for-
mal quality assessment of the included studies because
it was beyond our scope. However, we chose to include
only randomized controlled trials and prospective studies
from peer-reviewed publications to ensure a high level of
evidence within these constraints.

Directions for future research

Despite identifying several FCC interventions in neo-
natal and pediatric critical care units, significant gaps
remain. Family-centered rounds were the only single-
type intervention tested across different settings, and
all program-based interventions, except one, were con-
ducted in the NICU. Furthermore, there is a notable
scarcity of randomized controlled trials, with only four
identified, and most of the studies (11 out of 17) were
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from Western high-income countries, with limited test-
ing of technology-focused interventions. This indicates
ample opportunity for future research and testing inno-
vative technology-focused interventions promoting FCC,
which is echoed by the American College of Critical Care
Medicine guidelines for FCC in the Neonatal, Pediatric,
and Adult ICU where they highlight that all their recom-
mendations were based on weak level evidence and the
importance of further research to identify the most effec-
tive interventions to improve this critical aspect of ICU
care [45]. Given these significant gaps, there are a num-
ber of possible directions that we propose researchers can
take in this field: investigating the feasibility of more pro-
gram-based FCC interventions in the PICU, conducting
randomized controlled trials to build stronger evidence
on the effectiveness of an FCC intervention, incorporat-
ing technology-based FCC solutions that are scalable and
affordable, and conduct more research in resource-con-
straint settings and culturally diverse communities.

Conclusion

This scoping review comprehensively reviewed a myriad
of FCC interventions in neonatal and pediatric critical
care units across diverse settings, highlighting the effect
FCC interventions have on families’ satisfaction, clinical
outcomes, and the quality of care provided. By explor-
ing the barriers and facilitators of FCC, we were able to
describe the complexities that healthcare systems need
to understand to deliver efficient and effective interven-
tions. We have identified a practical approach to imple-
menting FCC intervention from incorporating FCC
core concepts at the stage of assessment needs, secur-
ing support from hospital administration, conducting
regular and frequent training, selecting adaptable and
scalable interventions, and the importance of ongoing
feedback. We have also identified the need to introduce
innovative technology-based interventions, investigate
program-based interventions in the PICU, and conduct
high-quality randomized controlled trials. FCC remains
an important model of care that healthcare providers and
policymakers need to prioritize when delivering care in
neonatal and pediatric critical care settings. When the
principles of FCC of respect and dignity, information
sharing, participation, and collaboration are incorpo-
rated into the healthcare culture and providers'mindset,
they have the promise of creating a true partnership with
families in delivering high-quality care that can trans-
form neonatal and pediatric critical care. This can help
patients, families, and healthcare providers navigate the
critical care journey while acknowledging its difficulties
and responding to their emotional, social, and develop-
mental needs interwoven with clinical excellence.
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