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ABSTRACT
Background: Admission to a Paediatric Intensive Care Unit (PICU) can be a traumatic experience for children and their fam-
ilies. Most children admitted to a PICU will survive; however, a significant proportion of children and their parents will expe-
rience serious psychosocial difficulties before, during and after PICU admission. There remains a knowledge gap concerning 
effective interventions for preventing or reducing adverse psychological outcomes for children and their caregivers.
Aim: This study aimed to identify and describe the types and characteristics of psychosocial interventions for the prevention, 
early detection and/or treatment of adverse psychological outcomes in children and/or their families before, during and after 
experiencing PICU admission and to identify gaps in the current literature.
Study Design: A scoping review was conducted through PsycINFO, PubMed, CINAHL and Scopus. English-language peer-
reviewed and grey literature were searched from the earliest available records to July 2024. Key search domains included inter-
ventions and efficacy, feasibility, measurement instruments and psychological outcome variables.
Results: Of 3137 studies initially identified through database searching, 10 were included for full review. The findings from in-
cluded articles describe nine universal interventions that include information provision and psychoeducational approaches, and 
one targeted psychotherapeutic intervention. There exists a significant paucity of targeted and clinical interventions for those 
patients and families at high risk of poor psychological outcomes. The Creating Opportunities for Parent Empowerment (COPE) 
programme emerged as a notable intervention, demonstrating reductions in parental stress, improved emotional coping and 
increased parental engagement in their child's care.
Conclusions: The existing literature examining the efficacy and effectiveness of psychosocial interventions to prevent or treat 
poor psychological outcomes before, during and after PICU admission is limited. Although a diverse range of interventions has 
been explored, notable discrepancies have emerged between these interventions and the actual needs and preferences of children 
and their families. Challenges related to standardisation and intervention type, setting, timing, scope and target must be care-
fully addressed in future research.
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Relevance to Clinical Practice: This review highlights the need for targeted and clinical evidence-based psychosocial inter-
ventions in PICUs to address psychosocial outcomes including posttraumatic stress symptoms (PTSS) and posttraumatic stress 
disorder (PTSD) in children and families. Critical care nurses are uniquely positioned to identify early signs of psychological 
distress and should advocate for and actively participate in the development and delivery of tailored interventions with families 
to improve outcomes and recovery.

1   |   Introduction

The emotional and psychological well-being of children admit-
ted to a Paediatric Intensive Care Unit (PICU) has long been a 
topic of clinical concern [1, 2]. Most children admitted to a PICU 
will survive; however, a significant proportion will develop seri-
ous emotional, cognitive, social or physical challenges as a result 
[3]. These sequelae are more prevalent in PICU than in other 
paediatric ward settings [4] and are often referred to as Post-
Intensive Care Syndrome in paediatrics (PICS-p) [5]. Vital prog-
ress has been made in understanding PICS-p; however, a critical 
knowledge gap remains regarding effective interventions aimed 
at preventing or mitigating adverse psychological outcomes.

2   |   Background/Justification

While adverse effects following PICU admission can impact the 
child's long-term development [6], they can also have profound 
consequences for their families [2, 7, 8]. It is well established that 
parents experience heightened levels of stress and anxiety when 
their child is admitted to PICU [1] and are vulnerable to persistent 
symptoms that extend well beyond the child's discharge [2, 9, 10]. 
These symptoms span psychological, social and physical domains, 
leading to substantial morbidity in the family unit [7]. Several re-
views have synthesised existing research on the development of 
posttraumatic stress symptoms (PTSS), posttraumatic stress dis-
order (PTSD) and other long-term psychological outcomes for chil-
dren and/or their parents. Although related, PTSS is a term used to 
describe traumatic stress symptoms following a traumatic event, 
while a clinical diagnosis of PTSD, as per the DSM-5, requires a 
constellation of symptoms across different clusters or domains 
that persist for at least one month and cause significant distress 
or impairment in functioning [11]. Tang et al. [12] examined the 
prevalence and risk factors for PTSD in predominantly school-
aged children 6–16 years old, discharged from PICU. Clinically 
significant PTSS, prevalent at varying intervals from one week to 
one year post PICU, ranged from 13% to 84.6%. Moreover, Abela 
et al. [7] found 30% of parents are affected by subclinical PTSS and 
clinical PTSD up to three years after their child's illness, emphasis-
ing the urgent need for family-centred interventions. Hordijk et al. 
[13] systematically reviewed neurocognitive function of mostly 
school-aged children and health-related quality of life (HRQoL) 
in children up to 18 years admitted to intensive care. Seventy-five 
studies of varying quality were examined and found that survivors 
of PICU suffer worse scores in neurocognitive function and lower 
physical and psychosocial HRQoL than the general population.

As our understanding of the psychological impact of PICU admis-
sion expands, the need for tailored, evidence-based interventions is 
clear. A review by Baker and Gledhill [14] examined interventions 

aimed at reducing psychiatric morbidity in children and/or their 
parents after PICU discharge, finding only six studies. The review 
focussed narrowly on intervention components without exploring 
measurement instruments or feasibility. This highlights the lim-
ited existing research, warranting an updated and comprehensive 
review. Whilst research examining the aetiology of PTSD [15–17] 
and diagnostic tools is slowly increasing [10, 12, 18, 19], this re-
view will focus on interventions for preventing and treating ad-
verse psychological outcomes which include ‘PTSS’, ‘PTSD’ and 
‘anxiety’ and other ‘psychological distress’; address the effective-
ness, feasibility and acceptability of these interventions; and detail 
measurement outcomes and instruments utilised. In this context, 
‘intervention’ refers to actions before, during or after PICU admis-
sion to address psychological distress, while ‘follow-up’ focuses on 
post-discharge care, addressing long-term challenges through tai-
lored outpatient or specialised clinics.

This review is underpinned by the Paediatric Psychosocial 
Preventative Health Model (PPPHM), developed by Kazak [20] and 
adapted to the PICU context. The PPPHM is a three-tier frame-
work that categorises family psychosocial risk levels to direct tai-
lored intervention strategies in paediatric healthcare. It offers a 
systematic approach to care, ranging from universal, broad-based 
support to targeted and intensive interventions based on the fami-
ly's specific level of need (see Figure 1). The Universal tier focuses 
on all families entering the PICU. These families are typically re-
silient but face significant stress. Primary intervention strategies 
may include general support and/or information provision. The 
Targeted tier addresses families with moderate risk, such as those 
suffering acute stress or pre-existing stressors. Psychoeducation 
and more targeted support are vital for this population. Finally, the 
Clinical tier focuses on families at very high risk for persistent psy-
chological distress, including severe anxiety, PTSS and PTSD that 
is unresponsive to universal and targeted strategies. Interventions 
are typically intensive and may include psychotherapy and/or spe-
cialist clinician support.

3   |   Aims and Objectives

The primary objective of this review is to examine the types 
and characteristics of psychosocial interventions aimed at pre-
venting, detecting and treating adverse psychological outcomes 
in children and/or their families before, during or after PICU 
admission. The review addresses two core questions: (a) What 
is known about the range of PICU psychosocial interventions, 
including their timing, target population, scope, delivery mode, 
efficacy, feasibility (e.g., recruitment, retention and treatment 
adherence) and challenges identified by authors? (b) What psy-
chological outcomes are examined in these studies, and how are 
they measured?
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4   |   Design and Methods

Methodology of the current review was informed by the Preferred 
Reporting Items for Systematic Reviews and Meta-analyses exten-
sion for scoping reviews (PRISMA-ScR) guidelines (Table S1) [21] 
and JBI guidelines for scoping reviews [22].

4.1   |   Eligibility Criteria

Studies evaluating psychosocial interventions addressing psy-
chological morbidity in children admitted to intensive care (and/
or their family members) conducted within PICUs or delivered 
after the child's discharge were included. This scoping review 
included a range of study designs, such as experimental and 
quasi-experimental studies (randomised control trials (RCT), 
non-RCTs, pre-post studies and interrupted time-series studies), 
descriptive observational studies (case series and case reports) 
and qualitative studies.

Predetermined inclusion criteria included (a) participants were 
children or family members of children (primary caregivers, 
parents, siblings) admitted to PICU; (b) patients aged 0–18 years 
when admitted to PICU; (c) intervention for the prevention, de-
tection and/or treatment of poor psychological outcomes after 
PICU. Studies were excluded based on one or more of the fol-
lowing: (a) patients older than 18 years of age when admitted to 
an intensive care unit; (b) no analysis of PICU patients or their 
families (e.g., age); (c) publication types that were recommenda-
tions, guidelines or research letters without patient data, news 
reports, editorials, commentaries or review articles; (d) articles 
not available in English; (e) non peer-reviewed; (f) no full-text 
availability.

4.2   |   Search Strategy

A three-step search strategy was implemented following JBI 
guidance [22]. The search formula was reviewed by a nursing 
liaison librarian with expertise in scoping reviews. The librar-
ian provided guidance on optimising keywords and database 
selection. Initially, a limited search of PsycInfo and PubMed 
was conducted (from earliest available records up to July 
2024) using an electronic search strategy based on PRISMA 

Summary

•	 What is known about the topic?
○	 Admission to paediatric intensive care can be a 

highly traumatic experience for children and their 
families.

○	 Adverse psychological outcomes in children and 
their families during and after discharge from a pae-
diatric intensive care unit are a well-documented 
phenomenon.

•	 What this paper adds?
○	 No widely applied standardised intervention exists 

for the prevention, detection or treatment of psycho-
logical morbidity in the challenging PICU setting.

○	 Multi-component interventions, targeting both chil-
dren and parents, and incorporating active partici-
pation, psychoeducation and personalised resources 
play a critical role in addressing psychological 
morbidity.

○	 There is a need for more child-focused, targeted and 
clinical interventions. Involving parents enhances 
the effectiveness of these interventions in achieving 
lasting changes, as compared to simple information 
provision programmes.

○	 Research is urgently needed to develop and evalu-
ate interventions that are effective, acceptable and 
feasible and meet the needs of infants, children and 
adolescents and their families.

FIGURE 1    |    PICU psychosocial preventative health model. Figure inspired by the paediatric psychological preventative health model (PPPHM). 
Kazak [20] Centre for Paediatric Traumatic Stress, Children's Hospital of Philadelphia.
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extension for scoping review [21] and peer review for elec-
tronic search strategy (PRESS) [23] guidelines. Search terms 
included those related to population (e.g., child*, adol* and 
family), intervention (e.g., interven* and prevent*), outcomes 
(e.g., PTSD and psychological morbidity) and setting (e.g., 
ICU and PICU). Titles and abstracts of obtained articles were 
reviewed to identify articles meeting inclusion criteria. Key 
terms were extracted from the title, abstract and keywords of 
those articles, resulting in the addition of the following search 
terms: aftercare, quality of life, stress disorder, which were in-
corporated into a broader search across PsycINFO, PubMed, 
CINAHL and Scopus. A systematic search of these databases 
was conducted, and duplicate records were removed. Two in-
dependent reviewers (GS, LD) conducted the title and abstract 
screening to exclude studies that did not meet inclusion crite-
ria. Finally, reference lists of included articles were searched 
for additional studies meeting inclusion criteria (see Tables S2 
and S3 for full search strategy). The full text of relevant studies 
was assessed independently by the reviewers (G.S., L.D.) using 
the predefined eligibility criteria. Disagreements between re-
searchers were resolved through collaborative discussion with 
D.A.L. If consensus could not be reached, the research team 
was consulted to make the final determination.

4.3   |   Evidence Selection

Covidence software [24] was used to collate and manage re-
cords obtained, including screening and data extraction. After 
removal of duplicate records, screening of titles and abstracts 
were completed, and ineligible studies were removed. Reasons 
for exclusion were recorded in Table S4.

4.4   |   Data Extraction

Data were extracted from eligible sources using a data ex-
traction template (see Table S5). Extracted items included: au-
thor, publication year, study aim/design, setting, participant 
demographics (age/sex and sample size), intervention charac-
teristics (content, format, number of sessions), primary and 
secondary outcomes, psychological outcome measurement 
tools, feasibility factors (e.g., recruitment and retention rates) 
and key findings.

4.5   |   Data Analysis

The extracted data were presented using a narrative approach, 
guided by the PPPHM framework [20]. This framework cate-
gorises interventions across a spectrum: universal (addressing 
the entire PICU population), targeted (supporting families in 
need) and clinical (focussing on high-risk families). Adapting 
the PPPHM to the PICU context provided a clear classification 
system for interventions [20] (see Figure 1). We determined uni-
versal interventions as those provided to all families and/or chil-
dren without prior risk or assessment screening for acute stress. 
Targeted interventions were classified as those provided only 
after participants were screened and identified as moderate risk 
of elevated acute stress. Finally, clinical interventions were clas-
sified as those provided by specialist clinicians to participants 

who were screened and identified as very high risk for persistent 
elevated distress failing to improve or resolve after discharge. 
Accordingly, participant eligibility criteria (screening of psycho-
logical status) and the type and level of intervention (general 
support (e.g., connecting families with hospital resources), in-
formation provision, education and psychotherapy) were scru-
tinised to inform the appropriate category for each study. Full 
text review of the included studies was conducted by G.S. and 
L.D. to classify each intervention. Data were organised into ta-
bles based on the data extraction template, with common themes 
summarised and linked to the research questions.

To ensure accuracy in data synthesis, key terms ‘intervention’ 
and ‘follow-up’ were defined based on existing literature and 
research team consensus. The study authors' original ter-
minology was retained to maintain contextual integrity and 
prevent misrepresentation when describing interventions, psy-
chological outcomes and population characteristics. For exam-
ple, some studies referred to psychological distress as ‘acute 
stress’, while others used terms such as ‘posttraumatic stress 
symptoms’ or ‘posttraumatic stress disorder’. Furthermore, be-
cause of the methodological heterogeneity across studies, di-
rect comparisons of interventions and outcomes were avoided. 
Instead, a narrative synthesis approach was applied to iden-
tify overarching themes within the literature and intervention 
classification.

5   |   Results

A total of 3137 records were retrieved through database 
searching and other sources. After duplicate removal, 2366 re-
cords were retained for screening. Following title and abstract 
screening, 43 articles remained for full text review, of which 
33 were excluded for not meeting inclusion criteria (Figure 2 
PRISMA flow diagram). Ultimately, 10 studies met all criteria, 
representing a diverse range of interventions aimed at address-
ing psychological morbidity before, during and after PICU ad-
mission. Papers included RCT (n = 8) and quasi-experimental 
(n = 2) designs, published between 1997 and 2024, involving 
621 participants. Studies were conducted in the United States 
(n = 6), Canada (n = 1), United Kingdom (n = 1), Italy (n = 1) 
and Australia (n = 1).

This review aimed to explore the breadth, effectiveness and 
feasibility of available interventions targeting adverse psycho-
logical outcomes before, during or following PICU admission. 
Characteristics and findings of the included studies are listed in 
Table  1. Given the substantial variability across studies, inter-
ventions were grouped thematically based on the PPPHM frame-
work (universal, targeted, clinical) and according to participant 
eligibility criteria and type and level of intervention. Nine out 
of ten studies reported on universal interventions commencing 
before (1/10), during (7/10) or after (2/10) PICU admission and 
a single targeted intervention focused on parent outcomes. Of 
these, eight studies measured outcomes after PICU, four during 
PICU and just one prior to admission (see Table S7). Within the 
PPPHM tiers, we further sub-categorised the outcome target 
(parent and/or child) and type of intervention (e.g., information 
provision, psychoeducation and psychotherapy). A summary of 
the findings is presented in Figure 3.
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5.1   |   Universal Interventions

5.1.1   |   Interventions Focused on Parent Outcomes

Two of ten studies included universal information provision 
interventions, specifically delivering education to parents via a 
PICU nurse [25] or letters [26]. Educational strategies in health-
care aim to build knowledge and skills for informed decision-
making. Simeone et al. [25] examined a nurse-led educational 
intervention for parents just prior to their child undergoing heart 
surgery, to evaluate its impact on alleviating parent anxiety and 
stress. This involved training nurses to explain medical devices 
and simulate case scenarios, resulting in reduced parental anx-
iety, especially in mothers, compared with treatment as usual 
(TAU). While feasibility and acceptability were not directly 
assessed, the study highlighted the importance of well-trained 

nurses and recommended multi-centre research to explore par-
ent perspectives and effectiveness in varied settings.

Bouvé et al. [26] examined how a transfer-preparation letter, ac-
companied by a verbal explanation provided by nurses 24–48 h 
before transferring a child from the PICU to a general paediatric 
ward, influenced parental stress levels. This approach signifi-
cantly reduced anxiety in parents compared with the group who 
received no such preparation. The authors found the interven-
tion was well integrated into hospital procedures, simple and 
cost-effective, making it a practical option for reducing parent 
anxiety during this transition period.

A feasibility study by Board [27] investigated the impact of daily 
expressive writing on parental stress during their child's PICU 
stay. This psychotherapeutic intervention aimed to help parents 

FIGURE 2    |    PRISMA flow diagram for selection of papers.
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process and assimilate traumatic experiences. Experimental 
group parents were provided a notebook and encouraged to 
write ‘about anything’ daily during their child's hospitalisation. 
Although perceived stress during hospitalisation was signifi-
cantly associated with PTSS post discharge, no significant stress 
reduction was observed between the control and experimental 
groups during hospitalisation. The intervention was considered 
feasible and acceptable, with recommendations for future im-
plementation to include daily check-ins for additional support 
and guidance.

Rothschild et al. [10] explored the acceptability and feasibility 
of a text-message-based interface to capture real-time lived ex-
periences of PICU parents for potential use as a screening tool. 
Surveys completed at baseline, 1-, 3- and 6-months post PICU 
discharge assessed experiences, depression, anxiety and PTSD. 
Additionally, mood and child status assessments were com-
pleted every other day during PICU and for one week post dis-
charge. While the therapeutic effects were not analysed, 76% of 
parents reported benefits and 91% expressed satisfaction with 

the interface at 3-months post discharge. The tool was deemed 
acceptable and feasible, though technical issues required trou-
bleshooting. The study's small sample size (n = 15) limits the 
generalisability, highlighting the need for further research to 
refine the tool and evaluate its potential for early detection of 
psychological distress.

5.1.2   |   Interventions Focused on Child Outcomes

Rennick et al. [28] focused on the feasibility of a psychothera-
peutic soothing intervention aimed at improving the psycholog-
ical well-being in critically ill children, targeting parent–child 
(2–17 years old) dyads in a pilot RCT. The intervention involved 
tactile and auditory strategies, such as parents' holding or strok-
ing their child's hand, reading aloud to the child and quiet music 
time. These were delivered by parents at night to mimic normal 
sleep routines during the child's hospital admission. Parents 
and nurses reported that the reading and music components 
of the intervention had a calming effect on the child, therefore 

FIGURE 3    |    Schematic of interventions, PPPHM classification, target population and gaps identified.
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finding it acceptable and feasible, especially for those with chil-
dren under 12 years old. However, the high refusal rate (> 50%) 
raised concerns about broader applicability. Adolescents and 
their parents often declined participation because of lack of in-
terest, while parents of younger children cited concerns about 
overstimulation or reported feeling overwhelmed. The study 
emphasised the importance of timing, suggesting that engaging 
families within 24 h of PICU admission may be inappropriate be-
cause of heightened stress levels. Tailored strategies are needed 
to address these barriers and improve intervention acceptability.

5.1.3   |   Interventions Focused on Both Parent 
and Child Outcomes

Psychoeducation teaches individuals and families about psy-
chological conditions and stress to enhance coping and recov-
ery. Als et al. [29] evaluated a post-discharge psychoeducation 
handbook on family mental health outcomes in a pilot RCT. The 
handbook, which provided psychoeducation about emotional 
and behavioural recovery, getting back to normalcy and sup-
port resources, was delivered to parents (of children 4–16 years) 
seven days after PICU discharge. Parents were encouraged to 
apply the strategies outlined in the handbook to support the re-
covery and well-being of their child. A follow-up telephone call 
14 days later allowed parents to share their experiences and re-
ceive additional support. Parents reported fewer PTSS and emo-
tional and behavioural challenges in their children compared 
with TAU. While the intervention demonstrated promising 
results, the brief follow-up period did not allow for the natural 
recovery of symptoms or for the intervention to take effect, po-
tentially contributing to small effect sizes and little difference in 
anxiety scores. The study protocol did not meet feasibility crite-
ria and required significant revisions including delivering the 
psychoeducational tool and gathering consent and baseline data 
in PICU to improve participation and timeliness; postponing 
the follow-up call to 3–6 weeks after discharge for logistical and 
parental preference; broadening the eligible age range of chil-
dren; reducing assessment measures to ease participant burden 
and lower dropout rates; and working with consumer groups to 
clarify the purpose of randomisation, aiming to improve partic-
ipation [29].

Three psychoeducation and behavioural intervention studies 
reported on the parent led Creating Opportunities for Personal 
Empowerment (COPE) programme developed by Melnyk et al. 
[30–32]. The authors were guided by self-regulation theory that 
suggests providing patients with concrete information about a 
stressful event helps them form realistic expectations, thereby 
reducing anxiety, enhancing coping and boosting confidence 
[32]. The COPE programme provided written materials, audio-
tapes and a workbook to help parents understand typical child 
behaviours and emotions during and after PICU admission. 
Distributed after transfer to a paediatric ward, the workbook 
included emotional expression activities, such as puppet play 
and the story ‘Jenny's Wish’, illustrating effective coping with 
hospitalisation. The COPE programme, tested in a pilot study 
[30], an RCT [31], and a structural equation modelling [32] 
evaluation, significantly reduced parental stress and improved 
emotional coping for up to 12 months post discharge. It also pos-
itively impacted child outcomes, including reduced withdrawal, 

externalising behaviours (e.g., aggression and attention issues) 
and hyperactivity, while enhancing adaptive skills. Although 
efficient and easy to administer, future research should assess 
its cost effectiveness for broader application.

5.2   |   Targeted Interventions

5.2.1   |   Intervention Focused on Parent Outcomes

This review defines psychotherapy as a professional treatment 
aimed at addressing emotional, psychological or behavioural 
issues through therapeutic techniques. The ‘Take a Breath’ 
intervention by Muscara et  al. [33] based on acceptance and 
commitment therapy (ACT), recruited parents of seriously ill 
children with elevated acute stress symptoms (measured by the 
Acute Stress Disorder Scale). This targeted programme included 
six group therapy sessions over eight weeks, delivered via video-
conference 4–6 months post discharge and supplemented with 
value cards, a booklet and a mindfulness CD. Results showed 
significant improvements in PTSS and uncertainty in the inter-
vention group, although no significant changes in depression 
and anxiety were observed. High attrition rates (64%) high-
lighted feasibility challenges, indicating the need for strategies 
to improve participant retention in future research. Although 
the ‘Take a Breath’ intervention shares characteristics of a clini-
cal intervention—such as the extended period between hospital 
discharge and programme commencement—it is classified as 
a targeted intervention. This classification is based on the tim-
ing of eligibility screening, which assessed acute parental stress 
within the first four weeks of admission.

5.3   |   Clinical Interventions

None identified.

6   |   Psychological Outcome and Measurement 
Instruments

The final question sought to identify the measurement instru-
ments used in the interventions and the outcome variables they 
assessed. Parental anxiety and stress, along with child anxiety 
and distress, were the most frequently reported outcomes. A 
total of 33 measurement instruments were identified, with 24 
used for parents (20 self-reported and 4 observer-reported by 
PICU staff). For children, nine instruments were identified: two 
for those under two years, four for children over two years old 
and three for those above six years (see Table S6). Assessment 
for children under six years predominantly relied on parent or 
clinician ratings, while tools for older children included both 
self- and parent-reported measures.

7   |   Discussion

This scoping review examined psychosocial interventions 
aimed at preventing, identifying and addressing adverse 
psychological outcomes in children and families experienc-
ing PICU admissions. The findings highlight a diversity of 
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interventions ranging across educational, behavioural, thera-
peutic and multi-component programmes. However, gaps re-
main between existing interventions and the needs of families. 
Specifically, many interventions lack broad application across 
all ages and stages of child development, with limited acces-
sibility and integration into routine PICU care. Additionally, 
few interventions address long-term psychological outcomes, 
leaving families without sustained support post discharge. Key 
challenges include standardisation, determining optimal tim-
ing and tailoring interventions by age, underscoring the need 
for further research to develop feasible, evidence-based solu-
tions. Out of 3137 records retrieved, 10 studies were retained 
for full review. The key themes identified from these studies are 
discussed in relation to their findings.

7.1   |   Theoretical Framework

Many of the studies reviewed had a strong theoretical ground-
ing with particular emphasis on the intervention developed by 
Melnyk et al. [30–32]. The COPE intervention, grounded in self-
regulation theory, control theory and the emotional contagion 
hypothesis, exemplifies the value of robust theoretical founda-
tions, linking mechanisms to outcomes and enabling meaning-
ful results [30]. A clear theoretical rationale enhances trust and 
stakeholder engagement, critical given high participant attrition 
rates. However, overreliance on frameworks in the complex 
PICU context can lead to inflexibility and hinder innovation. 
Balancing theoretical grounding with practical adaptability is 
essential to developing effective interventions for critically ill 
children and their families.

7.2   |   Collaborative Design, Accessibility 
and Timing

While it is crucial to have a strong evidence base for ‘the what’, it 
is equally vital that this element extends to ‘the where, when and 
how’ of delivery. Als et al. [29], exemplified this approach by co-
designing a psychoeducational tool with input from clinicians 
and families with lived PICU experience. The intervention was 
designed to eliminate the need for hospital visits, prioritising 
accessibility and stakeholder engagement during development. 
Early involvement of parents ensures interventions align with 
their needs and preferences. Studies where such alignment was 
lacking reported participant discomfort [27, 28]. Simeone et al. 
[25] further emphasised the value of incorporating parent per-
spectives in co-design, addressing key factors like accessibility 
and timing to enhance future interventions.

Accessibility was a recurring theme, with evidence suggesting 
that hospital-based or electronic interventions (e.g., text mes-
sages, videoconferencing) improve reach and reduce burden for 
diverse populations. Rothschild et  al. [10] developed a widely 
accepted text-message-based platform while Muscara et  al. 
[33] identified accessibility as both a key barrier and enabler 
to the uptake of interventions. These findings are consistently 
supported in the literature, placing responsibility on research-
ers and clinicians to develop flexible strategies [34, 35]. Doing 
so would ensure that interventions are effective, equitable and 
widely available to all families.

Timing is critical for PICU interventions. While engaging par-
ents during their child's stay may optimise recruitment, early 
approaches (< 24 h) can be hindered by heightened stress [28]. 
Recruiting parents before planned admissions or after 24 h also 
presents challenges, as many admissions are unplanned, and 
with a median PICU length of stay of 1.4 days in Australia and 
New Zealand [36], a significant number of families could be ex-
cluded. Furthermore, parents' experiences in the PICU strongly 
affect family stress [37], underscoring the potential of timely 
interventions to improve long-term outcomes. Prioritising 
timing and family needs is essential for effective, inclusive 
interventions.

7.3   |   Standardisation of Outcome Measurement 
Instruments

This review identified 33 validated outcome measurement in-
struments, highlighting challenges in consistency, compara-
bility and alignment across studies. Standardised measures 
are essential to address variability, enabling reliable data col-
lection and meaningful conclusions. Progress has been made, 
with Fink et  al. [38] in collaboration with family and clinical 
stakeholders, developing a core set of outcome measures (COM) 
for paediatric critical care spanning cognitive, emotional and 
physical domains. Interestingly, family stakeholders valued out-
come measures associated with relationships, PTSS and parent 
emotional health more than clinical/research stakeholders, sug-
gesting families have recognised these outcomes as an unmet 
need [38]. Standardisation ensures generalisability, facilitates 
systematic research and supports the development of effective 
interventions.

7.4   |   Scope of Intervention

The PPPHM model of care identifies three levels of intervention 
and recognises a dynamic continuum within these levels. This 
effectively responds and adapts to the evolving needs of fam-
ilies and individuals, which can shift over time and in differ-
ent contexts [20]. Most interventions are universal, supporting 
two-thirds of low-risk families post PICU through information 
provision, psychoeducation and psychotherapeutic approaches. 
However, one-third of families, experiencing clinical or subclin-
ical PTSD [7], lack access to targeted or clinical interventions 
[18], severely impacting child and family well-being and bur-
dening the healthcare system. This lack of care can profoundly 
affect the child's health, quality of life, education and social 
development, while also impacting the family's well-being, re-
lationships, work and access to support systems. Limited fund-
ing has hindered research on long-term outcomes, underscoring 
the urgent need for evidence-based interventions to support this 
vulnerable group [38, 39].

7.5   |   Target

The target populations of interventions varied, with five studies 
focusing on parents, particularly mothers, four addressing both 
parents and child and only one specifically targeting child out-
comes. Child-inclusive studies often had restricted age ranges, 
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such as the COPE programmes for mothers of children aged 
2–7 years [31, 32] and the psychoeducation tool by Als et  al. 
[29] for parents of children aged 4–16 years. This highlights a 
concerning lack of broadly applicable, child-specific interven-
tions, particularly for children under five. Psychological distress 
during childhood, especially after a traumatic experience like 
PICU admission, can have long-term consequences [6]. Early in-
terventions tailored to children can foster coping mechanisms 
and reduce future psychological issues [20]. Addressing this gap, 
especially for young children, must be a research priority.

7.6   |   Tailored Approach

Heterogeneity in patients, interventions and outcomes highlights 
the need for tailored approaches, particularly for young PICU pa-
tients with unique developmental needs. In Australian and New 
Zealand PICUs, the median patient age is three years [36], a group 
whose developmental, emotional and psychological needs differ 
significantly from those of older children, adolescents and adults. 
Researchers must design interventions that are appropriately 
tailored to address these distinct needs effectively. The variabil-
ity in intervention characteristics limits direct comparison and 
evaluation, but some key observations emerge. Parent education 
and nurse-led interventions are simple to implement but fail to 
address PTSS/PTSD risk factors effectively when limited to infor-
mation provision. These approaches often overlook complexities 
like emergency admissions and trauma-related issues. Without an 
‘active component’, such interventions do not address underlying 
mechanisms of psychological morbidity, such as creating adaptive 
trauma narratives or correcting misconceptions. Given that parent 
and child stress responses are highly interrelated [40, 41], the find-
ings also underscore a need for developing personally relevant, 
child-focused interventions, that parents facilitate. Importantly, 
involving parents enhances the effectiveness of these interventions 
in achieving lasting changes, as compared with simple education 
programmes. Tailored approaches better support families in navi-
gating the long-term psychological impacts of critical illness.

7.7   |   Strengths and Limitations 
of the Scoping Review

Several limitations of this review were identified which must 
be considered when interpreting the reported findings, namely 
inconsistencies in terminology around what constitutes a ‘psy-
chosocial intervention’, the broad definition of ‘intervention’ 
across studies and the potential interchangeable use of ‘PTSS’ 
and ‘PTSD’. To ensure accuracy, we defined key terms, retained 
study authors' original terminology and avoided direct compari-
sons because of study diversity. While the broad scope strength-
ens the review given the limited research, excluding non-English 
articles may have missed relevant findings.

7.8   |   Implications and Recommendations 
for Practice

This review emphasises the significant and long-lasting prev-
alence of psychological distress including PTSS and PTSD in 
children and families experiencing PICU admissions, with 

symptoms often persisting well beyond the acute period of 
illness and potentially for years. Given that young children 
represent the majority of PICU admissions [36], designing 
targeted interventions for this vulnerable group is critical. 
Gaps in current interventions, including standardisation, tim-
ing and age-specific focus, underscore the need for targeted 
approaches.

Critical care nurses are uniquely positioned to identify early 
signs of psychological distress among children and families 
during PICU admissions. The nurse-family partnership, en-
hanced by nurses' ongoing presence and engagement at the 
bedside, is essential to effective collaboration and intervention 
development. Nurses should actively participate in designing 
and delivering targeted and clinical, evidence-based psycho-
social interventions, which have shown efficacy in reducing 
parental stress, improving emotional coping and promoting 
meaningful engagement in their child's care. Early collaboration 
involving nurses, clinicians and parents during intervention de-
velopment may enhance acceptability, uptake and retention of 
these interventions in clinical practice.

Future research should prioritise child-specific and targeted 
interventions particularly for those under five, address both 
child and parent outcomes and expand to include other PICS-p 
domains, such as physical and cognitive challenges, as well 
as new psychological morbidities. These emerging psychoso-
cial challenges, such as anxiety and depression, can develop 
following subclinical or clinical PTSD, even after the reso-
lution of acute PTSD symptoms. By broadening the focus on 
these areas and integrating sustainable practices early in daily 
nursing care, research can better support the long-term well-
being of children recovering from critical illnesses and their 
families.

8   |   Conclusion

This scoping review aimed to identify and describe psychosocial 
interventions designed to prevent, detect or treat adverse psy-
chological outcomes in children and their families before, during 
and after a PICU admission. A diverse range of interventions 
have been explored within the PICU context. These interven-
tions span universal and targeted tiers and include information 
provision, psychoeducation strategies and psychotherapy. While 
these interventions collectively contribute to understanding 
the potential benefits and challenges inherent in improving the 
PICU experience for patients and families, more research is ur-
gently needed in this setting to identify and rigorously evaluate 
interventions that meet the needs of patients and family mem-
bers and can be implemented sustainably into clinical practice.
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