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A B S T R A C T

Objective: The objective of this review is to evaluate the effectiveness of interventions to prevent or treat
prolonged grief symptoms among families of patients who die in the intensive care unit (ICU).

Introduction: Up to 52% of families of patients who die in an ICU may be at risk of experiencing prolonged grief
symptoms. This psychological morbidity should be addressed as early as possible through effective interventions.

Inclusion criteria: Studies of adult family members (≥18 years) of adult patients (≥18 years) who died in the ICU
after a treatment withdrawal or withholding decision will be considered for inclusion. Family members must be
exposed to tailored interventions to prevent or treat prolonged grief symptoms before, during, and/or after the
patient’s death. Randomized and non-randomized controlled trials; before and after studies; and interrupted time-
series, cohort, and case-control studies will be considered.

Methods: The JBI methodology for systematic reviews of effectiveness will be followed. Databases to be searched
include CINAHL, Academic Search Complete, Psychology and Behavioral Sciences Collection, Cochrane Central
Register of Controlled Trials, and APA PsycINFO (all via EBSCOhost), as well as PubMed, Web of Science Core
Collection, and Scopus. Two independent reviewers will perform the study selection, critical appraisal, and data
extraction. Studies will be pooled in meta-analysis, if possible. Heterogeneity will be assessed using the
standard χ2 and I2 tests. Statistical analyses will be performed using the random-effects model. The fixed-effects
model will be used if fewer than 5 studies are included. The Grading of Recommendations, Assessment, Development
and Evaluation (GRADE) approach will be used to grade the certainty of evidence, and a Summary of Findings will be
presented.

Review registration: PROSPERO CRD42024528308
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Introduction

F amily members of patients who die in the inten-
sive care unit (ICU)may be at risk of experiencing

prolonged grief symptoms, such as difficulty accept-
ing the loss, bitterness, intense yearning, inability to
trust others, emotional numbness, and the feeling

of being trapped in grief.1 While the formal diagnosis
of prolonged grief disorder occurs several months
after the loss, many family members exhibit symp-
toms of prolonged grief during their time in the ICU
and shortly thereafter.1,2 The transition from cura-
tive treatment to end-of-life care, aggressive medical
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interventions, difficulties with communication, un-
expected death, or treatmentwithdrawal/withholding
decisions can be distressing for families, who often
have limited time to process the possible impact of an
anticipated death.3,4 When families face withdrawing
life-sustaining treatment decisions, feelings of stress,
doubt, and guilt can arise.5 Guilt often makes it diffi-
cult for family members to reconcile with their deci-
sion, preventing them from processing their grief in a
healthy way.5

Although there is significant variability in treat-
ment withdrawal and withholding decisions across
countries, withdrawal is considered an active process
requiring documentation, whereas withholding is the
absence of action and often does not require formal
orders. In such cases, the ICU team may choose not
to consider certain aggressive treatments when car-
ing for patients at the end of life.4,5 Whether real or
anticipated, the experience of loss is an event that
has a profound impact on a family’s mental health
and can lead to symptoms of prolonged grief.1,3,6

Although most individuals gradually learn to cope
with the loss of a loved one, a minority of people
experience severe and persistent grief symptoms,
known as prolonged grief, that extends beyond the
typical period of mourning and significantly inter-
feres with a person’s daily functioning.7 Prolonged
grief symptoms encompass: i) feeling as though a part
of oneself has died; ii) a marked sense of disbelief
about the death; iii) avoidance of reminders that the
person has died; iv) intense emotional pain (anger,
bitterness, sorrow); v) difficultywith reintegration into
life after the death; vi) emotional numbness (particu-
larly concerning an emotional connection to others);
vii) feeling that life is meaningless; and viii) intense
loneliness.7

Following a period of at least 6 months according
to the InternationalClassificationofDiseases (ICD-11),
or12monthsaccordingtotheDiagnosticandStatistical
Manual ofMental Disorders, fifth edition, Text Revi-
sion (DSM-5-TR), a condition known as prolonged
grief disordermay be diagnosed.7,8 Although personal
factors are associated with an increased risk of devel-
oping prolonged grief symptoms, the place of death,
particularly in the ICU compared with a hospital or
home, significantly impacts the grief process and
further increases the likelihoodof experiencing these
symptoms.9 Studies show that up to 52%of relatives
of patients who die in the ICU experience prolonged
grief symptoms when assessed at 6 months after the

death.1,10,11 They may also experience prolonged,
grief-related symptoms, such as anxiety, depression,
and post-traumatic stress.6 The prevalence of post-
traumatic stress symptoms in this population has been
reported to range from 26% to 44%.1,10,11 A bidir-
ectional relationship between prolonged grief and
post-traumatic stress symptoms is also suggested, as
prolonged grief symptoms at 6 months post-death
may contribute to the exacerbation of post-traumatic
stress symptoms.6 Given the psychological morbidity
in this vulnerable group, there is a pressing need to
develop tailored interventions addressing prolonged
grief symptoms in the ICU.12Todate, cognitive behav-
ioral therapy (CBT), specifically designed to address
prolonged grief and its underlying mechanisms, has
shown to be effective.13,14 However, little is known
about themechanisms of change (eg, empowerment,
resilience, beliefs) and for whom the interventions are
most effective.

Interventions informed by CBT principles, such as
storytelling, diaries, sympathy letters, and phone calls
in the ICU, have all been reported in the literature.15–17

Recently, a conceptual framework has been proposed
to organize and characterize interventions that sup-
port families of patientswho die in the ICU, classifying
them into psychoeducation, decision support, and
information-provision interventions.13 Evidence sug-
gests that implementing such tailored interventions
is beneficial for those who may or may not present
symptoms of prolonged grief. A randomized con-
trolled trial conducted on families of dying patients
in 34 ICUs in France reported positive outcomes on
mental health, perception of difficult end-of-life ex-
periences, and quality of death and dying. This study
compared standard care with a 3-step support strat-
egy for families throughout the dying process.1 In the
control group, the usual care for support and com-
munication with relatives of dying patients was ap-
plied, while the intervention group held 3 meetings:
i) a family conference to prepare the relatives for the
imminent death, ii) an ICU-room visit to provide
active support, and iii) a meeting after the patient’s
death to offer condolences and closure.1 The results
showed that the intervention significantly reduced
prolonged grief and post-traumatic stress symptoms
in the experimental group.

A preliminary evaluation of EMPOWER—an En-
hancing and Mobilizing the POtential for WEllness
and Resilience 6-module program2 that targets symp-
toms of peritraumatic stress and anticipatory grief
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leading to adverse health outcomes such as prolonged
grief disorder or post-traumatic stress disorder—
reported a large effect on prolonged grief symptoms
at 3-months post-baseline. However, a single-center,
randomized, 3 parallel-group trial17 involving be-
reaved family members showed non-significant dif-
ferences in the main outcomes of prolonged grief,
anxiety, depression, and post-traumatic stress symp-
toms. In this study, relatives received bereavement
follow-up 4 weeks after the death through either
a condolence letter (group 1), a short telephone call
(group 2), or no contact (group 3).17

There is a need for more in-depth knowledge of
existing interventions to prevent or treat prolonged
grief symptoms, as well as a greater understanding
of which interventions are most effective, for whom,
at what time, and in what context.18 This review is
particularly relevant because its insights can guide the
implementation of effective, tailored interventions to
prevent or treat prolonged grief symptoms in the ICU,
contributing to evidence-based practice, fostering in-
terdisciplinary collaboration, emphasizing family-
centered care, and supporting the bereaved families.

A preliminary search of PROSPERO, PubMed, the
Cochrane Database of Systematic Reviews, and JBI
EvidenceSynthesis, aswell as ahand-searchonGoogle,
was conducted.The systematic reviews found18–21were
tangential to the topic, having a different scope, pop-
ulation, objectives, and outcomes (eg, sadness, soma-
tization, psychological distress, anxiety, depression),
reflecting the different research questions addressed
in each review. This systematic review aims to eval-
uate evidence on the effectiveness of interventions to
prevent or treat prolonged grief symptoms among
families of the patients who die in the ICU.

Review question
What is the effectiveness of interventions to prevent
or treat prolonged grief symptoms among families of
patients who die in the ICU?

Inclusion criteria
Participants
This review will consider studies that include adult
(≥18 years) family members of patients who died in
the ICU. An ICU is a department that provides com-
prehensive and continuous care, addressing specific
medical and surgical conditions through specialized
medical and nursing care for patients with severe or

life-threatening illnesses, such as respiratory failure,
coronary conditions, or burn injuries.22

Studies with family members of adult patients (≥18
years), regardless of their length of stay or diagnosis,
who died in the ICU after a treatment withdrawal/
withholding decision by the ICU team, will be eligible
for inclusion. Family members may be biologically
related or unrelated (eg, spouses, partners, adult chil-
dren), and may or may not present symptoms of
prolonged grief at baseline.23 This definition of family
recognizes the diversity of families and emphasizes its
functional aspects, such as mutual support, emotional
bonds, economic cooperation, and socialization. They
must be individuals with whom the patient has a
significant relationship and who are involved with
the ICU team.24 As caregivers are often family mem-
bers, caregivers will also be included. There will be no
restrictions concerning the gender, ethnicity, educa-
tion, or socioeconomic status of the participants.

Interventions
This review will consider studies that assess the effec-
tiveness of interventions to prevent or treat prolonged
grief symptoms.12,13 Tailored non-pharmacological
interventions to prevent or treat prolonged grief symp-
toms before, during, and/or after the patient’s death,
alone or in combination with pharmacological in-
terventions, will be considered, regardless of the type,
frequency, duration, or format of the intervention. The
term tailored refers to personalized interventions that
are customized to meet the specific needs and circum-
stances of individuals or groups.25,26 These interven-
tions are selected and designed to address specific
determinants that may influence their implementation
within a particular context.25,26 As such, this review
will include tailored interventions based on CBT that
incorporate components such as psychoeducation
(eg, emotional support, counseling), decision support
(eg, shared decision-making), or information provi-
sion (eg, pamphlets), characterized as approaches that
support families of patients who die in the ICU.13

These interventions may not explicitly be labeled as
traditional CBT but are informed by its principles.

Comparators
This review will consider usual care or other types of
interventions as the comparators. Usual care will be
defined as the standard, routine care typically provided
to patients and their families in a specific clinical set-
ting.27 It encompasses the conventional practices,
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procedures, and interventions regularly administered
based on established guidelines and protocols.27 Other
typesof interventionswill includenon-pharmacological
interventions that are not tailored to address prolonged
grief symptoms in the ICU. Studies with tailored, non-
pharmacological interventions will also be included if
theymeet the review inclusion criteria in at least 1of the
study arms.

Outcomes
This review will consider the following primary out-
come: prolonged grief symptoms, according to the
DSM-5-TR or ICD-11 (ie, feeling as though a part of
oneself has died; a marked sense of disbelief about the
death; avoidance of reminders that the person has
died; intense emotional pain such as anger, bitterness,
or sorrow; difficulty with reintegration into life after
the death; emotional numbness; feeling that life is
meaningless; and intense loneliness) as assessed by
any validated instrument, such as ProlongedGrief-13.
The bereaved families are also at risk of anxiety,
depression, and post-traumatic stress symptoms3,6,10;
therefore, the secondary outcomes will be: i) anxiety
symptoms and ii) depression symptoms, as assessed
by any validated instrument, such asHospital Anxiety
and Depression Scale; and iii) post-traumatic stress
symptoms, as assessed by any validated instrument,
such as The Impact of Event Scale-Revised. Out-
comes can be measured at any time point following
the delivery of the intervention.

Types of studies
This review will consider randomized and non-ran-
domized controlled trials; before and after studies;
and interrupted time-series, cohort, and case-control
studies.

Methods
The proposed systematic review will be conducted
in accordance with the JBI methodology for sys-
tematic reviews of effectiveness28 and reported ac-
cording to Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) guidelines.29

This protocol has been registered in PROSPERO
(CRD42024528308).

Search strategy
The search strategy will aim to locate both published
and unpublished studies. An initial limited search of

PubMed was undertaken to identify articles on the
topic. The text words in the titles and abstracts of
relevant articles and the index terms used to describe
the articles were used to develop a complete search
strategy for PubMed (Appendix I). The search strategy,
including all identified keywords and index terms, will
be adapted for each included database. The reference
lists of all studies selected for critical appraisal will be
screened for additional studies. The databases to be
searched will consist of CINAHL, Academic Search
Complete, Psychology and Behavioral Sciences Collec-
tion, Cochrane Central Register of Controlled Trials,
and APA PsycINFO (all via EBSCOhost), as well as
PubMed,Web of Science Core Collection, and Scopus.
Sources of unpublished studies and gray literature
will include MedNar, while trials will be searched in
ClinicalTrials.gov.

All languages will be included to reduce the risk of
missing relevant sources.Languagesother thanEnglish,
Portuguese, or Spanish will be translated by colleagues
fluent in the languages or using digital tools such as
DeepL (DeepL, Cologne, Germany). No time restric-
tions will be set on the search.

Study selection
Following the search, all identified citations will be
collated and uploaded intoRayyan (Qatar Computing
Research Institute, Doha, Qatar), and duplicates will
be removed. An initial pilot test of 5 evidence sources
will be conducted to ensure clarity and consistency in
the application of the inclusion and exclusion criteria
during the title and abstract screening, along with 5
additional studies before proceeding to the full text
review. Titles and abstracts will be screened against
the eligibility criteria by 2 independent reviewers. The
full text of potentially relevant studies will be re-
trieved, and their citation details will be imported
into the JBI System for the Unified Management,
Assessment andReview of Information (JBI SUMARI;
JBI, Adelaide, Australia).30 The full text of selected
citationswill be assessed in detail against the inclusion
criteria by 2 independent reviewers. Reasons for ex-
clusion of full-text studies that do not meet the
inclusion criteria will be recorded and reported in
the systematic review. Any disagreements between the
reviewers at each stage of the study selection process
will be resolved by a third reviewer. The results of the
search and study selection and inclusion process will
be reported in full in the final systematic review and
presented in a PRISMA flow diagram.29
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Assessment of methodological quality
Eligible studies will be critically appraised for meth-
odological quality and risk of bias by 2 independent
reviewers using standardized critical appraisal tools
from JBI.28 This assessment will include randomized
controlled trials, non-randomized controlled trials,
before and after studies, interrupted time-series, co-
hort, and case-control studies. A pilot test of the
critical appraisal process will be conducted on 2
articles for each methodological design included in
the review by 2 independent reviewers.

During the pilot test, an acceptable threshold of
75% agreement between the 2 reviewers will be set
for the critical appraisal tools. This percentage will
be calculated as the ratio of the number of times
reviewers agree to the total number of assessments
conducted. After the piloting, sample studies will be
reviewed and any disagreements will be resolved
through discussion. If the level of agreement cannot
be reached, a third reviewerwill be consulted. Authors
of papers will be contacted at least 2 times via email
to request missing or additional data, where required.
The critical appraisal results will be reported in a table
with an accompanying narrative. All studies, regard-
less of the results of their methodological quality
and risk of bias, will undergo data extraction and
synthesis.

Data extraction
The data extraction will be pilot tested on 3 evidence
sources to assess reliability and consistency of the ex-
traction.Datawill be extracted fromstudies included in
the review by 2 independent reviewers using the stan-
dardized JBI data extraction tool.28 The extracted data
will consist of specific details about the participants,
intervention (timing of the intervention delivery, fre-
quency, duration), comparator, after-intervention out-
comes of significance to the review question, and study
design (Appendix II). Any disagreements between re-
viewers will be resolved through discussion or with
a third reviewer. Authors of the papers will be con-
tacted at least 2 times to request missing or additional
data, where required.

Data synthesis
Where possible, studies will be pooled with statistical
meta-analysis using R software for statistical comput-
ing (R Foundation for Statistical Computing, Vienna,
Austria). Effect sizes will be expressed as weighted (or

standardized) final post-intervention mean differ-
ences between groups (for continuous data), and
their 95% CI will be calculated for analysis. Hetero-
geneity will be assessed using the standard χ2 and I2
tests. Statistical analyses will be performed using the
random-effects model.31 If fewer than 5 studies are
included in the meta-analysis, the fixed-effects model
will be used where appropriate. If the intervention
significantly improves any of the primary outcomes,
and sufficient data are available, subgroup analyses
will be conducted to explore the influence of the
following factors on the results: i) timing of the inter-
vention (eg, before, during, or after death), ii) fre-
quency and duration of the intervention, and iii)
comparator, whether the intervention is used alone
or in combination with other interventions. For this
purpose,at least2eligible studieswillbeneeded ineach
category. Additional subgroup analysis will be per-
formed to assess both methodological and clinical
diversity across studies.

Meta-regression analysis will be computed to allow
the investigation of the effects of continuous or cate-
gorical variables (eg, perceived poor care, untreated
pain/symptoms, cause of the hospitalization, unre-
solved difficulties with the relationship, mistrust of
the treating team) on prolonged grief symptomatol-
ogy. The use of meta-regression will help to explain
and identify factors that may influence the interven-
tion’s effect size.

A sensitivity analysis will be conducted to assess
the influence of methodological quality and sample
size on the meta-analysis. Poor quality will be de-
fined using specific criteria from standardized criti-
cal appraisal tools,28 such as high risk of bias or lack
of rigorous methodology (ie, responses of “no” or
“unclear” assigned to allocation concealment, blind-
ing of outcome assessors, inadequate intention-to-
treat analysis). Large and small sample sizes will be
defined based on the interquartile range (IQR) of
sample sizes in the included studies. Large sample
sizes will be those greater than or equal to the third
quartile (Q3) of the sample size distribution, and small
sample sizes will be those less than or equal to the first
quartile (Q1) of the sample size distribution. A funnel
plot will be generated to assess publication bias and
heterogeneity if there are 10 or more studies in the
meta-analysis.

Statistical tests for funnel plot asymmetry (Egger
test) will be performed where appropriate. Where
meta-analysis is not possible, the findings will be
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presented in narrative format, including tables and
figures, to aid in data presentation. The narrative
review will be reported using the synthesis without
meta-analysis (SWiM) guidelines.32

Assessing certainty in the findings
The Grading of Recommendations, Assessment, De-
velopment and Evaluation (GRADE)33 approach for
grading the certainty of evidence will be followed
and a Summary of Findings (SoF) will be presented
using GRADEpro GDT (McMaster University, ON,
Canada). The SoF will present the following informa-
tionwhere appropriate: absolute risks for the treatment
and control; estimates of relative risk; and a ranking of
the quality of the evidence based on the risk of bias,
directness, heterogeneity, precision, and riskofpublica-
tion bias of the review results. Randomized controlled
trials will start the ranking as high quality; however,
they will be automatically downgraded if there are
limitations in their design.33 The outcomes reported
in the SoF will be prolonged grief symptoms, anxiety,
depression, and post-traumatic stress symptoms.
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Appendix I: Search strategy

PubMed
Search conducted: October 19, 2024

Search Query Records retrieved

#13 (“family”[MeSH Terms] OR “spouses”[MeSH Terms] OR “caregivers”[MeSH Terms] OR “adult children”[MeSH Terms] OR
(“famil*”[Title/Abstract] OR “spous*”[Title/Abstract] OR “caregiver*”[Title/Abstract] OR “adult child*”[Title/Abstract] OR
“relativ*”[Title/Abstract] OR “family member*”[Title/Abstract] OR “husband”[Title/Abstract] OR “partner”[Title/
Abstract])) AND (“intensive careunits”[MeSHTerms]OR“critical care”[MeSHTerms]OR“coronarycareunits”[MeSHTerms]
OR “respiratory care units”[MeSH Terms] OR “burn units”[MeSH Terms] OR (“intensive care”[Title/Abstract] OR “critical
care”[Title/Abstract] OR “coronary care unit*”[Title/Abstract] OR “respiratory care unit*”[Title/Abstract] OR “burn
unit*”[Title/Abstract] OR “ICU”[Title/Abstract] OR “stroke unit*”[Title/Abstract])) AND (“cognitive behavioral
therapy”[MeSH Terms] OR “psychosocial intervention”[MeSH Terms] OR “counseling”[MeSH Terms] OR
“communication”[MeSH Terms] OR “access to information”[MeSH Terms] OR “decision making”[MeSH Terms] OR
(“cognitive behavioral therap*”[Title/Abstract] OR “psychosocial intervention”[Title/Abstract] OR “counseling”[Title/
Abstract] OR “communication”[Title/Abstract] OR “access to information”[Title/Abstract] OR “decision making”[Title/
Abstract] OR “cognitive behavior”[Title/Abstract] OR “psychological intervention*”[Title/Abstract] OR
“psychoeducation”[Title/Abstract] OR “psychotherap*”[Title/Abstract] OR “letter*”[Title/Abstract] OR “strateg*”[Title/
Abstract] OR “support*”[Title/Abstract] OR “phone call*”[Title/Abstract] OR “diaries”[Title/Abstract] OR
“storytelling”[Title/Abstract] OR “practice*”[Title/Abstract] OR “program*”[Title/Abstract] OR “intervention*”[Title/
Abstract])) AND (“prolonged grief disorder”[MeSH Terms] OR (“depressive disorder”[MeSH Terms] OR “depression”[MeSH
Terms]) OR “anxiety”[MeSH Terms] OR “stress disorders, post traumatic”[MeSH Terms] OR (“prolonged grief”[Title/
Abstract] OR “complicated grief”[Title/Abstract] OR “bereave*”[Title/Abstract] OR “depressi*”[Title/Abstract] OR
“depressive disorder”[Title/Abstract] OR “anxiety”[Title/Abstract] OR “post traumatic stress”[Title/Abstract] OR
“PTSD”[Title/Abstract]))

2101

#12 “prolonged grief disorder”[MeSH Terms] OR “depressive disorder”[MeSH Terms] OR “depression”[MeSH Terms] OR
“anxiety”[MeSH Terms] OR “stress disorders, post traumatic”[MeSH Terms] OR “prolonged grief”[Title/Abstract] OR
“complicated grief”[Title/Abstract] OR “bereave*”[Title/Abstract] OR “depressi*”[Title/Abstract] OR “depressive
disorder”[Title/Abstract] OR “anxiety”[Title/Abstract] OR “post traumatic stress”[Title/Abstract] OR “PTSD”[Title/Abstract]

783,070

#11 “prolonged grief”[Title/Abstract] OR “complicated grief”[Title/Abstract] OR “bereave*”[Title/Abstract] OR
“depressi*”[Title/Abstract] OR “depressive disorder”[Title/Abstract] OR “anxiety”[Title/Abstract] OR “post traumatic
stress”[Title/Abstract] OR “PTSD”[Title/Abstract]

708,068

#10 “prolonged grief disorder”[MeSH Terms] OR “depressive disorder”[MeSH Terms] OR “depression”[MeSH Terms] OR
“anxiety”[MeSH Terms] OR “stress disorders, post traumatic”[MeSH Terms]

383,182

#9 “cognitive behavioral therapy”[MeSH Terms] OR “psychosocial intervention”[MeSH Terms] OR “counseling”[MeSH Terms]
OR “communication”[MeSH Terms] OR “access to information”[MeSH Terms] OR “decision making”[MeSH Terms] OR
“cognitive behavioral therap*”[Title/Abstract] OR “psychosocial intervention”[Title/Abstract] OR “counseling”[Title/
Abstract] OR “communication”[Title/Abstract] OR “access to information”[Title/Abstract] OR “decision making”[Title/
Abstract] OR “cognitive behavior”[Title/Abstract] OR “psychological intervention*”[Title/Abstract] OR
“psychoeducation”[Title/Abstract] OR “psychotherap*”[Title/Abstract] OR “letter*”[Title/Abstract] OR “strateg*”[Title/
Abstract] OR “support*”[Title/Abstract] OR “phone call*”[Title/Abstract] OR “diaries”[Title/Abstract] OR
“storytelling”[Title/Abstract] OR “practice*”[Title/Abstract] OR “program*”[Title/Abstract] OR “intervention*”[Title/
Abstract]

7,114,944

#8 “cognitive behavioral therap*”[Title/Abstract] OR “psychosocial intervention”[Title/Abstract] OR “Counseling”[Title/
Abstract] OR “communication”[Title/Abstract] OR “access to information”[Title/Abstract] OR “decision making”[Title/
Abstract] OR “cognitive behavior”[Title/Abstract] OR “psychological intervention*”[Title/Abstract] OR
“psychoeducation”[Title/Abstract] OR “psychotherap*”[Title/Abstract] OR “letter*”[Title/Abstract] OR “strateg*”[Title/
Abstract] OR “support*”[Title/Abstract] OR “phone call*”[Title/Abstract] OR “diaries”[Title/Abstract] OR
“storytelling”[Title/Abstract] OR “practice*”[Title/Abstract] OR “program*”[Title/Abstract] OR “intervention*”[Title/
Abstract]

6,766,168

#7 “cognitive behavioral therapy”[MeSH Terms] OR “psychosocial intervention”[MeSH Terms] OR “counseling”[MeSH Terms]
OR “communication”[MeSH Terms] OR “access to information”[MeSH Terms] OR “decision making”[MeSH Terms]

685,553

#6 “intensive care units”[MeSH Terms] OR “critical care”[MeSH Terms] OR “coronary care units”[MeSH Terms] OR “respiratory
careunits”[MeSHTerms]OR “burnunits”[MeSHTerms]OR“intensive care”[Title/Abstract]OR “critical care”[Title/Abstract]
OR “coronary care unit*”[Title/Abstract] OR “respiratory care unit*”[Title/Abstract] OR “burn unit*”[Title/Abstract] OR
“ICU”[Title/Abstract] OR “stroke unit*”[Title/Abstract]

332,816
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(Continued )

Search Query Records retrieved

#5 “intensive care”[Title/Abstract] OR “critical care”[Title/Abstract] OR “coronary care unit*”[Title/Abstract] OR “respiratory
care unit*”[Title/Abstract] OR “burn unit*”[Title/Abstract] OR “ICU”[Title/Abstract] OR “stroke unit*”[Title/Abstract]

284,910

#4 “intensive care units”[MeSH Terms] OR “critical care”[MeSH Terms] OR “coronary care units”[MeSH Terms] OR “respiratory
care units”[MeSH Terms] OR “burn units”[MeSH Terms]

164,502

#3 “family”[MeSH Terms] OR “spouses”[MeSH Terms] OR “caregivers”[MeSH Terms] OR “adult children”[MeSH Terms] OR
“famil*”[Title/Abstract] OR “spous*”[Title/Abstract] OR “caregiver*”[Title/Abstract] OR “adult child*”[Title/Abstract] OR
“relativ*”[Title/Abstract] OR “family member*”[Title/Abstract] OR “husband”[Title/Abstract] OR “partner”[Title/Abstract]

3,424,603

#2 “famil*”[Title/Abstract] OR “spous*”[Title/Abstract] OR “caregiver*”[Title/Abstract] OR “adult child*”[Title/Abstract] OR
“relativ*”[Title/Abstract] OR “family member*”[Title/Abstract] OR “husband”[Title/Abstract] OR “partner”[Title/Abstract]

3,207,171

#1 “family”[MeSH Terms] OR “spouses”[MeSH Terms] OR “caregivers”[MeSH Terms] OR “adult children”[MeSH Terms] 422,162

JBI Evidence Synthesis © 2025 JBI 1028

© 2025 JBI. Unauthorized reproduction of this article is prohibited.

SYSTEMATIC REVIEW PROTOCOL A. Rosinhas et al.



Appendix II: Draft data extraction instrument

Study evidence source details and characteristics

Citation details Author/s, publication year, title, journal, volume, issue, pages

Design and setting Study design, randomization, blinding, outcomes assessed, country

Participants

Recruitment methods Who was included and how were they involved (eg, spouses, partners, adult children, or caregivers of adult patients,
who had a treatment withdrawal/withholding decision)?

Demographic information (eg, age, gender, length of stay in ICU)

Intervention

Intervention information How was the intervention implemented (eg, type and timing of the intervention, frequency, duration, or format)?

Co-interventions If any (eg, pharmacological interventions)

Comparison

Comparison information How was the intervention implemented (eg, type and timing of the intervention, frequency, duration, or format)?

Outcomes

Outcome measured (ie, prolonged grief, anxiety, depression, post-traumatic stress symptoms)

Definition/assessment metric How did the study assess/define this outcome (eg, assessment tools)?

Time of outcome assessment When were the outcomes assessed (eg, time point following the delivery of the intervention)?

Results For the outcomes assessed

ICU, intensive care unit
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