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Introduction

The presence of family members in acute care
hospital settings and their involvement in caring for
inpatients is a practice that has been adopted from
the patient- and family-centered care (PFCC)
approach, which is a model of care characterized by
partnership and collaboration between healthcare
workers and the family in all aspects of care. Its
principles are information sharing, respect,
honoring differences, partnership, collaboration,

and negotiation [1,2]. Family involvement in the
care of hospitalized patients aims to ensure that
their loved ones’ needs are met. Family members
stay with an inpatient partly or entirely through the
hospitalization period to provide physical,
psychosocial, or spiritual care [3,4]. The benefits of
PFCC are multiple and no longer need to be
demonstrated: improved health outcomes, effective
allocation of resources, and increased patient,
family, and healthcare worker satisfaction [4]. Over
the past two decades, PFCC has gained increasing
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attention in Western countries, leading to fewer
restrictions on visitation even in intensive care units
[5,6]. Data has shown that restricting family
member access causes patient discomfort and
contributes to anxiety, delirium, and post-traumatic
stress disorder [7]. Surveys reveal that 77% of
interviewed patients after hospitalization, express
support for involving their families in their care [8].
Restricted access can also lead to anxiety and
depression among family members for patients in
intensive care, acute medicine, and other care units
[8–11]. Furthermore, more liberal visitation
policies do not compromise the overall quality of
care, including healthcare-associated infection
prevalence [8,12]. In a cluster-crossover
randomized clinical trial, Intensive Care Unit
(ICU)-acquired infections did not differ between
units with flexible and restricted visitation (3.7%
vs. 4.5%; adjusted difference -0.8% [95% CI, -2.1%
to 1.0%]; p = 0.38) [13]. However, units with
flexible visitation policies must consider patient
condition and preferences, establish an appropriate
structure, and address the needs of both the family
and healthcare staff [14,15].
Traditionally, families of hospitalized patients have
been passive observers, tolerated by the care team
but without an active role in the care process. This
mindset is changing, and families are now regarded
as partners in care rather than spectators or guests.
Involving families in care is recognized as one way
of improving the quality of healthcare services [16].
This approach is supported by professional medical
societies, even in units where patients with organ
failure receive highly technical care from well-
trained staff [17]. The tasks delegated to families
should be supervised and involve basic care, such
as providing food, maintaining hygiene, offering
massages, ensuring comfort, assisting with eye
care, and providing overall support. For more
technical procedures (e.g., tracheal aspiration,
positioning, equipment manipulation), it is
recommended that family members undergo
therapeutic education programs to ensure patient
safety and minimize the risk of tension or conflict
with the healthcare team [18].
While numerous studies have explored family
involvement in acute care settings, most of them
have focused on surveys assessing perceptions and
opinions. Few studies have delved into describing
active family involvement in care. Moreover, data
from non-Western and low- and middle-income
countries are scarce [3,19-21]. In most Western
countries, various models for implementing
different aspects of PFCC have been proposed [22–
24]. In contrast, family involvement in care is
usually spontaneous and inadequately regulated in
non-Western countries, where specific family
dynamics and roles in the care process exist [19,25–
27]. In Morocco, a lower-middle income country in
North Africa, no data are available about family

participation in the care of hospitalized patients.
This study aims to describe the extent of family
involvement and identify patient-related factors
associated with the presence of family members in
an Acute Assessment Unit (AAU) of a Moroccan
university hospital.

Material and Methods

Study design and setting

The study was a monocentric prospective cohort
study and was conducted for eight months, between
November 2018 and June 2019, in the AAU of the
Ibn Sina University Hospital in Rabat, Morocco.
This unit provides care for adult patients with acute
medical conditions often transferred from the
Emergency Department. It has a total capacity of 30
beds, six of which are equipped with both invasive
and non-invasive monitoring, although invasive
mechanical ventilation is not available within the
unit’s organizational capabilities. Patients who
experience deterioration in their condition are
transferred to the hospital’s Intensive Care Unit,
while those who show improvement are either
discharged to their homes or transferred to other
hospital departments based on their diagnosis.
During the study, the nurse to patient and support
staff to patient ratios were 1:10 each, with a ratio of
1:7 during the day and 1:15 during the night. The
official visiting hours for family members in the
hospital are from 4:00 p.m. to 7:00 p.m. The AAU
follows an open-door policy, allowing one family
member at a time to stay with their loved one for an
extended duration and as long as they wish. Patients
were considered to be accompanied when at least
one family member remained outside the visiting
hours, either during the day or at night.

Participants

The study population included all patients admitted
to the AAU during the study period and their family
members. Adult patients admitted to the AAU and
their family members were enrolled consecutively.
Inclusion criteria were all patients admitted to the
AAU and their most present family members who
expressed willingness to enroll in the study.
Exclusion criteria were patients and/or family
members who refused to participate, patients with
missing data, or patients with a hospital stay of less
than 48 hours. A hospital stay of more than 48 hours
was deemed necessary to be able to assess the
family’s participation in care and conduct the
survey with them.
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Data collection

Data regarding patients, their family members, and
the care provided by the family throughout their
participation in the study were collected.
The questionnaire used was drawn up by two
members of the research team and consisted of two
parts. The first part was designed to collect the
patient’s characteristics, and the second part was
designed to collect information on family members
and their involvement in care.
The care provided by family members to their
hospitalized loved ones was identified and
categorized by a research team member using
medical terminology. Based on the results of
previous studies [28,29], the care provided was
adjusted to our specific context and classified into
three distinct categories: dependent, intimate, and
technical care.
Information about family members and their level
of involvement in the care of their hospitalized
loved ones was gathered through face-to-face
interviews starting from the third day of
hospitalization, conducted by the same nurse from
the research team.

Patient characteristics

The data collected from hospitalized patients
included 1) Sociodemographic characteristics, 2)
Clinical characteristics: loss of autonomy, which
was evaluated using the Activities of Daily Living
(ADL) score [30]; level of co-morbidity assessed by
the Comorbidities and Charlson Index (CCI) score
[31]; and frailty prior to the acute episode leading
to the hospitalization, assessed by the Clinical
Frailty Scale (CFS) [32]. These characteristics were
collected as they are directly associated with the
dependency level of hospitalized patients and,
consequently, the requirement for family support
during their hospital stay. Other clinical
characteristics considered were the diagnosis upon
admission and the Simplified Acute Physiology
Score II (SAPS II) [33]. This score estimates the
probability of mortality for ICU patients, and 3)
Clinical outcomes: Length Of Stay (LOS) , changes
in ADL and CFS scores, mortality.

Characteristics of family members

The presence of family members with their
hospitalized loved one (the patient) was considered
necessary if the patient’s ADL score upon
admission to the AAU was less than five. The ADL
score is used to determine the patient’s degree of
dependence; the total score varies between 0 and 6.
A score of 6 denoting the maximum level of
autonomy, and the lower the score, the more
dependent the patient. The data collected regarding
the family members of hospitalized patients
included the following informations: 1) Presence of
at least one accompanying person: This indicated
whether there was at least one family member
present with the patient during their hospitalization
beyond hospital official visiting hours, 2) Number
of accompanying persons taking turns per patient,
3) Daily presence: It was noted whether the family
member(s) were present with the patient on a daily
basis, and 4) Continuous presence: Cases in which
a family member was constantly present with the
patient and spent the night with them were
documented.

Characteristics of family care

The assessment encompassed a total of 14 different
types of care, including four types related to
dependency care and five types each for intimate
and technical care (Table 1). The types of care
provided by the family were recorded by the
interviewer face-to-face with the most present
family member of each patient. The family member
was asked to indicate which of the 14 types of care
he or she had performed. In the case of dependency
and intimate care, family involvement occurred
spontaneously and without a predetermined
structure. Families offered these types of care either
independently or in collaboration with professional
caregivers. Technical care, on the other hand, was
supervised by healthcare professionals. In instances
where families expressed a desire to participate in
this type of care, healthcare professionals provided
instructions on procedures such as handling oxygen
through a nasal cannula or high-concentration
oxygen mask. Hospital staff then ensured that these
techniques were being implemented correctly.
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Table 1: Categories and the 14 types of care assessed.
Categories Types of Care
Dependency Care Help with eating or changing clothes

Support while walking or in a wheelchair
Help change positions or to sit on a chair
Accompaniment to the sink

Intimate Care Styling hair, shaving, or massage
Accompaniment to the toilet
Assistance while using the toilet
Assistance in the shower
Empty urine bag or collect urine to check for diuresis or for other testing

Technical Care Give medicines orally
Perform oral care
Put on or take off nasal cannula for oxygen or the high oxygen concentration mask
Take temperature
Perform capillary blood glucose test

Statistical analysis

Data are presented as mean with standard
deviation for variables with a normal
distribution, and as median and interquartile
range for variables with skewed distributions.
The normality of the distribution was tested by
the Kolmogorov–Smirnov test with Lilliefors
correction.
A multiple logistic regression was performed to
explore the association between patient
characteristics and the continuous presence of a
family member, controlling for the potential
confounders (gender, number of children,
marital status, education level, inability to eat,
and CFS, CCI, SAPS II, and ADL scores).
Results are presented as the odds ratio and 95%
confidence interval (95% CI). Univariate and
multivariate comparisons were performed to
evaluate the association of the continuous
presence of a family member with patient
outcomes (AAU and hospital lengths of stay,
ADL and CFS scores six months after
discharge, and mortality). Symmetrically
distributed continuous data were compared
using the Student’s t-test. Skewed continuous
data were compared using the Mann–Whitney
U test and adjusted differences were obtained
from quantile regression. Categorical variables
were compared using the chi-squared test for
independence. In multivariate analysis, The
association of the continuous presence of a
family member with outcomes symmetrically
distributed continuous variables were explored
using linear regression. Binomial logistic
regression was used to describe the association
between the continuous presence of a family
member and mortality. A p value < 0.05 was
considered statistically significant. Analyses

were performed using Stata 14 (StataCorp) and
Jamovi Version 2.2 (The jamovi project, 2021).

Ethical considerations

The study was approved by the Biomedical
Research Ethics Committee of Mohammed V
University in Rabat (Reference number 41/15).
Patients who had been admitted to the AAU and
their family members were invited to participate
by a nurse member of our research team. The
nurse provided oral and written information
about the study objectives and procedures to
each participant. Patients and their family
members were informed that their participation
was voluntary and that refusing to participate
would not affect their treatment and care. It was
also explained that they can withdraw at any
time they want to. Participants were reassured
that anonymity and confidentiality of data were
guaranteed. All participants gave informed
consent before taking part in the study. Given
the observational nature of the study, only oral
consent was obtained.

Results

Characteristics of the study sample

During the study period, 459 patients were
admitted to the AAU, and 89 were excluded
from the analysis because of discharge within
48 hours (n = 42), missing data (n = 38), or
refusal to participate (n = 9). Therefore, the final
analysis included a total of 370 patients. During
the hospitalization of these patients, the total
number of family members taking turns to
accompany their hospitalized loved one was
793 (Figure 1).
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Figure 1. Inclusion of Patients and Their Families members.

Characteristics of patients

Of the 370 patients included, 57.3% were male.
The median age was 60 years, and 30% were
over 65 years old (n = 111). No level or a
primary level of education was found in 77.6%
of patients (n = 287) and only 25 (6.8%) had a
university level. The median number of children
per patient was 3. In 93% of cases, the patients
lived with their families.The patients admitted
to the AAU were primarily transferred from the
Emergency Department, accounting for 97.5%
of cases (n = 354). Among these transfers,
45.2% were completed within 24 hours. At least

one chronic disease was present in 56.5% of
patients, with diabetes (30.3%) and arterial
hypertension (29.7%) being the most
commonly observed chronic pathologies. The
median CCI score was two. The CFS score prior
to the acute episode leading to the
hospitalization was at 3.2 ± 1.1. Half of the
patients (50.5%; n = 187) had a history of
previous hospitalization. Upon admission to the
AAU, 63.2% of patients (n = 234) had an ADL
score of less than 5. The most frequent
admission diagnoses were cardiac emergencies
(49.7%) and sepsis (20.8%) (Table 2).

Table 2. Characteristics of Patients (N = 370).
Characteristics n (%)

Age, median [IQR*], years 60 [45-60]
Male gender 212 (57.3)
Female gender 158 (42.7)
Marital Status

Married 241(65.1)
Widowed 61 (16.5)
Single 58 (15.7)
Divorced 10 (2.7)

Number of Children, median [IQR*] 3 [1-5]
Living Situation

Lives with family 344 (93)
Lives with spouse only 14 (3.7)
Lives alone 11 (3)
Homeless 1 (0.3)

Distance between hospital and place of residence
Within the city of Rabat (0 à 20 km) 207 (55.9)
Between 20 and 100 km 104 (28.1)
More than 100 km 59 (15.9)
Level of education
Heart failure
Chronic kidney disease
Other

112 (30.3)
55 (14.8)
38 (10.3)
55 (14.8)

None or primary 287 (77.6)
Secondary 58 (15.7)
University 25 (6.8)
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Chronic disease
High blood pressure
Diabetes mellitus
Heart failure
Chronic kidney disease
Other

110 (29.7)
112 (30.3)
55 (14.8)
38 (10.3)
55 (14.8)
209 (56.5)

High blood pressure 110 (29.7)
Diabetes mellitus 112 (30.3)
Heart failure 55 (14.8)
Chronic kidney disease 38 (10.3)
Other 55 (14.8)
Previous hospitalization 187 (50.5)
Charlson score, median [IQR*] 2 [1-4]
Frailty Scale, mean ± standard deviation 3.2 ± 1.1
SAPS II*, mean ± standard deviation 21.5 ± 9.4
Unable to eat at admission 90 (24.5)
ADL* score < 5 at admission 234 (63.2)
Diagnosis
Cardiac emergencies 184 (49.7)
Sepsis 74 (20.8)
Endocrine or metabolic emergencies 42 (11.4)
Hematological emergencies and systemic diseases 25 (6.8)
Neuro-psychiatric emergencies 1

7
(
4
.
6
)

Other 2
8
(
7
.
6
)

*IQR: Interquartiles range. SAPS II: Simplified Acute Physiology Score. ADL: Activities of Daily Living.

Characteristics of family members

At least one family member was present outside
visiting hours for 361/370 patients (97.6%).
This presence was considered necessary if the
patient lost his autonomy, with an ADL score
less than 5. All but two patients in whom the
presence of a family member was necessary
benefited from this presence.
The mean number of family members who took
turns staying with their loved one was 2 ± 0.8
per patient. Female family members were
almost twice as likely to remain with the patient
compared to male members (524 vs. 269). The
spouse was the most common family member
present, accounting for 36.6% of cases,
followed by daughters at 32.1%. A regular daily
presence of a family member was observed in

94.7% of patients. In 52.4% of cases (n = 189),
family members were continuously present day
and night. They spent the night next to their
loved ones, either sitting on a chair or lying on
a bed if it was not occupied by another patient.
The frequency of continuous presence of family
members living in or near the city of Rabat was
not statistically different from that of families
residing more than 20 kilometers away from
Rabat (54% vs. 46%; p= 0.17) (Table 3).
Several patient-related variables were
independently associated with the continuous
presence of a family member; these included
being a female patient, having a larger number
of children, significant frailty before the current
acute episode, the need to be accompanied due
to ADL score less than 5, and a high SAPS II
(Table 4).

Table 3. Characteristics of family members accompanying their loved ones.
Characteristics N (%)

Total number of family members 793 (100)

Female 524 (66.1)

Male 269 (33.9)

Number of family members  who take turns per patient, mean ± standard deviation 2 ± 0.8

Relationship of family member most often present

Spouse 132 (36.6)

Daughter 116 (32.1)

Other 83 (23)

Son 24 (6.6)

Unrelated 6 (1.6)
Daily presence of a family member in the 361 accompanied patients 342 (94.7)
Continuous presence of a family member in the 361 accompanied patients 189 (52.4)

Table 4. Patient-related variables independently associated with a continuous presence of a family member.

Zohra Bahmane et al. Characteristics, Roles and Factors Associated with Family Involvement in Care of Hospitalized Patients in 
a Lower-Middle Income Country’s University Hospital: An Observational Study.



J Med Sur Res 2024; volume 10, issue 3

1290

Variables Odds ratio 95% CI * P value

Female gender 1.81 1.04 - 3.14 0.036

Number of children 1.11 1.01 - 1.23 0.044

Married patient † 0.65 0.34 - 1.23 0.180

Low education level†† 1.34 0.70 - 2.54 0.380

Frailty Scale before hospitalization 1.45 1.08 - 1.95 0.014

Inability to eat 1.78 0.96 - 3.32 0.069

Charlson Score 0.94 0.78 - 1.13 0.490

Simplified Acute Physiology Score II¶ 1.05 1.01 - 1.09 0.027

Need to be accompanied (Activities of  Daily
Living score <5)

4.36 2.47 - 7.70 < 0.001

* 95% CI: 95% Confidence Interval.
† Reference category is represented by widowed, divorced or single patients.
†† Low education level: never attended school or educated only through primary years. Reference category is
represented by secondary or university level of education.
¶ Simplified Acute Physiology Score II: An age > 65 years was associated in univariate analysis with a more
frequent continuous presence but was not introduced into the logistic regression model because the Charlson score
and the Simplified Acute Physiology Score II include age as an item.

Characteristics of care provided by family
members

Of the 361 patients accompanied by their family
members, data on the care provided were
available in 346. The remaining 15 families
whose data were not available mentioned a lack
of time to answer the questions. Of the 346
patients evaluated, at least one type of care was
provided by their families in all but two cases (n
= 344; 99.4%) as they were autonomous upon
admission to the AAU (ADL score = 6).

The most common category of care provided by
families was care related to dependency, with
an average of 82.7 ± 21.9% of types of care
performed. This was followed by intimate care,
with 48 ± 19.6% of types of care performed, and
technical care with 33.7 ± 17.8% of types of
care performed. The specific types of care
within each category that patients received from
their families are detailed in Table 5.

Table 5. Care activities carried out by family members (N = 346*).
Category and Type of Care N (%)
At least one dependency care activity performed by families 343 (99.4)

Assistance with eating or changing clothes 343 (99.4)

Assistance walking or with wheelchair 287 (82.9)

Help with sitting in a chair or changing position 277 (80.1)

Accompaniment to the sink 237 (68.5)

At least one intimate care activity performed by families 335 (96.8)

Styling hair, shaving, or massage 312 (90.2)

Accompaniment to the toilet 256 (74)

Assistance while using toilets 121 (35)

Assistance in the shower 75 (21.7)

Empty urine bag or collect urine to check for diuresis or other testing 66 (19.1)

At least one technical care activity performed by families 324 (93.6)

Give medicines orally 323 (93.4)

Perform oral care 121 (35)

Put on or take off nasal cannula for oxygen or the high concentration
mask

68 (19.7)

Take temperature 40 (11.6)

Perform capillary blood glucose test 31 (9)

* Of the 370 patients included, 361 were accompanied par their family members. Of the 361 patients
accompanied by their family members, data on care provided were available in 346.
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Clinical outcomes

The median length of stay in the AAU and
hospital were 8 days (range: 5–13) and 9 days
(range: 6–15), respectively. The mortality rates
in the AAU and in-hospital were 11.1% (n = 41)
and 13.2% (n = 49), respectively. Six months
after hospital discharge, follow-up was
conducted for 346 patients, with 24 patients lost
to follow-up. The six-month mortality rate was
23.7% (82/346).
In univariate analysis, the continuous presence
of a family member was found to be linked to
an unfavorable prognosis for patients compared
to non-continuous presence. Patients with

continuous family presence experienced
extended length of stay in the AAU (median
difference of 2.0 days; 95% CI: 0.75 to 3.25;
p=0.002), had a lower ADL score six months
after being discharged (mean difference of -
0.43; 95% CI: -0.65 to -0.20; p< 0.001),
exhibited higher levels of frailty six months
after discharge (mean difference in CFS score
of 0.49; 95% CI: 0.23 to 0.75; p< 0.001), and
had increased mortality rates. However, upon
adjusting for confounding factors, the
continuous presence of a family member was
not independently associated with a poor
prognosis (Table 6).

Table 6. Patient’s outcome variables associated with continuous presence of a family member (N=361*).
Univariable and Multivariable Analysis.

* Of the 370 patients included, 361 were accompanied by their family members.
† 95% CI: 95% confidence Interval.
¶ LOS: Length of Stay, expressed as median [interquartile range]. LOS was adjusted for age, SAPS II, ADL score
at admission, and Frailty Scale.
‡ ADL: Activities of Daily Living Score, expressed as mean ± standard deviation. ADL score at six month post-
discharge was adjusted for ADL score prior to the acute episode leading to the hospitalization, Charlson score
without age, and SAPS II score.
** FS: Frailty Scale, expressed as mean ± standard deviation. FS at six months post-discharge was adjusted for FS
prior to the acute episode leading to the hospitalization, Charlson score without age, and SAPS II score.
¶¶ OR: Odds ratio.
††  Mortality was adjusted for sex, Charlson score without age, SAPS II score, and ADL score at admission.

Zohra Bahmane et al. Characteristics, Roles and Factors Associated with Family Involvement in Care of Hospitalized Patients in 
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Discussion

In this prospective study evaluating the
participation of families in the care of their adult
loved ones hospitalized in an open-door AAU of a
Moroccan university hospital, nearly all patients
were accompanied by at least one family member
who actively participated in their care. The most
commonly performed category of care by families
was dependency-related care. Continuous family
presence was more prevalent in the most frail and
seriously ill patients but was not independently
associated with a poor prognosis.
This study is the first of its kind conducted in an
AAU in a North African country and one of the
few to provide data on PFCC in a resource-limited
setting [19,21,25,34]. The open-door policy
adopted in this unit cannot alone fully explain the
extensive and voluntary participation of families
in care. The shortage of professional caregivers
and the unique characteristics of family bonds in
certain African and Middle Eastern societies
contribute to a sense of duty to participate in the
care of hospitalized loved ones [1,19,25,35].
These family ties also explain why even patients
who had not lost their autonomy were supported
by their family members. Spouses and daughters
were the most common family members present,
which aligns with findings reported in most
published data, including Western countries [36–
38]. Dependency-related care provided by
families is a common feature in both Western and
non-Western countries [34–38], whereas Western
families are typically more reluctant to perform
intimate care [39].
One noteworthy aspect of family involvement in
this study is that it is not an attempt to implement
one of the components of the PFCC approach, but
rather an observation of how things unfold in an
open-door unit in an African country, with
technical care provided by the family being
supervised. The participation of families in care,
as observed in many African or Middle Eastern
countries with limited resources, is both
spontaneous and authorized, and is encouraged by
the care team. This helps meet patients’ essential
care needs, which is crucial for ensuring optimal
safety, particularly for frail and elderly patients, as
well as promoting optimal recovery and positive
healthcare experiences [40,41].
Patients with continuous family presence
exhibited higher frailty, lower autonomy, and
higher severity scores compared to patients who
were not continuously accompanied. The
association between continuous family presence
and a poor prognosis, observed in univariate
analysis, is clearly attributable to the more severe
condition of patients, as demonstrated by

adjusting for confounding factors (Table 6). It
appears quite evident that the families of the most
severely ill patients feel the necessity to stay with
their hospitalized loved ones at all times.
It is important to note that the severity score used
in this study is validated in ICUs [33].
Nevertheless, a portion of our AAU receives
severe patients, and the mean SAPS II of our
patients is similar to that of patients in ICUs in our
country [42].

Limitations of the Study

There are several limitations in this study that
need to be acknowledged, particularly its
monocentric nature. Despite the large sample size
compared to similar studies, the findings cannot
be generalized to other acute care units in
Moroccan hospitals. Additionally, there is a lack
of data on the frequency of implementing the
open-door policy in acute care units across
Morocco, although it is likely to be very low. This
policy allows unrestricted visitation: A family
member can come at any time during the day or
night and stay as long as they wish with their
hospitalized loved one. Future research should
address these limitations by clarifying this
information in Morocco and conducting
multicenter studies about involvement of families
in care. Another limitation of this study is the lack
of evaluation regarding the satisfaction and
opinions of caregivers, patients, and their
hospitalized loved ones. While this evaluation was
not part of the study’s objectives, it will be
addressed in a future publication. Lastly, the data
collected is from 2019, and the practice regarding
the study topic may have been affected by the
Covid-19 pandemic. Indeed, during the pandemic,
the presence of a family member was restricted to
specific cases. However, unit practices have
resumed since the end of the pandemic, and the
data remain valid.

Recommendations

This study represents an initial step in identifying
priority actions to support family participation in
care. It is crucial to establish an educational
approach that focuses on supervising families and
integrating them into care within the framework of
PFCC principles. As families are true partners and
are necessary in the care process due to the lack of
adequate healthcare resources, they should also
benefit from appropriate conditions and minimal
comfort, especially for those who continuously
accompany their loved ones.
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Conclusion
This study found that in this open-door Acute
Assessment Unit of a Moroccan university
hospital, families actively and spontaneously
participate in the care process on a regular basis,
most often performing dependency-related care.
Continuous family presence with their
hospitalized loved ones is more common among
the frailest, most dependent, and severely ill
patients but is not independently associated with
an unfavorable prognosis. Family involvement in
care should be structured and organized within the
framework of the patient- and family-centered
care model, tailored to the context of this African
country.
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