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ABSTRACT

Objective: Stress among family members of hospitalised intensive care unit patients may be amplified in the
context of a global pandemic and strict visitor restrictions. A nurse family liaison role in the COVID-19 units was
implemented to serve as a connection between the care team and a designated family member. Our objective was
to describe the experience of a nurse family liaison role implemented during the COVID-19 pandemic from the
perspective of nurses who functioned in the liaison role and intensive care nurses who worked with the liaisons.
Research method/design: This was a qualitative study using thematic analysis involving a one-time semi-structured
interview. A convenience sample of nurses were invited to participate. The analytic approach involved (1)
becoming familiar with the data; (2) finding meaning in the data; (3) organising meaningful statements into
patterns to generate themes.

Setting/participants: Nurses who functioned in the liaison role and intensive care nurses who worked with the
liaisons in an adult academic health center in the Midwest United States.

Main outcome measure: To describe the psychosocial experience of nurse family liaison role implementation.
Findings: The sample (n = 11) mean age was 36 years (range 26-49) and the majority were female (n = 10; 90%),
White/non-Hispanic (n = 11; 100%), Bachelor prepared (n = 10; 90%), and had an average of 10 years of
experience as a nurse (range 4-25). The major themes identified by participants were living in a pandemic,
establishing the role and workflow and experiencing human connection.

Conclusion: Hospital organisations should consider how they can provide family-centred care, specifically within
the context of a global crisis such as a pandemic. Participant descriptions of the role indicate that liaison
implementation alleviated nurse moral distress and fostered development of close family connections. Findings
can help inform implementation of similar roles in hospital settings.

Implications for Clinical Practice

and patients.

e Additional resources and support may be
exposure to end of life situations.

e Organisations implementing new roles should leverage multiple strategies and allow for role adaptation to meet the needs of the environment
e Clinicians pioneering novel roles should be open and flexible to using different approaches to adapt to their role, and foster relationships by

clearly demonstrating the value they bring to the care team.

e Hospitals should consider how they can enhance family-centred care by leveraging nurses and other clinicians in family-centred roles to foster
empathy and advocacy for families to shape the hospital culture.

needed for nurses to cope with the emotional distress inflicted by the pandemic and the increased
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Introduction

Communication with the loved ones of patients in the intensive care
unit (ICU) is a challenge that has been exacerbated by the coronavirus
2019 (COVID-19) pandemic. Providing progress updates on patient
condition (Doucette et al., 2019) and facilitating family presence by any
means (e.g., physical, virtual, or healthcare staff serving as a surrogate)
(Lopez-Soto et al., 2021; Voo et al., 2020) are essential to reduce the
stress and uncertainty associated with having a loved one in the ICU. In
addition to providing direct patient care, nurses provide medical infor-
mation and psychological support for the patient’s family member(s)
throughout the ICU experience (Doucette et al., 2019). Updating family
members who are not physically present can be difficult when direct
patient care is the priority (Doucette et al., 2019). Communication
deficits between the healthcare team and the patient’s family member(s)
have been previously described, revealing ICU patient family members’
dissatisfaction related to inadequate information sharing and emotional
support (Edward et al., 2020; Torke et al., 2016). Such deficiencies
further burden an already uncertain and stressful experience for families
(Al-Mutair et al., 2013; Azoulay et al., 2018).

Stress among family members of patients in the ICU exists (Fumis
et al., 2015; Petrinec & Daly, 2016; Sundararajan et al., 2014) and may
be amplified in the context of a pandemic (Montauk & Kuhl, 2020).
Psychologic symptoms, such as anxiety and depression, are common
among family members of ICU patients both pre and post pandemic.
(Cattelan et al., 2021; Harlan et al., 2020; Johnson et al., 2019). As the
COVID-19 pandemic spread, visitor restrictions were implemented in
hospitals across the world, including ours. Inpatient units dedicated to
the care of patients with COVID-19 quickly began experiencing a high
volume of calls from patient family members. Lack of timely responses
and updates led to family reports of dissatisfaction to nursing staff.
Additionally, nurses shared feelings of moral distress when attempting
to provide high quality, holistic care to both patients and their families.

Our healthcare organization quickly learned to adapt and respond to
changing knowledge, leading to modifications and expansion of visita-
tion policies throughout the pandemic. Although safety was the highest
priority when restricting visitation, more harm than benefit may have
resulted from stringent visitation policies (Andrist et al., 2020; Siddiqi,
2020). A survey of 134 ICUs in the United Kingdom during the pandemic
identified 100% reported restricted visitation (e.g., no visitation at all or
end of life/vulnerable patient visitation only) and 97% reported per-
forming daily family updates (Boulton et al., 2021). Despite daily up-
dates, investigations have identified that families have an increased
need for communication during the pandemic (Hugelius et al., 2021).
Barriers to provider/family communication, such as reduced commu-
nication channels and absence of family have also been noted (Witten-
berg et al., 2021), warranting the implementation of family-centred
roles.

Family-centred roles and programmes to facilitate communication
between the care team and family members of hospitalised ICU patients
have been previously implemented. For family members and surrogate
decision makers of patients with high predicted mortality, a randomized
controlled found that a communication facilitator reduced symptoms of
depression among family members and improved outcomes including
decreased costs and ICU/hospital lengths of stay (Curtis et al., 2016).
Similarly, a stepped-wedge, cluster randomized controlled trial using a
family support intervention found improvements in surrogates’
perceived quality of communication and patient centeredness and
shorter length of ICU stays among those who received the intervention
(White et al., 2018). Quasi-experimental evaluations of family support
interventions have additionally found improvements in family satisfac-
tion with decision-making (Naef et al., 2021), communication with the
care team, and quality of care (Shelton et al., 2010). In the context of
COVID-19, families have reported a high degree of satisfaction with
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communication quality and frequency using a family engagement
navigator (Taylor et al., 2020a) and a family liaison team (Lopez-Soto
et al., 2021).

To improve family communication and alleviate nurse distress, an
interprofessional team was convened by the facility’s Associate Chief
Nursing Officer and Patient Experience Director to brainstorm solutions.
During this time all elective procedures had ceased, leaving a nursing
workforce available for utilisation. The team strategised a plan to
redeploy these perioperative and ambulatory staff members as ‘nurse
family liaisons’, to serve as a daily connector between the care team and
a designated family member (i.e. spokesperson) on the units where the
care for patients with COVID-19 was cohorted. Registered nurses were
selected for the role who were experienced in family interactions and
were perceived to have high quality communication skills by their
leaders. Standard work of the liaison role included obtaining a daily
patient report (via interprofessional huddles and/or bedside nurse),
prioritising which families to contact each day in collaboration with the
charge nurse, providing a daily patient status update to the spokesperson
(including assessing for priorities/concerns), and escalating unmet
needs to appropriate clinicians.

The nurse family liaison role was highly collaborative and was
quickly deployed using Agile Implementation (Boustani et al., 2020)
based on competencies and communication services of an existing
Perioperative Family Support Nurse role. To develop a minimal viable
service (i.e., nurse family liaison role “must haves”), a five-person
project team ran short, daily, iterative implementation sprints focused
on learning how best to serve emerging needs. Within a week, key
functions and processes for the role were defined and a process for
training additional liaisons was established. Establishing the role in ICU
and progressive care unit (PCU) environments was prioritised based on
sprint feedback. A total of 21 liaisons were deployed to six ICUs and two
PCUs. Supporting teams provided necessary technologies, training in
ethics and therapeutic communication, and guidance on how to identify
appropriate resources (e.g., social work, case management, and chap-
laincy). Throughout the duration of the role, continuous feedback and
performance improvement was supported through daily huddles, virtual
meetings, and unit rounding. While family-centred roles similar to the
nurse family liaison have been evaluated, the experience of clinicians
functioning in and alongside these roles is unknown. This qualitative
study explores the experience through the lens of clinicians working in
these teams.

Methods

This was a qualitative study using thematic analysis and the
consolidated criteria for reporting qualitative research (COREQ) was
used for reporting (Tong et al., 2007). We conducted a one-time semi-
structured interview inquiring about the experiences of a nurse family
liaison role implemented during the COVID pandemic from the
perspective of nurses who functioned in the liaison role and ICU nurses
who worked with the liaisons. The study was approved by the local
Institutional Review Board (IRB# 2005902668).

Objective

The objective of this study was to describe the experience of a nurse
family liaison role implemented during the COVID-19 pandemic from
the dual perspectives of nurses who functioned in the liaison role and
ICU nurses who worked with the liaisons. Knowledge gained from this
study will facilitate an understanding of the unique contribution of this
role during the pandemic.

Setting/Participants

The site was a large (800 bed) adult, urban, academic health centre
in the Midwest United States. Convenience sampling was used, and
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participants were eligible for inclusion if they had functioned in the
nurse family liaison role or if they were an ICU bedside nurse who had
worked with a nurse family liaison (i.e., any exposure to a liaison in the
work environment). An email was sent to all eligible nurses inviting
them to participate. The email included an embedded survey link to
gather demographic information. Recipients were informed that
completion of the survey served as consent to study participation. Those
who completed the demographic survey were contacted by the study
team to schedule an interview or participate in a focus group.

Data collection

Virtual interviews were scheduled as a focus group or 1:1 interview,
depending on participant availability. Although combining use of indi-
vidual and focus group interviews has been used intentionally to
enhance phenomenon understanding and finding trustworthiness
(Lambert & Loiselle, 2008), we used a combined approach to increase
data collection feasibility. Interviews were conducted by a nursing PhD
Candidate and Research Programme Manager, who has formal qualita-
tive research training and experience. Interviews were securely audio
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and video recorded and verbal consent was obtained prior to recording.
A semi-structured interview guide was used for interviews beginning
with “We are interested in your personal experiences and opinions
regarding this role. Specifically, we would like to understand your ex-
periences of functioning in [or working with] the liaison role, how it
contributes to the COVID-19 pandemic, and how it could be improved.”
Sample questions from the interview guide were: “What has your
experience been like in the [or working with] the nurse family liaison
role?”; “What is the unique contribution of the liaison role?” Data were
collected between September 2020 and November 2020.

Data analysis

Interviews were transcribed word for word, verified for accuracy,
and de-identified into a Microsoft Word file. The analytic approach
involved (1) becoming familiar with the data; (2) finding meaning in the
data; (3) organizing meaningful statements into patterns to generate
themes (Sundler et al., 2019). Data analysis was conducted by team
members with different vantage points including a nursing PhD candi-
date, a physician researcher with qualitative expertise, and a direct

“Covid-19” by Unknown Author is licensed under CC BY-SA.
“Lab Scale” by Unknown Author is licensed under CC BY-SA.

Fig. 1. Liaison Themes & Sub-themes.
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patient care nurse with ICU experience. All three research team mem-
bers independently reviewed and identified meaningful statements in
the transcripts (Monette et al., 2013) and a codebook (Guest et al., 2012)
was created based on initial codes from the first four transcripts. Addi-
tional transcripts were then compared to the codebook, which was
iteratively adjusted based on newly identified codes and patterns (Guest
etal., 2012). In order to increase analysis credibility, team members met
through a series of five 1-hour meetings to reach agreement on emerging
patterns and themes until no new themes were identified. An audit trail
was kept by the study team to increase analytic accuracy and document
any critical decisions made. Descriptive statistics were used to calculate
the frequencies and percentages of the demographic data of the sample.

Findings
Sample characteristics

The demographic survey was completed by 33 nurses, of whom 11
responded to the request to schedule an interview. The final sample (n =
11) included five nurses who functioned in the liaison role and six ICU
nurses who worked with the liaisons. Focus groups ranged from 36 to 75
min (2 focus groups [n = 3] averaging 48 min) and 1:1 interviews
ranged from 21 to 57 min (average of 36 min [n = 5]). The mean age was
36 years (range 26-49) and the majority were female (n = 10; 90%),
White/non-Hispanic (n = 11; 100%), Bachelor prepared (n = 10; 90%),
and had an average of 10 years of experience as a nurse (range 4-25).

Participants spoke about themes that were broadly differentiated
between the logistics and processes surrounding the implementation of
the role and the lived experience and emotions of the unique situation
they were in. Both categories were enveloped within descriptions of the
stressors precipitated or exacerbated by the pandemic. Fig. 1 depicts the
fulfilment and burden that nurses experienced as they described living in
a pandemic, establishing the liaison workflow, and experiencing human
connection.

‘Living in a Pandemic’

Participants reflected on the novel stressors posed by the pandemic
as frontline healthcare workers. These reflections encompassed their
own adjustment to issues as diverse as the uncertainties of clinical
management, frequent changes requiring continuous adaptation, and
changes in long established models of care. As the liaison role was
implemented during the hospital’s first wave, clinicians were having to
quickly adapt to newly implemented policies and guidelines that were
being modified by the hour in some cases. Participants described the
uncertainty involved in treating COVID-19, ensuring personal protective
equipment was donned/doffed correctly, and opening new nursing units
with teams unfamiliar with one another. Participant 002 (ICU nurse)
stated:

“When we first opened [new COVID unit] and did not have a nurse
liaison and we had obviously no visitation at all, (we had) so many calls
from family. The nurses were all in a new situation where they were still
learning the lay of the land. We had no continuity of care or anything like
that.”

Competing priorities: How can I get everything done?

ICU nurses described the need to prioritise patient care due to the
critical nature of their patients, leaving limited time to dedicate towards
family member communication. To accommodate the opening of addi-
tional inpatient units, a new nursing model was adopted. The model
leveraged ICU nurses as leaders of a team of non-ICU nurses. ICU nurses
described the added complexity of leading nurses with no adult ICU
experience, such as ambulatory or paediatric nurses, who they had never
met before to support care for four to five patients requiring mechanical
ventilation. As liaisons were deployed to the ICU units, they quickly
empathised with the ICU nurses’ desire to connect with the patient and
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family and their inability to meet their desire due to competing prior-
ities. Participant 001 (ICU nurse) stated:

“When all this (COVID) started, obviously families were very concerned
about their loved ones and they would be calling multiple times a day. So
the secretary gives the nurse a note ... if you are in two COVID rooms you
are running back and forth. You don’t have time to call those family
members back.”

Communication Gaps: The void created by the absence of family members.

Liaison and ICU nurses described family members being left in the
dark once the pandemic set in. Liaisons recalled situations where family
members had not heard from a clinician in days and were unsure of the
status of their loved one. Because family could not be at the bedside,
subtle cues in patient status (e.g., psychological state, mentation) were
missed. Language barriers were an additional challenge when the pri-
mary language was not English. The liaisons enabled many communi-
cation gaps to be closed, while fostering inclusion of family members
into the care team. Participant 009 (liaison) shared,

“A patient was constantly sleeping so you think he just sleeps all the time
... Iwould FaceTime with the daughter, she was like ‘you know he is never
like this. Is he on certain medications?’”

Clinician Guilt: I want to do more but I can’t.

ICU nurses often expressed a sense of guilt related to their inability to
spend enough time with patient families and one nurse described this as
being “stressed in my heart [participant 002].” ICU nurses described
being torn between patient care and communicating with families. They
described distress when they could not disrupt patient care to take calls
from the family or when they forgot to return their calls. The liaison
brought relief to the ICU nurses because they knew families weren’t
being abandoned. Participant 006 (ICU nurse) described:

“It’s a bad feeling when you have somebody call you four or five times a
day and you’re not able to take the call because you are busy with patient
care ... you know there is some level of panic that is starting to escalate ...
They don’t know if it is because we are not taking care of their family
member or don’t care to talk to them or maybe it’s because something
really bad has happened. ”

‘Establishing the role and workflow’

Participants spoke about processes that facilitated or impeded their
ability to fulfil their roles. They described the evolution and their un-
derstanding of the liaison role and how they adapted workflows to best
serve families and collaborate effectively. Liaison and ICU nurses dis-
cussed the importance of having a role solely dedicated to family. The
liaisons could take as much uninterrupted time as they needed with
family. This allowed them to serve as a bridge between the care team
and the family, gaining a holistic perspective of the medical care, pa-
tient, and family. Participant 001 (ICU nurse) shared,

“They (liaisons) were able to be that one contact person for the families
and they knew everything. It was amazing how much they knew.”

Expectations: Sticking to a schedule that families could rely on

Setting expectations was described by both liaison and ICU nurses as
a key component of successful family communication. A minimum of a
once daily connection was established between the liaison and a dedi-
cated family member (i.e., spokesperson) so the family member could
feel confident that they would be updated and be ready for the call.
Participant 010 (liaison) stated:
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“I think they (families) were all appreciative just knowing the schedule.
Like when I would call you at eight, the doctors haven’t rounded yet but
here is what happened overnight and once I hear the plan for the day ...
then I would call them back.”

Individual Needs: Getting a vibe for what each family wanted

The liaisons described how they developed a “vibe [participant
010]” for what each family needed and adapted their communication to
meet those individual needs. They quickly learned how often to call each
spokesperson and what their primary concerns were. Additionally, they
knew which family members preferred video calls and others who
needed an interpreter. Participant 010 (liaison) shared:

“He (patient’s husband) wanted the big updates but he also wanted the
little updates like did she open her eyes today or did she take anything by
mouth? ... All those little things you probably would never even think to
care about if you were sitting right next to her (the patient).”

Preparation: Gathering information from multiple sources to get the full
patient picture.

The liaisons spent a sizeable portion of their time as data collectors-
gathering information from the electronic health record, the bedside
nurse, and additional care team members to provide an accurate, up-to-
date report for families. Liaisons described how they prioritised issues
for each day and to get overnight updates. ICU nurses shared that they
often saw them researching patients in the health record and doing
“their own version [participant 006]” of rounds with the team. Partici-
pant 006 (ICU nurse) shared,

“They (liaisons) were great about asking and anticipating questions
because they had the time to get to know the family ... to know where they
were emotionally and what sorts of questions they typically ask.”

Triage: Knowing when to pull in other disciplines to consult with the family.

Triage was described by the liaisons as a means to filter and minimise
incoming calls without stepping on the toes of other clinicians. Liaisons
were able to satisfy most of the family needs; however, there were
discipline-specific questions that the liaison would redirect. For
example, questions about a patient transfer to a rehabilitation facility
would be shared with the case manager and palliative care questions
would be shared with the physician team. Participant 009 (liaison)
described:

“Once you kind of got in the groove of things you knew how they (care
team) operated and they kind of knew how you operated ... It gets to the
point when you have to know when you should involve case management
or the social worker and when you need to step out of it.”

Challenges: Proving worth in a novel role.

Challenges described by the liaisons and ICU nurses were often
related to establishing a workflow. Obtaining updates was difficult due
to multiple teams rounding at different times, leaving liaisons “chasing”
[participant 010] information. Early in the implementation, the liaisons
and unit clinicians were uncertain of the role. Engagement increased as
benefits of the role started to emerge. Participant 007 (liaison) shared
the initial scepticism of the role,

“Once the staff on the unit figured out what we could do and how we
could help them and their patients, we had buy-in like you wouldn’t
believe. But until then, there was a lot of scepticism.”

‘Experiencing Human Connection’

The liaison and bedside nurses shared the personal and emotional

Intensive & Critical Care Nursing 70 (2022) 103185

toll, fulfilment, and realizations they arrived at by serving or interacting
with these novel roles.

Fostering Connection: Bridging the gap between the family and the patient/
care team.

Participants described several ways in which they felt that contri-
butions helped to build connections and the critical importance of these
connections during a pandemic including building bonds, witnessing the
power of the senses, and being there with patients when families could
not. Liaison nurses discussed how they were able to build rapport and
trust with families by providing ongoing updates and being a consistent
bridge to the care team that the family could count on. Liaisons dis-
cussed the power of patients and family members being able to see and/
or hear each other through video calls. They watched emotion emerge
from both patients and family members being able to see each other for
the first time in several days or weeks. Patients that had not been
responsive previously would start to open their eyes, turn their head to
the voice of their loved one, and verbalize recognition of their loved one.
Liaisons were able to be the eyes and ears for families, serving as a
physical connection for the patient on their behalf. Participant 008
(liaison) shared:

“I would take the tablet and I would hold his hands so she (patient’s
mom) could see and I would pet his face for her because I know that’s
what she couldn’t do. I know there was a bond there you know, as a
mother and a child you couldn’t be there.”

Being in Presence of Emotion: Recognizing the emotional toll of the liaison
role.

Nurses described both the burden of bearing witness to the intense
emotions inherent in intensive care units- emotions accentuated by the
unique constraints of the pandemic. Participants described the critical
state of patients and the challenges of managing emotions. Early in the
pandemic, many patients with COVID-19 were on ICU units and many
were intubated, with the most critical patients on extracorporeal
membrane oxygenation (ECMO). Liaisons were involved in many end of
life situations, where they facilitated final goodbyes at the bedside and
provided support for families. Participant 007 (liaison) shared,

“There were a lot of stories where it was just sad ... The patient was doing
fine ... He was awake and talking finally and then the next day he died.”

Liaison nurses had many stories of witnessing tears during video calls
and developing a deep understanding of the fear families were experi-
encing. The liaisons spent time reassuring family members that their
loved ones were in good care and calming the fear of uncertainty. Li-
aisons described the toll extracted by the exposure to overwhelming
emotional situations. Emotional conversations occurred frequently, and
end of life calls often warranted liaison nurses stepping away to take a
breath and collect themselves to be able to continue for the day.

Finding Fulfilment: Experiencing a lasting benefit from serving as a liaison.

In tandem with the challenges, nurses described the sense of privi-
lege, role fulfilment and contribution they felt by serving in these roles.
They described personal and professional growth that stemmed from
this experience related to time saved for other clinicians, unique
contribution of the role, and having a sense of purpose during the
pandemic. ICU nurses described a “load being lifted" [participant 002] by
the liaisons integrating into the care team as a liaison for the family.
Policies and guidelines implemented to mitigate spread combined with
treatment uncertainty, placed an impossible strain on ICU nurses to
continue to provide care in the manner they had historically. Liaison
nurses alleviated the strain felt by ICU nurses at the beginning of the
pandemic, allowing nurses to solely focus on patient care.

Liaisons described the privilege that they felt being part of the pa-
tient/family connection and being invited into an intimate space. They
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voiced the desire to help and the role serving as a means to contribute in
a way that “filled their nurse(‘s) cup” [participant 008]. The liaisons felt
honoured and humbled to hear gratitude from families, knowing that
they were experiencing quite possibly the most difficult time in their life.
Participant 010 (liaison) reflected on the role,

“You want to do anything to help. I felt like that (liaison role) was a good
way for me to feel like I was being helpful and doing my part during a
global crisis.”

Liaisons described being forever changed due to patient/family in-
teractions during the pandemic. They had a deeper understanding of the
fear and anxiety that family members were experiencing, which allowed
them to empathise more closely with patients and families.

Discussion

Participants discussed the stressors of living and working in a
pandemic, issues related to establishing the role and workflow, and
experiencing human connection. Both fulfilment from their unique
contributions in the pandemic and the burden of bearing witness to grief
and loss were described. Liaison implementation appears to have alle-
viated nurse moral distress and fostered the development of close family
connections during the uncertainty of a pandemic. The liaison role was
vitally important early in the pandemic, when visitation was the strictest
and family members were only permitted in extreme cases (e.g., end of
life visits). The liaison enabled family members to advocate for their
loved one’s care and preserve safety while hospitalised. Participants
reiterated the importance of having the liaison to bridge family
communication, foster family inclusion into the care team, and alleviate
stressors for families, patients, and clinicians.

Our findings replicate those of previous studies implementing family
support roles or evaluating ICU experiences during the pandemic. For
example, our finding that the liaisons were able to find fulfilment by
“lifting a load” off the ICU nurses’ shoulders is similar to a programme
evaluation by Taylor et al. (2020a) that found clinicians were able to
dedicate more time to bedside patient care due to implementation of
family engagement navigators. Similar to our finding that the nurse
family liaison alleviated clinician guilt, a qualitative study found that a
family support intervention provided reassurance to the clinical team
because they knew that the family was looked after, leading to less moral
distress (Naef et al., 2020).

Proximity of family members to their loved one plays a salient role in
the patient/family relationship during hospitalisation. For example, our
study finding that the liaisons served as a physical connection to patients
on behalf of the family is similar to findings of a qualitative study of ICU
nurse experiences caring for patients during the COVID-19 pandemic
(Gordon et al., 2021). Nurses reported serving as a “surrogate” for pa-
tient families by holding patient’s hands for families when they could
not be present (Gordon et al., 2021). A thematic analysis by Lopez-Soto
et al. (2021) including family and friends of critically ill hospitalised
patients identified “being there” as a major theme, with friends/family
members indicating a strong desire to be in close physical proximity to
their loved one. This finding was also echoed in an article examining
ethical issues related to COVID-19, recommending use of multiple
strategies (e.g., physical, virtual, or healthcare staff as a surrogate) to
facilitate family presence (Voo et al., 2020). Moreover, a systematic
review of experiences and needs of families with a relative hospitalised
in the ICU concluded that family member proximity to their loved one
brings comfort and assurance that they are being cared for (Kynoch
et al., 2021). Taken together, the notion of “proximity matters” echoed
throughout the literature, emphasising the need for family presence in
the ICU and family support roles likely helped bridge the proximity gap
when hospital visitation was restricted during the pandemic.

As the liaison role implemented in a matter of weeks, there was
uncertainty around role responsibilities and processes to retrieve patient

Intensive & Critical Care Nursing 70 (2022) 103185

information for family updates. Comparable to implementation of a
similar family-centred role (Taylor et al., 2020b), implementation stra-
tegies were leveraged such as developing education materials, promot-
ing adaptability, assessing and redesigning workflow, and identifying
and preparing champions. Liaisons integrated into the care team by
learning rounding patterns and developing relationships with clinicians,
helping them to adapt to their new work environment. Similar to our
study finding of the importance of meeting the individual needs of
family members, a randomized controlled trial examining outcomes
related to ICU communication facilitators assessed individual family
member needs and concerns as a core component of the intervention
(Curtis et al., 2016). Organisations implementing a new role should
leverage multiple implementation strategies and allow for role adapta-
tion to meet the need of the environment and patient population.

Whereas our study focused on perceptions of nurses functioning in
and working with nurse family liaisons, other studies have focused on
family perceptions of communication practices. For example, a quali-
tative study exploring the experience and needs of family members with
loved ones with COVID-19 on mechanical ventilation in the ICU found
conflicted feelings about video calls (Chen et al., 2021). The study found
that some family members perceived virtual connection with their loved
one to contribute to their suffering (Chen et al., 2021), conflicting with
the nurse perceptions in our study that video calls helped foster
connection between the patient and family. Additionally, where our
study found that the liaison role helped close communication gaps be-
tween the care team and family, a qualitative study examining family
satisfaction of a liaison team identified communication breakdown,
particularly with transfers and rapid patient deterioration (Lopez-Soto
et al., 2021).

Our work is important as it uniquely presents the experience of
implementation of a family support role, a nurse family liaison, from the
dual perspective of nurses functioning in and working with the role.
While it highlights the adaptability of the frontline workforce in the face
of a pandemic, it also reinforces the importance of agility and vigilance
by health care organization to iteratively learn and adapt to the
continuously changing face of a global crisis. Our work describes the
themes of living in a pandemic, establishing the role and workflow, and
experiencing human connection capture the unique contribution of the
role, while describing the conflict between fulfilment and burden that
was experienced during the pandemic.

Clinical Implications

Preparing for family updates involved gathering data from multiple
sources including the electronic health record, interprofessional team
rounds, and the ICU bedside nurse. They were careful not to disrupt or
burden ICU nurse workflow by finding update times that were conve-
nient for them. Liaisons were able to communicate their value through
action, as the ICU nurses experienced less incoming call volumes, seeing
liaisons facilitate video calls, and hearing the personal knowledge that
the liaison possessed about the patient families. Clinicians pioneering
new roles should be open and flexible to using different approaches to
adapt to their role and foster relationships by clearly demonstrating the
value they bring to the care team. It is also important to note that
bedside nurses firmly viewed themselves as responsible for the
communication and emotional support of family members. While this
responsibility was challenging to fulfil in the midst of a crisis, necessi-
tating a novel liaison role, health care organisations should be mindful
about creating work environments that allow nurses to perform the roles
that bring professional pride and joy.

Emotional burden was high for the liaisons due to interaction with
family members who were afraid or anxious regarding care of their
loved one or due to facilitation of end of life visits. Liaisons felt reward
from calming family member fears and ensuring that families could say
goodbye to their dying loved one. However, the frequency and intensity
of emotions was much higher than they had experienced in previous
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nursing roles, indicating that such roles may need additional resources
and support to cope with emotional distress.

COVID-19 has threatened family-centred care, which has historically
relied on family presence at the bedside (Hart et al., 2020). Nurses and
other clinicians in family-centred roles may be ideal to foster empathy
and advocacy for families to impact the larger hospital culture. Hospital
organization should consider how they can provide family-centred care,
specifically within the context of a global crisis such as a pandemic.

Limitations

Study limitations included data collection methods, single hospital
setting, and potential participant bias. Because this study took place
during the COVID-19 pandemic, engaging nurses to participate in a 60
min interview was challenging. Of the nurses that responded to the short
demographic survey, only one-third scheduled and completed in-
terviews. However, the research team did not observe any new themes
emerge when coding the last few interviews. We used two approaches (e.
g., focus groups, 1:1 interviews) for data collection, which may have
limited individual responses. This study took place within one academic
hospital setting in the Midwest, which may limit translation of findings
to other healthcare settings and geographical locations. Additionally,
participant bias may have been introduced due to participating nurses
having interested in the study due to positive experiences with the
liaison role. Family members were not included in the interview sample,
with results pertaining only to nurse perceptions. Interviews with family
members and a larger sample of healthcare clinicians may have led to
more diverse experiences and data generation.

Conclusion

Perceptions of the liaison role were overall positive and support the
unique contribution during the COVID-19 pandemic. Implementation of
the liaison role was essential within our organization, bridging the
communication and physical presence gaps that may have been detri-
mental to patient and family well-being in the early wave of the
pandemic. Findings from this study can help inform implementation of
similar roles in hospital settings.
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