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ABSTRACT

Introduction: Intensive care unit (ICU) visitation has traditionally been restrictive, primarily due to septic considerations and staff apprehension
towards unrestricted visitation policy. However, ICU admission is stressful for patients and their families and the presence of family relatives
at ICU patients’ bedside may help alleviate the same. The present study compares the viewpoints of healthcare workers (HCW) and patients’
family members regarding these two types of visitation policies.

Materials and methods: The initial assessment involved a qualitative investigation, based on an inductive grounded theory approach.
Participant interviews were audiotaped, transcribed, manually coded, themes analyzed, and aggregate dimensions unfolded. Subsequently,
a structured proforma filled by stakeholders and responses were coded as categorical variables (quantitative investigation). Their association
with a continuous presence of family members was seen using univariate analysis (Chi-square test) and p <0.05 was considered significant.
Satisfaction levels were rated on a Likert scale.

Results: Eighty-six stakeholders [group A: HCWs (15 doctors, 29 nurses), group B: patients (n = 18), and their relatives (n = 24)] were interviewed.
While group A preferred restricted visitation policy (RVP), group B preferred unrestricted visitation policy (UVP). Quantitative data confirmed
that HCWs (92.8% nurses and 85.7% doctors) were more satisfied with RVP and group B (92.3% relatives and 87.5% patients) with UVP. Group
A (75.9% nurses and 93.3% doctors) therefore preferred RVP and group B (75% families and 66.6% patients) preferred UVP.

Conclusion: The patients and their families were more satisfied with UVP contrary to HCWs who were skeptical towards UVP and preferred RVP.
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INTRODUCTION

Intensive care unit (ICU) visiting policies have been a contentious
issue. Patients and their families find ICU experience highly
stressful, resulting in anxiety (65%) and depression (35%) amongst
the relatives during admission. While the family access to ICU has
traditionally been restrictive (restricted visitation policy—RVP)
to avoid septic complications, patient-centered care involves
designing a visitation policy to meet the needs of both patients
and their families in addition to high standard therapeutic care. This
may require an unrestricted or open visitation policy (UVP/OVP).
The present study assesses the acceptance of the UVP and
RVP among the healthcare workers (HCWs—physicians, residents,
nurses), patients, and their relatives in different ICUs of a tertiary
care hospital in North India by a mixed methodology approach.

MATERIALS AND METHODS

Setting

The study was conducted in a tertiary care hospital with 12 ICUs
having 160 beds. While eight ICUs (108 beds) of medical/surgical
critical care units follow a UVP policy, four ICUs (52 beds) in the
cardiac center follow RVP. In UVP, one visitor is allowed with the
patient in ICU for 24 h, whereas in RVP, one visitor is allowed for
30 min twice a day.

Study Design

After institutional ethics approval (IEC Number 2019-405), the
study was conducted prospectively between May and July 2019.
A fixed mixed methods model was used and outlined using a
typology-based approach with the purpose of triangulation,
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offset, and completeness. It was based on a convergent parallel
design. The qualitative and quantitative strands were implemented
concurrently, with equal priority but independent of each other,
and data accrued were merged only during interpretation."? With
this design, divergent but complementary data could be obtained
on the same topic.>

Data Collection

Qualitative Investigation

This was based on the inductive grounded theory approach, which
involves moving backand forth between data collection and analysis
until atheory that fits the data emerges.* Theoretical sampling was
done. Data obtained from the first participants determined which
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new participants were likely to provide the required information;
hence, a sample size could not be determined beforehand. Data
collection was stopped when themes were saturated."? Four types
of stakeholders were identified and divided into two groups: group
A:included doctors and nurses dedicated to caring for the critically
ill and group B: included unintubated patients and families of
mechanically ventilated patients admitted for more than 48 hin ICU.
Families were defined as first-degree relatives visiting the patient.
For each member; age, gender, educational status, and relationship
with the patient were recorded. To minimize bias, patients with
active cardiac ailments were included. The data collection was done
by a member of research team who had complete knowledge of the
research project but was not directly involved in patient care (S).
Afterinformed consent, an interview (protocol in the supplement)
consisting of semi-structured and open ended questions, was
conducted (and audiotaped) in vernacular language (by S).°

Quantitative Investigation

Stakeholders were also given a structured proforma consisting of
separate but related questions so that mixing quantitative with
qualitative methods would help to improve a more basic design.?
This proforma was generated by three study team members (RKM,
GS, RM). Duplicate items were excluded.

Analysis
The data were analyzed using a mixed method approach by
Creswell and Plano Clark.’

Qualitative Analysis

The study began with cycles of data collection and analysis to
identify interrelations among concepts, which were aggregated
into an integrative theory, based on the grounded theory approach.

Once the stakeholders were interviewed, audio recordings
underwent verbatim transcription and translation by a second
investigator (RKM).” Data was manually coded and analysis was
done in three phases. Phase 1: Open coding: Initial participant
responses were coded for emergent keywords and first-order
concepts were generated. Phase 2: Axial coding: repetitive codes
were merged and analyzed for themes. Phase 3: Selective coding:
an aggregate dimension was unfolded.® Data validation was done
by intercoder agreement (RKM, RM).”

Quantitative Analysis of Structured Data
Satisfaction levels of participants were rated on the 5-point Likert
scale (very dissatisfied, moderately dissatisfied, somewhat satisfied,
moderately satisfied, very satisfied).® Responses of stakeholders
were coded as categorical variables and their association with main
explanatory variable (continuous presence of family members) was
seen. Responses were probed using univariate analysis by using
the Chi-square test and p-value <0.05 was considered significant.
In view of a lesser number of extreme responses, the first two
responses were clubbed as “not satisfied” and the last three as
“satisfied".

REesuLTs

Eighty-six stakeholders including 15 doctors, 29 nurses, 24 family
members, and 18 patients were interviewed. Respondents were
divided into two groups (Flowchart 1). Group A comprised of
HCWs (doctors and nurses) and group B of patients and their
family members. Baseline characteristics of groups A and B are
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Flowchart: Distribution of stakeholders into two groups

Total number of
stakeholders (n = 86)

|
v v

Group A Group B
Doctors (n = 15) Patients (n = 18)
Nurses (n = 29) Family members (n = 24)

summarized in Tables 1 and 2. Five aggregate dimensions emerged
as a central concept around which all other themes and codes were
arranged (Supplementary Table 1).

These include:

1. Satisfaction of the participants
Group A:

Qualitative assessment: HCWs were more content with RVP than
UVP.They felt that in UVP, relatives tend to interfere with treatment
and disturb the staff by asking multiple questions thus interrupting
work rounds and care. The staff has to spend increased time and
effort to reconcile the relatives. However, a few HCWs deciphered
that UVP ensures treatment transparency and reduces the why and
wherefore of the treatment.

Table 1: Number of stakeholders

Number of stakeholders Group | (UVP) Group Il (RVP)
Doctors (n = 15) 8 7
Nurses (n = 29) 15 14
Family members (n = 24) 13 11
Patients (n = 18) 8 10

Tables 2A and B: Baseline characteristics of stakeholders: (A) Group
A: characteristics of HCWs; (B) Group B: characteristics of relatives and
patients

A: Group A

Sl. No. Variables

Doctors (n=15)

Nurses (n=29)

1. Age (years) mean £ SD  42.7 + 8.62 32.5+8.09

2. Number of females 7 29

3. ICU experience (years) 12.31 741
mean

4. Mean number of 58 479
working hours/week

5. HCW:patient ratio 1:11 1:2
(average)

HCW, healthcare worker; SD, standard deviation

B: Group B
SI.No. Variables Relatives (n=24) Patients (n=18)
1. Type of patient admission
Elective 8.3% 16.6%
Emergency 91.6% 83.3%
2. Patient diagnosis
Trauma 4.1% 5.5%
Medical 37.4% 55.5%
Surgical 58.3% 38.8%
3. Age (years) mean +SD 423 +16.3 56 +15.7
4. Male:female 1:1 2:1

SD, standard deviation
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Supplementary Table 1: Qualitative table

Aggregate dimensions Themes Codes
1. Satisfaction of Satisfaction of UVP doctor 8:“UVP decreases doctor’s responsibility and the treatment remains transparent”
participants physicians and UVP nurse 15:“In restricted visitation, relatives may blame the staff in case the patient becomes
staff suddenly ill”
Overall UVP doctor 1:“In UVP, multiple numbers of relatives may become violent, relatives can see whether
satisfaction appropriate treatment is being given or not”
of family and UVP doctor 4:“Patients need relatives for communication as they may not be able to express
improved themselves”

communication  UVP doctor 6:“Sense of suspicion of anything undue being done in the ICU is not there if relatives
with familyand  are nearby”
patient UVP doctor 8:“In UVP, attendants are in constant touch with the patient so they know patient’s
condition”
UVP nurse 3:“In UVP, relatives know the change in status”
UVP nurse 4:“In UVP, relatives are satisfied that the treatment is given”
UVP nurse 5:“In UVP, relatives can meet the doctor and know the progress of the patient, they can
see patient’s progress or deterioration”
UVP nurse 6:“In UVP, relatives can see that the treatment is being given”
UVP nurse 7:“In UVP, relatives rest assured that the treatment is given to the patient”
UVP nurse 8:“In UVP, attendants see that the care being given”
UVP nurse 10:“In UVP, patients condition is known whether improving or worsening”
UVP nurse 11:“In UVP, relatives are aware of the ongoing treatment, medicines given and
procedures done on their patients”
UVP nurse 12:“In UVP, relatives know about the condition of the patient, can see whether
medication is given or not and are kept informed about patient’s condition”
UVP nurse 13:“In UVP, attendants know what treatment is being given or procedure done”
UVP nurse 14:“In RVP, relatives may not trust the staff”
UVP, nurse 15:“In UVP, relatives help in the communication of patient with the staff. In RVP, there is
a lack of trust in the staff and the relatives may blame the staff if the patient becomes sick”
RVP nurse 5:“Patients do not feel homesick when relatives are around”
UVP family 1:“In UVP, there is emotional support to the patients and their family, else the patients
will get bored”
UVP family 2:“In UVP, we come to know the condition of the patient and we can talk to the doctors,
we are satisfied that our patient is been taken care of. In RVP, we won't know if medicines have
been given to our patient or not”
UVP family 3:“In UVP, we are satisfied that we are with our patient in this difficult time, we can see
that our medicines are being used on our patient and our patient is being taken care of”
UVP family 4:“In UVP, we come to know regarding the improvement of our patient”
UVP family 5:“In UVP, we are satisfied that treatment is continued and medicines are being given”
UVP family 6:“In UVP, we are satisfied that they are taking care of the patient. We can come to know
our patient’s condition and can explain it to the rest of the family”
UVP family 7:“We are satisfied that we are taking care of our loved one, we come to know our
patient’s condition”
UVP family 8:“In UVP, increases satisfaction of the patient and family, we are kept updated about
our patient’s condition”
UVP family 9:“We are kept updated about patient’s condition”
UVP family 10:“In UVP, emotional satisfaction and hope for the family is more, we are satisfied that
medicines are being given”
UVP family 11:“In UVP, we can see that the treatment is going on, that our patient is getting better
or worse. We are satisfied that our medicines are being used on our patients. In RVP, we won't know
the condition of our patient”
UVP family 12:“We can take care of our patients”
UVP family 13:“We can take care of our patients. In RVP, we won't know the condition of our
patient”
RVP family 3:“In RVP, family apprehension is always there”
RVP family 6:“We stay updated about patient’s status”
RVP patient 4:“In UVP, family will be more satisfied”
RVP patient 5:“In UVP, family will be more satisfied”

Overall UVP doctor 7:“In UVP, there is good emotional support to the patient”
satisfaction of UV doctor 8:“In UVP, patients will be less anxious if relatives are nearby”
patient RVP doctor 1:“Relatives provide moral support to the patient”

UVP, nurse 5:“Patients agree to what the family members say, better than the strangers”

Contd...
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Aggregate dimensions Themes

Codes

2. Sharing of staff
workload

Provision of basic
care

Relatives help
with patient
monitoring

As arestraint
alternative

Physical help

RVP nurse 2:“In RVP, patients may feel lonely”

RVP nurse 4: “Relatives increase psychological support of the patients”

RVP nurse 5:“Patients don't feel homesick”

RVP nurse 8:“Patients are more comfortable with the family members”

UVP family 2:“Patients do not feel alone”

UVP family 6:“In UVP, patients are less anxious as relatives are nearby. Relatives improve the
willpower of the patient”

UVP family 7:“Relatives increase the moral support of the patients”

UVP family 8:“Relatives increase the moral support of the patients”

UVP family 10:“Relatives increase the moral support of the patients”

UVP family 12:“Family provides emotional support to the patients”

RVP family 4:“Family members provide emotional support to the patient. In RVP, there is no moral
support for the patient”

RVP family 5: “Family members can fulfill patient’s requirements, patient’s stress will be less”
RVP family 6: “Family provides emotional support to the patient”

RVP family 7:“Family provides emotional support to the patient”

RVP family 8: “Family provides moral support to the patient”

UVP patient 1:“Family offers moral support to the and we feel better”

UVP patient 2:“Family offers psychological support and we feel better”

UVP patient 5: “Relatives can fulfill our small needs”

UVP patient 6:“Family provides us moral support. In RVP, patients may feel scared”

RVP patient 7:“In RVP, we can share our problems and we have moral support”

RVP patient 4:“In RVP, there is no emotional support for the patient”

RVP patient 6:“In RVP, patients feel lonely”

RVP doctor 3:“In UVP, relatives can help nursing staff, chances of ICU psychosis will be less with
relatives around”

RVP doctor 6:“In RVP, relatives can take care of the patients in psychosis”

UVP nurse 3:“Relatives help in changing position in heavy patients”

UVP nurse 6:“In UVP, relatives encourage patients for physiotherapy”

UVP nurse 7:“In UVP, relatives can take care of their patient if the nurse is UVP nurse 8: In case
of prolonged stays, relatives learn to do suctioning and administer NG feeds in preparation for
home care.

UVP nurse 14:“In UVP, relatives take care of the patient if the busy with the other sick patient”
RVP nurse 3:“Relatives can help in caring”

RVP family 5: “Nurses’ workload will be less”

UVP patient 3:“Relatives can take care of the patient”

RVP patient 9: “Relatives can feed the patient”

UVP doctor 3:“They make you aware of small changes in patient status like ventilator disconnections”
RVP doctor 3:“Relatives can monitor the patient”

UVP nurse 7:“In UVP, they inform small changes in patient status”

UVP nurse 12:“Relatives help in monitoring the patients”

RVP nurse 1:“Relatives help in monitoring”

RVP nurse 3:“Relatives can prevent injury and fall”

UVP family 5:“In UVP, we can monitor the patient and inform subtle changes”

UVP doctor 6:“Presence of family member reduces the need for pharmacological sedation and
analgesia during weaning from mechanical ventilation”

RVP doctor 1:“Relatives can hold violent patients”"UVP nurse 2:“Relatives can hold the patients”
UVP nurse 3:“Relatives help to hold the patients”

UVP nurse 5:“Relatives can hold a violent patient and prevent patient injury”

UVP nurse 8:“Relatives help to hold restless patients”

UVP nurse 9:“In UVP, attendants hold the restless patients and prevent the patient from injury”
UVP nurse 14:“Relatives help in holding violent patients”

RVP nurse 3:“Relatives prevent injury or fall. In RVP, it is difficult for staff to manage the patients in
psychosis alone”

RVP nurse 10:“Relatives hold the patients in psychosis”

UVP doctor 3: Relatives help in bringing medication

UVP nurse 1:“Relatives can be of great help in bringing the medication in case of an emergency”
UVP nurse 2:“Relatives can be of great help in bringing the medication in case of an emergency”
UVP nurse 7:“Restricted visitation requires more manpower and 1:1 nursing ratio”

UVP nurse 9:“Restricted visitation requires more manpower and 1:1 nursing ratio”

UVP patient 4: “Relatives can bring medication”

Contd...
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Aggregate dimensions Themes Codes

3. Outcome for pa- Risk of infections  UVP doctor 1:“In UVP, multiple numbers of relatives increases the risk of infections”
tient recovery UVP doctor 2:“In UVP, there is a higher risk of infections”

UVP doctor 3:“In UVP, higher risk of infections with multiple numbers of relatives”
UVP doctor 4:“In UVP, there may be higher risk of infections”

UVP doctor 7:“ICU with RVP may have fewer infections”

RVP doctor1:“Presence of relatives in ICU increases the incidence of infections”
RVP doctor 2:“In RVP, there are fewer chances of infections”

RVP doctor 5:“In UVP, there are increased chances of infections”

UVP nurse 1:“Presence of relatives increases the risk of infections”

UVP nurse 3:“There are increased chances of infections with UVP”

UVP nurse 4: “Unrestricted visitation leads to a higher rate of infections which prolong ICU stay and
increases the cost of treatment”

UVP nurse 5:“There is increased risk of infections with UVP and hence increased cost of treatment,
we can concentrate more on work in RVP”

UVP nurse 9:“Relatives can increase the risk of infections”

UVP nurse 10: “Relatives increase the risk of infections”

UVP nurse 12:“UVP increases infection rates”

UVP nurse 13:“There is increased risk of infections with UVP”

UVP nurse 15:“Presence of relatives increases infection rates”

RVP nurse 4:”“In RVP, there is better infection control”

RVP nurse5: In RVP, there are lesser chances of infection”

RVP nurse 8:“In RVP, there are fewer chances of infections”

RVP nurse 9:“In RVP, there are fewer chances of infection”

RVP nurse 11:“Restricted visitation leads to lesser chances of infection”

RVP nurse 14:“In UVP, there are increased chances of infections”

UVP family 3:“In UVP, there are increased chances of infections”

UVP family 4:“In UVP, there are increased chances of infections”

UVP family 5:“In UVP, there are increased chances of infections”

RVP family 4:“In UVP, there are increased chances of infections”

RVP family 6:“In UVP, there are increased chances of infections”

RVP family7:“In UVP, there are increased chances of infections”

RVP family 8:“In UVP, there are increased chances of infections”

RVP family 11:“In UVP, there are increased chances of infections”

RVP patient 4:“In UVP, there are increased chances of infections”

Disorganization ~ UVP doctor 3:“In UVP, relatives tend to interfere with our prescribed treatment. And counseling has
of essential treat- to be done multiple numbers of times.” In RVP, “working will be more regulated”
ment and care RVP doctor 2:“In RVP, working is not hampered”
RVP doctor 5:“In UVP, relatives ask unnecessary questions and disturb patient management”RVP
doctor6: “Discussions in medical terminology may be misinterpreted by the relatives”
RVP nurse 9:“If relatives are around, staff has to answer multiple questions, which interrupt care”
UVP nurse 1:"Increased time and effort is spent in regulating the relatives, relatives interfere with
treatment and nursing care”
UVP nurse 2:“In UVP, relatives interfere with nursing care. In restricted visitation, work is more regulated”
UVP nurse 3:“Relatives interfere with treatment and care and we have to explain the condition
repeatedly”
UVP nurse 5:“Relatives interfere with treatment and care”
UVP nurse 6:“Multiple relatives ask same questions”
UVP nurse 7:“Multiple relatives ask same questions and interfere with care”
UVP nurse 9:“Relatives hinder in the treatment by asking same questions”
UVP nurse 10: “Relatives disturb the staff by asking same questions again and again and interfere
with care”
UVP nurse 12:“Relatives interrupt during care”
UVP nurse 14: “Relatives interfere with care”
RVP nurse 2: “Relatives interfere with our work”
RVP nurse 3:“In RVP, there is no interference in treatment and staff can concentrate on their work”
RVP nurse 4: “Relatives interfere with treatment”
RVP nurse 9:“Multiple relatives come and ask the same questions and we have to answer”
RVP nurse 10:“Relatives interrupt in our work”
RVP nurse 11:"“Relatives interfere with prescribed treatment”
RVP nurse 12:“Nurses can properly devote time to patient care if relatives are not around”
RVP nurse 13:“Relatives interfere with our work”
RVP nurse 14:“Relatives interrupt care, multiple relatives ask same questions”
RVP patient 2: “Relatives disturb the staff”
RVP patient 8:“Relatives interfere with nurses and doctor’s work”

Contd...
544 Indian Journal of Critical Care Medicine, Volume 25 Issue 5 (May 2021)



Continuous Family Access to ICU: A Mixed Method Study

Contd...

Aggregate dimensions Themes

Codes

4.|CU decorum

5. Stress levels of
stakeholders

Patient rest
opportunities

Improved care

ICU decorum

Stress levels of
HCWs, family
members, and
patients

RVP doctor 2:“In RVP, patients can take rest properly”

UVP nurse 9:“Relatives disturb the patient and do not allow them to rest”
UVP nurse 10: “Relatives disturb the patients”

RVP nurse 4:“In RVP, there is better patient rest”

RVP nurse 5:“Relatives do not get proper rest”

RVP nurse 7:“In UVP, there is inadequate patient rest”

RVP nurse 12:“In UVP, there is decreased patient rest”

RVP doctor 3:“Patients can take rest properly in unrestricted visitation”
UVP doctor 3:“Patients will be more comfortable without the relatives”
UVP family 1:“Multiple relatives will disturb the patient”

UVP family 3:“In UVP, patients get disturbed”

RVP family 11:“In UVP, patient is disturbed”

RVP patient 3:“In RVP, patients get adequate rest”

RVP patient 10:“In UVP, there is increased disturbance to the patient”

UVP doctor 7:“In UVP, patient care is better as the staff remains on their toes”
RVP family 8:“In UVP, there is faster patient recovery”

UVP doctor 2: In UVP, “patient confidentiality is hampered”

UVP doctor 6: In UVP, “in case of a mishap, agitation of one attendant may influence the other
attendants”

UVP doctor 7:“In case a medical error occurs, patients relatives will know and get agitated”
UVP doctor 7: “Relatives take pictures of the records and confidential things can leak out”

RVP doctor 1:“Relatives create chaos in the unit”

UVP nurse 1:“Relatives keep checking files and argue with staff”

UVP nurse 2:“Relatives keep checking reports and files and argue with staff”

UVP nurse 4:“In UVP, there are more chances of increased violence and agitation among the
relatives”

UVP nurse 5:“Frustrated relatives may become violent”

UVP nurse 12:“Relatives increase the noise in the unit, relatives can create panic in the unit”
UVP nurse 13:“In RVP, working environment would be calm”

UVP nurse 14:“Relatives keep looking at other beds”

UVP nurse 15:“There may be increased violence and agitation among the family”

RVP nurse 8:“Privacy of the patient is maintained in unrestricted visitation”

RVP nurse 9:“Nurses cannot give personal care in front of family members”

UVP family 5:“In UVP, one attendant is influenced by other attendants”

RVP patient 3:“Presence of relatives increases crowding of the unit”

RVP patient 5:“Presence of relatives increases crowding in the unit”

RVP patient 8:“Presence of relatives increases crowding in the unit”

UVP doctor 2:“In UVP, bedside discussions might be misinterpreted”

UVP doctor 8:“In UVP. there is increased work pressure on staff and doctors and increased violence”
RVP, doctor 2:“Relatives are anxious and stressed as they felt out of touch with their patient”

RVP doctor 6:“In RVP, relatives panic even on minor fluctuations in vitals”

RVP nurse 8:“In RVP, relatives do not have to suffer”

RVP nurse 9:“In UVP, staff may hesitate to work in front of relatives. In RVP, attendants may not have
sufficient time to stay and can go home”

RVP nurse 13:“Relatives panic on seeing sick patients. The presence of relatives increases the stress
of patients”

RVP, patient 1:“Relatives are free to do their work”

RVP family 2: “Restricted visitations cause less stress to the patient”

RVP family 4:“The family members have to leave work and come so in RVP, there is less disturbance
to the family”

RVP patient 1:“In UVP, sitting by my side will waste their time, In RVP, they are free to do their work”
RVP patient 2:“In RVP, family is free to do their work”

RVP patient 4: “Family’s routine gets disrupted”

Quantitative assessment: The majority of participants (86%) in group
A [75.9% nurses (p = 0.038) and 93.3% doctors (p = 0.33)] preferred
RVP over UVP (Fig. 1) as they (86.2% nurses and 86.7% doctors) felt
that they have to keep giving information to relatives in unrestricted
visitation, which increases the time spent on a patient and affects
routine management. Significantly greater number of HCWs (92.8%
nurses and 85.7% doctors) following RVP (Fig. 2a) and only 26.7%

of nurses and 12.5% of doctors following UVP (Fig. 2b) were
satisfied with their current visitation policies (p-value for nurses and
doctors were 0.0004 and 0.005, respectively). Most of the group A
participants (75% doctors and 66.7% nurses) following UVP wanted
to change to alternate policy (Fig. 3a) as compared to only a few
HCWs [16.7% doctors (p = 0.002) and 7.14% nurses (p = 0.001)]
following RVP (Fig. 3b).
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Fig. 1: Visitation policy preferred by the stakeholders
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Figs 2A and B: Satisfaction of the stakeholds (A) RVP, (B) UVP
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Figs 3A and B: Inclination of the stakeholders to change to alternate policy (A) UVP, (B) RVP

Group B:

Qualitative assessment: The participants felt that UVP increases their
overall and emotional satisfaction. Being close to their patient,
relatives could assess the quality of diagnostic and therapeutic care
being provided to the patient. Also, they felt satisfied being by the
side of their loved ones in difficult times. Patients said that they
get moral and emotional support and encouragement from their
families and that the relatives help to improve their communication
with staff.

Quantitative assessment: Seventy-five percent of families (p = 0.033)
and 66.6% of patients (p = 0.009) preferred UVP (Fig. 1). Group B
participants (92.3% relatives and 87.5% patients) who were admitted
to ICUs following UVP were more satisfied with their current policy
(Fig. 2b) contrary to only 27.3% of families (p = 0.001) and 20% of
patients (p = 0.004) in ICUs with RVP (Fig. 2a). Around 73% of relatives
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and 60% of patients in RVP (Fig. 3b) wanted to change to alternative
policy when compared with 15.4% of relatives (p = 0.004) and 12.5%
of patients (p = 0.04) in UVP (Fig. 3a).

2. Sharing of staff workload
Group A:

Qualitative assessment: Nurses discerned that patient’s relatives
participate actively in providing patient care, bringing medication
in case of an emergency, holding violent and agitated patients,
and orientating patients thus reducing the risk of ICU psychosis.
Relatives’interaction with patients by talking and touching increases
their willpower and reduces sedation requirement during weaning.
Doctors felt that relatives can be of great help in monitoring the
patients in ICUs with a low nurse:patient ratio. RVP on the other
hand increases nurses’ responsibilities.
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Quantitative assessment: About 68.9% of nurses and 53.3% of doctors
felt that the presence of a family member at the bedside is beneficial
for the patient.

Group B:

Qualitative assessment: The participants felt that the family can
reduce the nurses’ workload by helping the staff with patient
care and also getting the medication quickly in case of an
emergency.

Quantitative assessment: About 70.8% of relatives and 66.6% of
patients believed that the presence of family is beneficial for the
patients.

3. Outcome for patient recovery

Group A:

Qualitative assessment: The participants felt that in UVP, there
is an increased risk of hospital-acquired infection to patients as
relatives are unaware of the significance of hand hygiene. HCWs
also observed increased disruption of treatment and care with
UVP as they have to repeatedly answer the questions of continually
changing relatives. The relatives being idle may unreasonably use
their mobile phones, which might disturb the patient. Nurses also
observed that the patients are unable to take adequate rest when
one relative is always around.

Quantitative assessment: Most of HCWs (86.7% doctors and 96.6%
nurses) thought that unrestricted visitation increased infections.

Group B:

Qualitative assessment: The family members too were concerned
about the increased risk of infection with UVP. Sometimes they
may be sick and fear transmitting or catching an infection from
the critically ill patients in ICU. In restricted visitation, patients felt
that they can take adequate rest and when awake, they develop a
better rapport with the staff which may lead to improved outcomes.

Quantitative assessment: As the relatives fear the increased risk of
infections, 95.8% of family members said that they always try to
maintain their hand hygiene.

4.1CU decorum

Group A: HCWs felt that relatives increase the noise in the unitand
take up space. UVP hampers professional confidentiality, affects
patient autonomy, increases chaos in the unit, and may lead to
a higher incidence of violence as one agitated attendant may
influence all others present. Some of the relatives annoyingly
keep clicking pictures of patient documents and treatment
charts or peeking into other patient’s details thus affecting
patient privacy.

Group B: Patients and relatives too felt that restricted visitation
avoids crowding in the unit and preserves proper ICU functioning.

5. Stress levels of stakeholders
Group A:

Qualitative assessment: In unrestricted visitation, the relatives are
constantly listening to and possibly misinterpreting discussions at
bedside rounds. There is constant pressure on the staff that might
affect their performance. Although patients might be content
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Table 3: Opinion of stakeholders regarding family presence during
rounds, procedures, and emergencies

Nurses (n=29)

Doctors (n=15)  Family (n=24)

Physician rounds

Yes 15 (51.7%) 7 (46.6%) 19 (79.1%)
No 14 (48.2%) 8(53.3%) 5 (20.8%)
Physician procedure

Yes 2 (6.8%) 2(13.3%) 12 (50%)
No 27 (93.1%) 13 (86.6%) 12 (50%)
Nursing procedures

Yes 2 (6.8%) 3 (20%) 14 (58.3%)
No 27 (93.1%) 12 (80%) 10 (41.6%)
Emergencies

Yes 19 (65.5%) 4 (26.2%) 14 (58.3%)
No 10 (34.3%) 11 (73.3%) 10 (41.6%)

having their family members around, HCWs believed that staying
in ICU is stressful for the relatives as they panic about even minor
fluctuations in vitals.

Quantitative assessment: Nurses (75.9%) felt an increased
psychological burden due to the presence of stressed families. As
per 60% of doctors, the continuous presence of relatives in UVP
hampers bedside teaching. Many (60%) could feel the stress of
constantly working under watchful eyes and 86.7% did feel the
need to modify their way of communication with each otherin ICU
if relatives were around.

Group B:

Qualitative assessment: Some relatives felt that RVP increases anxiety
as they are unable to meet their loved ones and know what'’s going
on with the patient. Contrarily, some believed they could be stress-
free in RVP and could continue their work without disruption in
their daily routine.

Quantitative assessment: The majority of patients (83.3%) felt that
the presence of a relative nearby would decrease their stress and
anxiety (p =0.028). Only a few family members (54%) felt that always
staying in ICU with patients disrupted their routine (p = 0.062).

We also enquired about stakeholder’s opinions regarding the
presence of family during physician rounds, physician and nursing
procedures, and emergencies (Table 3). Whereas the HCWs were
equivocal, family members strongly felt that they should be allowed
during doctor’s rounds so that they can communicate better with
doctors. Nurses invincibly felt that family should be presentin case
of an emergency, mainly due to fact that they should be updated
regarding the patient’s condition, and also they might serve as an
additional help to get medications if required.

Discussion

We found that group A participants were more satisfied with RVP
contrary to group B participants who preferred UVP. Although all
the stakeholders acknowledged that relatives may be of help in
decreasing staff workload, they were also concerned about the
increased risk of infection with UVP. Contrary to group B, group A
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said that the continuous presence of relatives increased their stress
as well as interfered with their work.

This study has many interesting aspects. This is the first study
that we know of which has evaluated physicians’, nurses’, relatives’,
and patient’s perceptions of two types of ICU visiting policies in the
same hospital and that too with a mixed methodology approach.
Second, the overall duration of visits in UVP in our ICUs was much
longer than in the previous reports.*!®

We found that HCWs were more satisfied with RVP.In a study on
the attitude of ICU nurses towards open visitation, 75.3% of nurses
had skeptical beliefs towards open visitation in their ICUs and only
15.1% of nurses felt that visitation benefits caregivers.” The nurses
are generally less satisfied with OVP and the majority of them
report that family members interrupt care, without being of much
help themselves.”®""® Contrarily, some studies have also suggested
improved satisfaction among ICU professionals with flexible visiting
hours.* Even a few of our physicians reflected that they do not
have to justify that the patient is being taken care of and this might
help in avoiding unnecessary litigation on doctors. The presence
of family during times of emergency may help them to understand
that every possible treatment has been implemented. Studies have
shown that open access to visitors increases the family’s confidence
in and appreciation of HCWs taking care of their loved ones and leads
to improved patient and family anxiety and satisfaction.'®1215-"7
Participants discerned that presence of family facilitates staff
communication with patients and families. Relatives regularly know
the condition of their patients from time to time and as a family can
understand their loved ones better, patient communication also
improves.”'° Family engagement and empowerment have been
shown to reduce the risk of ICU delirium also.""'® One study which did
not report better family satisfaction with OVP was probably because
their physicians did not have time for regular family discussions.!

UVP has a dual effect on nurses’ workload. Relatives can help
nurses by assisting in patient monitoring, serving as restraint
alternatives, providing patient care (especially in uncooperative
patients), and physical help (changing positions in obese patients,
bringing medication in case of an emergency). On the other hand,
their continuous presence also leads to an increase in time spent
by nurses in answering family’s questions. This is in consensus with
previous studies in which nurses did feel that OVP causes nurses
to spend more time providing information to relatives.”'° RVP also
increases staff workload. Our ICUs have a 1:2 nurse:patient ratio, so
if a nurse has one sick patient, she might find it difficult to attend to
every need of the other patient. Hence, ICUs practicing RVP should
have a 1:1 nursing ratio.

The majority of stakeholders (irrespective of their visitation
policy) believed that UVP exposes patients to increased risk of
infections. This alibi has been the major cornerstone of restricted
visitation models. However, this theoretical risk has not been
consistently confirmed in the literature.!"131°

In our study, HCWs perceived an increase in disorganization
of treatment and care with UVP. Literature has mixed results for
the same. Some studies concurred with this'®'* while others did
not.'®22 This difference is probably explained by the difference in
the overall duration of visit, which was much longer in our ICUs
with UVP as compared to these previous reports. The presence of
a family member in case of an emergency or when physicians are
doing procedures has not shown to have any adverse outcomes.'®

Our participants felt that patients admitted in ICUs following
UVP were unable to take proper rest. Literature is ambiguous
regarding this. A few studies disagreed®'® while others agreed
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that UVP decreases patient rest opportunities.?’ UVP also increases
chaos and confusion in ICU and the same has been suggested in
previous studies.’

Our HCWs also recognized increased levels of stress by the
continuous presence of relatives. Doctors felt awkward discussing
and examining patients as well as teaching by the bedside when
relatives are around as they can misinterpret the discussions.
Literature is inconsistent regarding stress levels of HCWs in UVP; a
few reporting decreases while in others staff did feel uncomfortable
and had to change their work attitude when due family members
were around.”® The concern of fragmented information from
multiple sources being misunderstood has already been addressed
in previous studies where authors had suggested limiting long
discussions by patient’s bedside.?' Unrestricted visitation also
causes emotional involvement of nurses thus increasing their stress
and strain.'” Quite a few studies reported increased incidence of
burnout syndrome after flexible hours were introduced in ICU.""?2

We found that families of patients admitted in ICUs were always
stressed irrespective of the visitation policy. In UVP, the probable
reason was exhaustion and in RVP, relatives felt they were not
continuously updated about the patient’s condition. Research has
noted the increased concern of visitor fatigue and exhaustion with
UVP.2>2* However in some studies, the 24-r policy had decreased
stress and anxiety but the families came for 1-2 s per day and did
not congregate in large numbers in patient’s room.'>"

In our study, patients had decreased stress in both UVP and
RVP. Whereas some patients felt emotionally strong with family
members being nearby, others felt that the continuous presence
of family members is not required as it disrupts the entire family’s
routine and also decreases their rest time. But the majority of
patients would prefer OVP. Unrestricted visitation has been seen to
have conflicting effects on patient stress. Whereas family members
relieve stress by providing emotional support for patients, their
presence also decreases patient rest opportunities and hampers
their privacy. Literature has shown that open visiting policies are
preferred by patients as they help mitigate their stress.'>?

LiMITATIONS

We used manual coding instead of computer-assisted qualitative
data analysis software (CAQDAS) as we felt that coding with the
hand would provide a more flexible approach in identifying and
classifying the subject matter. Moreover, trying to learn the basics
of coding and qualitative data analysis in software would have been
overwhelming as well as time-consuming.

CONCLUSION

The HCWs were more satisfied with RVP and would prefer the
same. They felt that the continuous presence of a relative interferes
with their work and hence they were reluctant to change to the
alternative policy. Thisis contrary to the patients and their relatives
who preferred UVP as they were more satisfied being close to their
loved ones.
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