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Purpose: To obtain information on how family visitor restriction during the COVID-19 pandemic has
impacted the workplace experience of physicians and nurses in the medical intensive care unit, and to
assess differences by profession.
Materials and methods: We developed a survey containing closed- and open-ended questions, applying
both quantitative and qualitative analyses to our results.
Results: Of the 74 respondents, 29 (38%) were nurses and 45 (62%) were physicians. Nurses reported pos-
itive changes to daily workflow and the ability to provide medical care, while physicians reported nega-
tive changes in these areas. Both groups reported decreased comprehension and increased distress
among families, and decreased ability to provide end-of-life care. For the qualitative analysis, eight
themes were identified: the patient’s room as space, creation of a new space through virtual communi-
cation, time, increased complexity of care, challenges around the use of technology, adjustments to team
roles and responsibilities, desire for families to return, and internal tension.
Conclusion: Intensive care physicians and nurses reported both positive and negative effects of family vis-
itor restriction during the COVID-19 pandemic, with significant differences based on profession. Both
groups expressed concern for an overall negative impact of visitor restriction on healthcare workers,
patients, and their families.

� 2021 Elsevier Ltd. All rights reserved.
Implications for clinical practice

� Nurses reported positive changes to daily workflow and ability to provide medical care in the absence of family visitors, driven by
increased time and physical space to provide direct patient care.

� Physicians reported negative changes to daily workflow and ability to provide medical care in the absence of family visitors, driven
by disruptions in family communication.

� Both physicians and nurses noted an increase in family emotional distress and a decrease in family comprehension during telephone
updates, and a negative impact on ability to provide end-of-life care.

� Nurses and physicians in a medical intensive care unit reported divergent perspectives on some aspects of family visitor restriction,
but both groups expressed concern for an overall negative impact of visitor restriction on healthcare workers, patients, and their
families.
Introduction

Family members are an integral part of the care team for
patients in the intensive care unit (ICU), providing history to physi-
cians and nurses, acting as surrogate decision makers, and assisting
with patient care tasks such as reorientation. Family presence in
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the ICU has been associated with improved outcomes for patients
(Fumagalli et al., 2006; Hendrickson, 1987), and has been shown to
reduce psychological distress among family members (Chapman
et al., 2016; Rosa et al., 2019). Restrictions on family visitation
were previously common in hospitals across the United States
(US), owing largely to concerns about infection control and patient
physiologic stress, but multiple studies demonstrated that these
concerns were unfounded (Netzer and Iwashyna, 2017). As such,
limitations on family visiting hours in the ICU have been relaxed
or removed altogether, and increased family presence is now a rec-
ommended best practice for patient- and family-centred care
(Davidson et al., 2017; Gerritsen et al., 2017).

With the onset of the COVID-19 pandemic, family visitation at
hospitals has been drastically reduced or eliminated as part of
infection prevention efforts (Andrist et al., 2020). Epidemiologic
data are sparse, but one study estimated that 98% of ICUs have
implemented a ‘‘no visitor” policy as a result of COVID-19 (Valley
et al., 2020). While complete visitor restriction during a pandemic
offers the benefit of protecting healthcare workers (HCWs) from a
source of infection transmission, experience from previous pan-
demics suggests that there are also potential negative effects, such
as being put in the challenging position of conveying bad news
over the phone and bearing the brunt of frustration or anger felt
by families with regard to visitor restriction (Morley et al., 2020;
Rogers, 2004; Wilder-Smith and Low, 2005). How the COVID-19
family visitor restriction has affected healthcare workers in the
ICU is unknown.

We conducted a survey of HCWs in the ICU to assess the impact
of family visitor restriction on the workplace experience. Our
objectives were to gain an understanding of perceived changes to
the workplace experience and to assess for differences in experi-
ence by profession.
Materials and methods

Research design

For this analysis, we sought to answer the following question:
How has the restricted family visitation policy impacted HCWs in
the ICU? We developed and administered a survey to answer this
question, incorporating both quantitative and qualitative data. This
design has previously been used in survey research designed to
assess the experiences of nurses (Kelly et al., 2009).

Ethical considerations

The protocol was submitted to the institutional review board at
the University of North Carolina at Chapel Hill and was determined
to be exempt from further review (20-0416).

Setting

Our study took place in the medical intensive care unit (MICU)
of a 1000-bedded academic, tertiary referral, public medical centre
in the southeastern United States (US). The MICU is a 30-bed unit
containing both patients with COVID-19 in a strict isolation zone,
and without COVID-19 in a usual infection prevention structure.
The survey population included HCWs caring for both populations
on separate days. Beginning on March 23rd, 2020, no family visi-
tors were allowed into the medical centre with the exception of
a few specific circumstances including paediatric patients, women
in labour, and end-of-life care. For end-of-life care in the MICU,
once a transition had been made to comfort measures only and/
or a determination had been made that the patient was actively
dying, one family member was allowed to come to the bedside
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for a single one-hour visit. In an effort to promote virtual commu-
nication in lieu of bedside communication with families, multiple
tablet computers were procured to be used for remote communi-
cation between HCWs and families and/or patients and their
families.

Survey development

A physician workgroup examined the relevant literature, and in
the absence of a validated instrument developed an exploratory
survey with questions pertaining to the impact of family interac-
tion on the daily workflow of ICU HCWs (defined here as the series
of tasks that are necessary to provide patient care). Questions were
developed a priori based on concepts thought by the study team to
be relevant and important. The first 6 questions assessed partici-
pant demographics and role. The next 17 questions assessed
changes in daily workflow, job-related satisfaction, and emotional
distress. There were two types of closed-ended questions: ques-
tions with categorical response options, and questions with a con-
tinuous response option. For the continuous response option,
participants responded on a scale ranging from 0 to 100, with 0
being the most negative response option, 50 being neutral, and
100 being the most positive response option. The two open-
ended questions were: 1) If you are willing, please provide addi-
tional comments on how your daily workflow has been affected,
and 2) Please provide any additional comments about what can
be done to better support you right now. A pilot version of the sur-
vey was pretested in a small group of physicians to assess the clar-
ity and revise structure.

Survey population and administration

The survey was distributed via email in June 2020 to nurses,
physicians, and advanced practice providers (APPs) working in
the MICU. The survey opened on June 4th, 2020, and closed on June
16th, 2020. For nurses, both nurses working primarily at the bed-
side as well as nurse managers in the ICU were included. APPs
are defined as a licensed, non-physician group of providers includ-
ing nurse practitioners and physician assistants (Cooper et al.,
1998). Each physician team in the MICU consists of an attending
physician, a fellow (a physician who has completed internal med-
icine residency and is obtaining subspecialty training in critical
care medicine), and one or more internal medicine residents (a
physician who has completed medical school and is training to
become certified in internal medicine). As each of these groups
plays an important role in patient care, all were included in our
survey population. Internal medicine residents, fellows, and
attending physicians received an email if they had been scheduled
for at least one shift since the initiation of the family visitor restric-
tion. A directory was used to distribute the survey to all nurses and
APPs in the MICU. Study data were collected and managed using
REDCap electronic data capture tools hosted at the University of
North Carolina (Harris et al., 2009).

Quantitative analysis

Quantitative data were analysed using Stata software (Stata/IC
15.1, College Station, TX). Data were summarised using descriptive
statistics, with mean and standard deviation for continuous vari-
ables and frequency and percentage for categorical variables. For
comparing responses between HCW types, a chi-square test was
used to assess categorical variables. The chi-square test is used to
test for an association between two categorical variables
(Wechsler, 1997). For continuous variables, two methods were
used to assess normality: 1) histograms were used to visually
assess the distribution of each variable, and 2) the means and
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medians for each variable were compared, with a highly similar
mean and median suggesting a normal distribution and a large dif-
ference in the mean and median suggesting a skewed distribution.
One-way analysis of variance was used to compare mean values by
category for continuous outcome variables with a normal distribu-
tion (Altman and Bland, 1996). The Kruskal-Wallis test was used to
compare medians for continuous outcome variables with a skewed
distribution (Sedgwick, 2012). A 2-sided significance level was set
at <0.05.
Qualitative analysis

We used conventional content analysis to analyse responses to
the two open-ended questions. This method was selected because
we found no existing theory or literature applicable to this
research question (Hsieh and Shannon, 2005). Analysis began with
repeated reading of the data to achieve immersion. Words and
phrases that captured key thoughts and concepts were identified,
and these were transformed into the initial coding scheme. From
here, categories were created separately within the responses to
each of the two open-ended questions. These categories were
reviewed together for similarities and differences to ensure that
all important concepts had been recognised while minimising
redundancy and overlap. Finally, a single set of core themes
emerged. Fig. 1 displays our study design and the use of both quan-
titative and qualitative data to fully explore HCW perspectives on
family visitor restrictions.
Results

Survey invitations were sent to a total of 169 HCWs, and we
received 76 completed surveys, for a 45% response rate. APPs were
not included in the analysis due to very small sample size (n = 2).
Guidelines developed by experts in the field of survey research
were consulted in the reporting of these results (Burns et al., 2008).

The mean age of respondents was 34.3 years (SD 7.5), and 50%
were women. Participants had been in their role for an average of
4.2 years (SD 4.9), and the majority spent time providing care to
both patients with and without COVID-19 (n = 60, 81%). In terms
of role type, 16 (22%) were attending physicians, 21 (28%) were
residents, 8 (11%) were fellows, 28 (38%) were nurses working pri-
marily at the bedside, and 1 (1%) was a nurse manager. Complete
characteristics of respondents are shown in Table 1.

For the quantitative analysis, all physicians were condensed
into a single ‘‘physician” category, and all nurses were condensed
into a single ‘‘nurse” category (an additional analysis was com-
pleted without condensing these categories, and trends within
and between groups were unchanged). To identify any differences
in perceived workplace experience based on profession, we used
statistical testing (chi-square, one-way analysis of variance, and
Kruskal-Wallis testing) to make comparisons between these two
categories. Comparing physician and nurse estimates of average
time spent with families before the total family visitor restriction,
we found that physicians spent significantly more time than nurses
communicating with families over the phone, whereas nurses
spent significantly more time than physicians communicating with
families at the bedside (Fig. 2). Both groups reported an increase in
time spent on the telephone with patient families, with a higher
proportion of nurses reporting use of a web-based application to
facilitate communication with patient families compared to physi-
cians (93% vs. 71%, p = 0.02). We then compared responses to ques-
tions utilizing the continuous 0–100 scale between physicians and
nurses. When reporting changes to daily workflow, nurses
reported an overall positive change and physicians reported a neg-
ative change (70.9 vs 26.0, p < 0.0001). A similar trend was seen
3

with perceived changes to the ability to provide medical care, with
nurses reporting a positive change and physicians reporting a neg-
ative change (74.3 vs. 34.7, p < 0.0001). Nurses reported an
increase in job-related satisfaction while physicians reported a
decrease (60.4 vs. 38.7, p < 0.0001), and nurses reported an
increase in the amount of interpersonal connection they felt with
patients while physicians reported a decrease (58.7 vs. 31.4,
p < 0.0001). Both physicians and nurses reported a negative impact
on end-of-life care, a perceived increase in family emotional dis-
tress, and a decrease in family comprehension during telephone
updates. The results of questions with continuous response options
are shown in Table 2.

Qualitative analysis for themes from the written responses was
performed for the two open-ended survey responses. The following
eight themes were identified:

Theme 1: The patient’s room as space. Nurses found it easier to
deliver care to patients with more space to manoeuvre.

‘‘It’s easier practically to move around the room, and get to the
patient in order to provide appropriate medical care. It’s also easier
to provide appropriate medical care for pts.” – Participant 4, Nurse

‘‘The lack of visitors has allowed an easier workflow in getting in
and out of rooms . . . I am able to get all tasks completed without
reaching over family members. . .” – Participant 46, Nurse

Physicians missed providing updates to family members in
patients’ rooms while they were visiting.

‘‘Harder to do family updates as part of natural workflow, I often
relied on touching base with family when seeing patients in the
afternoon.” – Participant 9, Physician (Attending)

Theme 2: Creation of a new virtual space for visitation. With
family members not able to visit the bedside, nurses and physi-
cians had to change how they communicated with family
members.

‘‘It has made us more conscious about providing daily updates for
families, rather than waiting for the family to come by the unit.”
– Participant 14, Physician (Attending)

‘‘. . . this has shown me there are more ways for family to commu-
nicate with the patient than I had thought of prior to the COVID
restrictions. The iPads in the unit are very helpful in assisting video
visits versus just over the phone.” – Participant 58, Nurse

Virtual communication with families with Limited English Pro-
ficiency (LEP) presented additional challenges:

‘‘. . .The Spanish-speaking family members are not receiving the
same amount of updates and it is difficult as we used to be able
to update the patient and the family at the same time previously
with a bedside translator.” – Participant 46, Nurse

Theme 3: Time. Many nurses found that the no visitation rule
saved them time, whereas physicians reported increased time
burdens.

‘‘Overall, absence of family has made it easier to provide care unin-
terrupted and more efficiently . . ... . .” – Participant 22, Nurse

‘‘I feel like I definitely have more time for patient care. I am not con-
stantly being interrupted with a million questions from family
members.” – Participant 75, Nurse

‘‘Significantly extra time with family contact given all patients need
some level of update.” – Participant 50, Physician (Resident)

Theme 4: Increased complexity of care. Goals of care conversa-
tions and end-of-life care were challenging for nurses and physi-
cians when family members are not allowed to visit.



Fig. 1. Study design using both quantitative and qualitative data.
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‘‘. . . I feel that end of life and suffering is drawn out as family mem-
bers do not get to witness and thus understand the extent their
family member is struggling. – Participant 27, Nurse

‘‘It feels harder for families to comprehend the severity of illness
and gravity of their loved one’s situation when they aren’t present.
. . . – Participant 31, Physician (Fellow)

‘‘. . .. It has been devastating to see family members say goodbye via
FaceTime or have goals of care conversations which include making
huge decisions, without saying goodbye. I couldn’t imagine.” – Par-
ticipant 39, Nurse

‘‘. . . I feel that it is not fair that the patients do not have a loved one
there holding their hand- it is me the bedside nurse that they have
never met before sharing this intimate and important moment with
them and I cannot even hold their hand without two pairs of gloves
on.” – Participant 41, Nurse
4

Theme 5: The challenges around the use of technology. Both
physicians and nurses voiced frustration with virtual communica-
tion, which was viewed as a distraction from direct patient care.

‘‘. . .it takes an hour or more to reach each of the family members on
the phone, and to fulfill additional family requests of video chat
with the patients if patients are intubated/sedated or otherwise
unable to communicate by themselves.” – Participant 73, Physi-
cian (Resident)
‘‘I spend an inordinate amount of time trying to get the system to
work and get the family on the phone, which takes away from
my patient care.” – Participant 27, Nurse

‘‘Using these platforms does not change the quality of care, how-
ever, it makes communicating with families more difficult.” – Par-
ticipant 72, Nurse



Table 1
Baseline characteristics for entire cohort.

Variable All providers
(n = 74)

Age, y, mean (SD) 34.3 (SD 7.5)
Sex, No. (%)
Male 37 (50%)
Female 36 (49%)
Gender non-conforming 1 (1%)

Role, No. (%)
Attending Physician 16 (22%)
Resident Physician 21 (28%)
Fellow Physician 8 (11%)
Nurse practicing primarily at the bedside 28 (38%)
Nurse manager 1 (1%)

Years in role, y, mean (SD) 4.2 (SD 4.9)
Schedule, No. (%)
All days 6 (8%)
Mostly days, some nights 35 (47%)
An even mix of days and night 21 (29%)
Mostly nights, some days 7 (9%)
All nights 5 (7%)

Have you directly participated in the care of a patient who
has tested positive for SARS-CoV-2 (aka COVID19)? No.
(%)
Yes, I currently only provide care to patients with
COVID19

10 (14%)

Yes, I currently mostly provide care to patients with
COVID19, but also to some patients without COVID19

27 (36%)

I provide care to a mix of patients with and without
COVID19

33 (45%)

No, I have not participated in the care of any patients
with COVID19

4 (5%)
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Theme 6: Adjustments in team roles and responsibilities. Many
HCWs noted a shift in the previous team dynamic shared by physi-
cians and nurses. Nurses commented on increased communication
beteen the physicians and families.

‘‘The physicians that I have worked with in this pandemic have
increased and really excelled in their efforts to call the families
every day which is a huge difference from before because before
if the family was not at the bedside sometimes they did not get
updated. Honestly, by having the doctors update the family I have
observed the families call a lot less to the nurses which is helpful
since we have been so busy. . .” – Participant 41, Nurse

Physicians in turn described a shift in not only how updates
were provided, but which teammembers were responsible for pro-
viding the updates.

‘‘My daily workflow often included going room to room updating
families, getting to know them. Now it is done on the phone, pri-
marily by the residents while we are in the [isolation] zone.” – Par-
ticipant 74, Physician (Attending)

Theme 7: A desire for family members to return. Many HCWs
anticipated the return of family visitors after the pandemic. Some
advocated for a return to the previous open visitation policy,
whereas others voiced a preference for a new, adjusted policy.

‘‘Relax some of the guidelines & let visitors come 3 times etc. If they
wish.” – Participant 36, Physician (Resident)

‘‘I think the limited family members positively has impacted my
care for patients. I think that post covid, establishing visitation
hours would help both nursing staff, but also allow families to
see their loves ones. . .” – Participant 39, Nurse

Theme 8: Internal tension. The concept of internal tension has
previously been described in qualitative literature surrounding
the experience of critical care nursing (Leung et al., 2017). This ten-
5

sion manifested as the simultaneous acknowledgement that while
certain aspects of bedside care improved, other aspects pertaining
to support and communication worsened.

‘‘Providing care to critically ill patients without family members
present has had it’s benefits along with some negatives. Family
members are often not respectful of your space in already over-
crowded rooms of pumps, ventilators, CRRT [continuous renal
replacement therapy] and patient supplies. They . . . can often
require more attention then the actual patient themselves. On the
other hand, I think we have been struggling with not having the
family present to see how hard we are working attending to their
critically ill family members and how futile some interventions
are. Face to face conversations with doctors and nurses go a long
way, along with simple observance of the rooms and level of care
being provided.” – Participant 45, Nurse
Discussion

Previous research has shown that, when family members are
present in the ICU, nurses are responsible for most of the family
communication (Au et al., 2019). Studies have also shown that
family presence in the ICU can negatively impact nurses’ workflow
and environment due to perceived loss of control, interruptions in
care, and increased workload (Berti et al., 2007; Monroe and
Wofford, 2017). Therefore, it was not surprising that removing
family members from the bedside improved nursing workflow.
Additionally, nurses provide a great deal of emotional support to
distressed families in the ICU, which can, in turn, lead to height-
ened nursing distress (Leung et al., 2019; Lief et al., 2018; Stayt,
2009). With the visitor restriction, nurses have had more time to
focus on direct patient care without the added responsibility of
providing information and support to family members at the bed-
side throughout the day. Interestingly, nurses reported no overall
change in levels of job-related emotional distress, perhaps indicat-
ing that the positive changes to daily workflow were counterbal-
anced by other negative aspects of visitor restrictions such as
challenges surrounding end-of-life care. Physicians in this study
felt that visitor restrictions negatively impacted their workflow
and increased their job-related emotional distress. Much of the
emotional support and communication previously delivered by
nurses are now being shifted to physicians by way of telephone
updates, and our results indicate that this is both a time burden
and an added source of stress.

Nurses had identified many barriers to effective family engage-
ment in the ICU even before the onset of the COVID-19 pandemic
(Hamilton et al., 2020; Hetland et al., 2018; Jakimowicz et al.,
2017), and we feel that many of the issues identified in this study
can help to mitigate these barriers. For example, HCWs described
the addition of tablet computers as helping facilitate virtual family
communication. Even after hospital visitor restrictions are relaxed,
many family members will be unable to visit the ICU: it is increas-
ingly common for family members to live in a different state than
their loved one (Douglas et al., 2016), and prior studies have shown
that over half of family caregivers are also actively employed or
lack ready transportation (Carson et al., 2016; Cox et al., 2019).
While in-person communication can and should return to being
the primary mode of family engagement once visitors return, vir-
tual communication will continue to be of benefit for caregivers
who cannot be present but wish to remain engaged (Arabi et al.,
2021). HCWs commented on the challenges of communicating
with patients and families with Limited English Proficiency (LEP).
Lack of access to professional interpreter services has been associ-
ated with worse patient health outcomes (Flores, 2006; Herzberg
et al., 2021; Silva et al., 2016), and has also been shown to present



Fig. 2. Average amount of bedside and telephone contact with families per day prior to visitor restriction.
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unique challenges and stresses to nurses at the bedside (Choe et al.,
2021; Coleman and Angosta, 2017). The rising demand for inter-
preters amidst the COVID-19 pandemic has prompted the develop-
ment of innovative models to provide culturally competent and
equitable care for patients with LEP, which has the potential to
6

improve the experience of patients, families, and HCWs during
the pandemic and beyond (Herzberg et al., 2021).

Our findings also revealed areas that need ongoing research and
improvement. Many nurses and physicians commented on the
effect of family absence, with families often positioned so that they



Table 2
Comparison of continuous responses by HCW type* Scores reported as Mean
(Standard Deviation, SD) or Median (Interquartile Range, IQR).

Has the absence of family visitors
changed. . .

Physicians
(n = 45)

Nurses
(n = 29)

p-value

. . .your ability to provide medical care
for patients in the medical intensive
care unit (MICU)?

26.0 (16.7) 70.9
(22.7)

<0.0001

. . .your ability to provide end-of-life
care for patients in the medical
intensive care unit (MICU)?

16.4 (20.3) 33.8
(27.6)

0.003

. . .your daily workflow? 34.7 (20.7) 74.3
(18.5)

<0.0001

Following implementation of the
family visitor restriction in the
MICU. . .

Physicians
(n = 45)

Nurses
(n = 29)

p-value

. . .have you observed a change in
family comprehension of their loved
one’s medical situation when
providing telephone updates?

26.4 (20.2) 33.4
(20.5)

0.15

. . .have you observed a change in
family emotional distress when
providing telephone updates?

63.9 (22.0) 62.7
(19.4)

0.81

. . .have you experienced a change in
your own job-related emotional
distress?

58 (50–74) 50 (36–
71)

0.04

. . .have you experienced a change in
your job-related satisfaction?

38.7 (13.3) 60.4
(22.9)

<0.0001

. . .have you noticed a change in the
amount of interpersonal connection
you experience with your patients?

31.4 (15.5) 58.7
(22.7)

<0.0001

. . .have you noticed a change in the
amount of interpersonal connection
you experience with patients’
families?

23.8 (18.0) 32.7
(18.4)

0.04

. . .has the amount of time you spend
on the telephone with patients’
families changed?

75.8 (19.3) 71.2
(17.5)

0.30

* This table compares the results of questions with continuous response options
between physicians and nurses. The first column shows the question that was
asked. Participants responded to each question on a scale ranging from 0 to 100,
with 0 being the most negative possible change, 50 being neutral or no change, and
100 being the most positive possible change. The second column shows the mean or
median score for physicians. The third column shows the mean or median score for
nurses. The fourth column shows the p-value for the comparison between the two
groups.
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are blocking the nurse’s paths to pumps or machines. Prior studies
have demonstrated that modifying the arrangement of hospital
rooms can improve nursing workflow (Lee et al., 2020), and re-
organisation of ICU rooms could allow an optimal balance where
HCWs and family members, both key components of the patient
care team, can be present and maximise the benefit to the patient.
Additionally, nurses indicated technological challenges with vir-
tual communication. A dedicated facilitator to help schedule calls
and coordinate virtual communication would reduce these frustra-
tions both for HCWs and for patients and families. Even once fam-
ilies are able to return to the ICU, a coordinator to help schedule
face-to-face family meetings between the healthcare team and
family members would be beneficial; the current practice at our
centre is for a physician member of the team, often a resident or
fellow, to schedule these meetings. However, given the busy nature
of patient care in the ICU, this system can make it challenging to
set a meeting under circumstances that are optimal for both the
family and HCWs (especially if multiple subspecialty teams are
involved). One nurse-driven communication and support interven-
tion resulted in a decreased ICU length of stay, which would likely
offset the associated costs of added personnel (White et al., 2018).

Finally, families derive great benefit from the support offered by
nurses at the bedside. In prior investigations, family members of
patients in the ICU have reported that nurses helped convey infor-
7

mation about the patient’s prognosis to the family (Kisorio and
Langley, 2016; Wong et al., 2015), and to provide them with the
confidence and support they need to make difficult treatment deci-
sions (Adams et al., 2014). However, these tasks are time-
consuming, and as demonstrated in our results can also impede
more urgent and direct patient care tasks. Implementation of ded-
icated facilitators for family communication and support could
potentially reduce this burden on the bedside nurses while still
providing families with the information and support that they
need. Patient and family outcomes associated with this type of pro-
gram have previously been studied (Curtis et al., 2016; White et al.,
2018), but less is known about the impact on HCWs and specifi-
cally nurses. While re-organisation of ICU rooms and addition of
dedicated personnel would impose increased costs on hospital sys-
tems, these are exactly the types of changes that experts have rec-
ommended be made in response to lessons imposed by the COVID-
19 pandemic in order to improve the experiences for HCWs,
patients, and their families in the future (Arabi et al., 2021).

Limitations

Our study has several limitations. It is possible that our results
were impacted by non-response by those who did not feel
impacted by the changes so that responses captured here are more
extreme or somehow not fully representative of our study popula-
tion (Cheung et al., 2017). Because a validated instrument to
address our research question does not exist, the survey used here
was developed by the study team and has not been validated for-
mally. Our survey development working group including only
physicians and did not include nurses or other HCWs, and so addi-
tional relevant topics may not have been considered. Participants
were asked to estimate their communication times before the pan-
demic but not during the pandemic. We did not include APPs in our
final analysis due to the very small sample size, although in doing
so we may have missed valuable information. Finally, the study
was performed in a MICU at a single centre in the US, and our find-
ings may not be generalisable outside of this setting.

Conclusion

Restricted family visitation during the COVID-19 pandemic has
resulted in both positive and negative changes to the workplace
experience for HCWs in the ICU. While some differences exist
based on profession, both groups expressed concern for an overall
negative impact of visitor restriction on HCWs, patients, and fam-
ilies. However, our findings also highlighted numerous areas for
improvement that have the potential to benefit HCWs, patients,
and families during the pandemic and after visitor restrictions
are lifted.
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