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Abstract

Background: Positive outcomes of visiting have been supported in many studies. In Iran, the results of studies showed the imple-
mentation of restricted visiting policies in most intensive care units (ICUs). However, medical staff of ICUs, especially nurses claimed
to address the needs of patients and their families.
Objectives: This study aimed to explain the strategies employed in the context of restricted policies to address the needs of patients
and their relatives.
Methods: A descriptive qualitative study with an approach of thematic analysis was used. Ten nurses, six head nurses, and two physi-
cians participated in the research through purposeful sampling. Most of the data were collected using individual semi-structured
interviews, but observation and related document revision were also used. The method introduced by Braun and Clarke (2006) was
used to analyze the data.
Results: Three categories emerged, including “visual visiting”, “mini visiting” and “individualized visiting”, which are employed
with respect to the conditions of the ward and patients, staff approaches and policies adopted at the hospital level.
Conclusions: The dominant strategies of visiting in selected ICUs in Iran were explained. It seems that given all the situations in-
cluding special cultural traits of Iranian people, individualized visiting is the most suitable strategy to bring about positive impacts
of visiting on the process of physical and mental recovery of ICU patients while it is necessary that decisions be made separately in
each ward and for each patient.
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1. Background

Being hospitalized in an intensive care unit (ICU) is a
potentially worrying event (1). Studies suggested that sepa-
ration of patients from the family members during the stay
at ICUs deteriorates their condition (2). Researchers be-
lieve that in addition to receiving care from medical staff,
patients need reassurance, calmness and support that can
only be provided by their family and relatives (3).

Positive outcomes of visiting have been supported in
many studies. Smith et al. studied the impact of visit-
ing on patients and their families through a systematic re-
view. Their findings indicated the positive effects of vis-
iting on patients and their families, including satisfac-
tion improvement and also anxiety reduction (4). Further-
more, it has been proved that the presence of family mem-
bers in ICU can positively influence the recovery process,
feeling good, and outcomes of disease (5).

On the other hand, ICU patients’ families are suffering
from spiritual distress during the period in which their pa-
tient stays there. Some researches confirm the incidence of
the symptoms of depression and stress in families in the

first days after the patient admission until first 3 months
after discharge. Different approaches have been suggested
to manage such negative outcomes in the families includ-
ing family-based care aiming to revise visiting polices and
methods of informing families (6).

In a study performed by Jacob et al. in a neurosurgery
ICU, needs of patients’ families have been investigated in
a qualitative study after the change of restricting visiting
policy and execution of continuous visiting and designat-
ing a specific space to a family member close to the pa-
tient. The results indicated that the patient’s needs at a
very high level were met compared to previous studies
with restricted visiting (7). In another research conducted
at an ICU in Australia, the effect of the flexible visiting (21
hours during a daynight) on the rate of satisfaction of the
patients, families and staff has been studied. Families were
so appreciative of having more time to visit their parents.
Results proved that patients, families and staff had a pos-
itive evaluation of performing flexible visiting (8). How-
ever, some limited studies showed that patient visiting can
be stressful for families (9) and restricted visiting can be
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considered as a chance for family members which results
in rest, self-care and prevention from tiredness (10).

The importance of visiting is to the extent that health
care authorities and even political leaders in some cases
recommend flexible visiting to medical systems (11).

Although various reasons have been proposed for
adopting a restricted visiting policy, none draw on reli-
able evidence. Hence, visiting routines in some ICUs have
faced fewer restrictions in Europe and America (6, 12). How-
ever, different policies and rules for visiting have been re-
ported in various parts of the world (4). In Iran, the results
of the study conducted by Haghbin et al. showed the im-
plementation of restricted visiting policies in most ICUs
in southern Iran (13). Results of the KhaleghParast et al.
study, which was conducted at cardiac surgery ICUs of one
of Tehran heart centers during 2014 - 2015, showed more
than half of the patients’ families were not pleased with
the restricting visiting policies (55.1%). In these ICUs, one
hour is allocated to the families every day, from 15 to 16 (9).

The reasons for this restriction were investigated in
two studies in Iran. Maintaining patient privacy, increas-
ing patient safety, and protecting the physical health of
patients have been reported as the main reasons for visit-
ing limitations by Tayebi et al. (14). Khaleghpararst et al.
also reported the obstacles of open visiting through quali-
tative research in a cardiac surgery ICU in Tehran, Iran. Staff
shortage and negative attitude of staff were two main bar-
riers in their study (15).

Despite numerous evidences about flexible visiting, re-
sults of the mentioned studies showed that healthcare pro-
fessionals justify restricted visiting and show no tendency
to the change of approaches and believe that their current
strategies satisfy parent and family needs.

2. Objectives

This study aimed to explain the strategies employed in
the context of restricted policies to address the needs of pa-
tients and their relatives.

3. Methods

This study is a descriptive qualitative study with an ap-
proach of thematic analysis. As an independent descrip-
tive qualitative study, thematic analysis is described as
a method for determining, analyzing and reporting pat-
terns or themes (16). Moreover, it is introduced as a method
that provides the researchers with major skills to guide
other qualitative methods. It has been indicated that the-
matic analysis as a flexible and useful research tool pro-
vides pure, detailed, and complex data. Thematic analy-
sis exists to answer some questions including “what are

the concerns of people about a special phenomenon?” and
“what are the reasons for using or not using a service or
procedure?” Noticeably, thematic analysis makes an at-
tempt to search and determine the distinguished patterns
developed in the interviews (17). Given the aim of this study
and its main question, the researchers selected the the-
matic analysis to guide the analysis process.

3.1. Participants

Sampling was conducted in 2012. Ten nurses, 6 head
nurses, and 2 physicians participated in the study through
purposeful sampling and the process of constant compara-
tive analysis. Participants were selected from different ICU
wards and hospitals to achieve maximum variation.

3.2. Data Collection

Most of the data were collected using individual semi-
structured interviews. Interviews were started with one
open question: “what is your approach to meeting the vis-
iting needs of patients and their families?” The follow-up
questions were formed based on the first answer but some
questions were already prepared as an interview guide by
researchers. For example “Is the same strategy employed
for all patients?” and “What factors have made you choose
this strategy?” On average, each interview took 30 minutes.
In addition to interviews, nonparticipatory observations
were used to collect data. The researchers took field notes
of incidents occurring inside and outside of the wards dur-
ing visiting hours. What mattered most in observations
was the way visitors and nurses interacted with one an-
other and how patients and visitors interacted in differ-
ent visiting strategies. Some documents were reviewed, in
some cases, in order to study written instructions and poli-
cies related to visiting.

3.3. Data Analysis

The method introduced by Braun and Clarke (2006)
was used to analyze the data. In the familiarizing phase,
the interviews were transcribed and the transcriptions
were read several times and primary ideas were written
down. In generating the phase of the initial codes, primary
codes were created. These codes were then integrated into
potential themes and a search was conducted to arrange
related data with the themes created. Then the themes
were reviewed in two levels. In the level one, proportion
and relation of the themes were measured against the ex-
tracted codes. In the other level, all data were reviewed
again. In the phase of defining and naming themes, the
themes were named with respect to the concept conveyed
by subcategory codes. In the final phase, the relevance of
extracted themes and the research question was studied
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and prepared for the final report. Regular study of cre-
ated codes and transcriptions of interviews, questioning
the data, simultaneous gathering and analyzing data, con-
stant comparison, and finding samples based on previous
interviews helped the researchers to produce the themes.
The MAX qualitative data analysis (MAXQDA) 10 software
was used to retrieve and manage the data during the
analysis process. The MAXQDA is a software program de-
signed for computer-assisted qualitative and mixed meth-
ods data, text and multimedia analysis in academic, scien-
tific, and business institutions.

3.4. Rigor

What reflects the quality of a thematic analysis is the
clear explanation of what has been done (16). An attempt
has been made in this paper to fully explain the details
of the analysis procedure to provide the readers with a
sound judgment concerning the quality of the findings
and the extent to which they reflect the subject of the study.
As a practical solution to provide rigor in the qualitative
descriptive studies including thematic analysis, it is sug-
gested that the researchers keep their personal notes taken
during the research and name and code them simultane-
ously. The theoretical memos that researchers wrote dur-
ing the research were inserted into the analysis process
and helped extract the themes. One of the best methods to
judge the quality of qualitative study findings is whether
it has gained a new insight into the phenomenon under
study? (17). Given the restricted studies on patient visiting
in Iran, the findings of the study reflected this new insight
into the visiting process in Iran’s ICUs. Moreover, strate-
gies commonly used in qualitative studies were employed
to validate the study. During the process of respondent val-
idation, the participants were asked to review the primary
codes and express their opinions. Primary open codes were
confirmed by the participants in most cases. In addition,
some colleagues were called upon to review and confirm
the analysis process. To provide maximum variation, vari-
ables including the kind of hospital and ICU specialty were
considered in sampling.

3.5. Ethical Considerations

This paper was extracted from a doctoral dissertation
of nursing adopted by the ethic committee of our univer-
sity and funded by them. All participants filled informed
consent prior to the interviews and each was given a code
to keep their names secret.

4. Results

Participants had 1 to 26 years of experience in ICU and
they were selected from different ICUs including internal,

surgery, mixed as well as specialized ICUs like organ trans-
plantation, gynecology and neurosurgery.

Results showed that health care professionals em-
ployed different strategies for patient visiting and claimed
that satisfy the visiting needs of patients and their families
as much as possible. Three themes emerged including “vi-
sual visiting”, “mini visiting” and “individualized visiting”
which are used with respect to the conditions of the ward
and patients, staff approaches and policies adopted at the
hospital level.

1. Visual visiting: staff prefers situations in which direct
entering of visitors into the ward is kept to a minimum.
Visiting through windows is the most noticeable example
of this kind of visiting. Into the design of ICUs built in re-
cent years a corridor has been designed as an observation
corridor, which makes it possible to visit patients behind
the big windows of the ward. Experience of nurses indi-
cated that this strategy meets the need of visitors with least
trouble and challenge. Nurses control the visiting time in
this method and whenever they decide they can block vis-
iting by closing curtains. In fact, staff can control the vis-
iting process easily in this method. While this method is
greatly favored, it is open to serious criticisms because vis-
iting does not occur in a real sense and visitors and patients
do not have direct contacts. However, most ICUs have con-
siderably welcomed this policy.

Visiting through windows prevents the ward from be-
ing overcrowded. We set a time and open the curtains so
that families can observe their patients and visiting be-
comes possible without disturbance to the ward (a trauma
ICU head nurse).

My experience shows that visiting through window
does not work for patients, but it might be good for visi-
tors. It may lead to misunderstanding because visitors see
their patients from far and they cannot call their names,
talk to them or express their emotions. Patients may be
asleep, but visitors might think that they are unconscious
(an anesthesia physician).

The researcher’s observation goes as follow:
The ward was L-shaped where visitors could see their

family members through windows and the important
point was that due to the special arrangement of the ICU
not all beds could be properly seen and visitors had to
stand on the edge of the windows to see their patients and
sometimes some groups gathered behind one window. So,
they made great efforts to see their patients.

2. Mini visiting: there are few ICUs that completely for-
bid visiting. Even those which do not have daily fixed visit-
ing, allow short visits subject to the permission of the head
nurse or the charge nurse. In recent years, many wards es-
pecially those which do not provide window visiting have
allocated some time to visiting in person. In most cases,
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this visiting is restricted to immediate family members
and limited hours in a day or some days of the week and
usually under the supervision of the head nurse or the per-
son in charge of the shift.

Our head nurse has set a timetable and announced that
visitors can come between 10 and 12 a.m. when staff have
already done their duties and can personally control the
visits. For those patients who need visiting for a variety
of reasons we can ask families to come in the morning to
see their patients for 5 to 10 minutes (a neurosurgery ward
nurse).

3. Individualized visiting: in most interviews, ICU staff
mentioned some cases in which they acted differently and
issued visiting permission or conversely prohibited visit-
ing due to special conditions of patients or visitors. In this
kind of visiting, the condition of the patient as a unique
person is considered and accordingly his need for visiting
is determined. It is in this strategy that a patient may need
regular visiting by immediate family members or at the
discretion of the nurse in charge he may need restricted
visiting for a variety of reasons. Either way, it is the con-
dition of the patient and his family that determines the
approach to visiting and decisions are not made based on
the routines and preferences of the ward. Age (children),
level of consciousness (conscious patients), patient’s men-
tal status (restless patients), and the severity of illness (end
stage patients) are examples of these unique situation re-
lated to ICU patients that redound to the individualized vis-
iting strategy. It is very unfortunate, however, that this is
the most dominant strategy carried out in a few cases by
some nurses.

We are so flexible toward a patient who is a kid and al-
low his mother to come more frequently because a kid may
shout time after time and his brain pressure may increase,
so if someone stays by his side it will be better for him (an
ICU head nurse in neurosurgery).

Those patients who are conscious and we under-
stand that they are facing psychological problems, going
through depression or being delirious or a patient who can
be released from ICU but there is a problem that makes it
impossible for him to leave the ward, for example, there is
no vacant bed in ward need more visiting and we allow that
(an anesthesia attending physician).

There are times when the visitor has a special condi-
tion, for instance, our patient’s wife is pregnant or they are
newlywed couples, so we are not that tough on them (a
mixed ICU head nurse).

5. Discussion

Visiting policies are different from one country to an-
other according to the culture, the atmosphere of a hos-

pital, geographic area, hospital facilities and personnel
readiness to accept change (9). Visiting strategies in Iran
often derive from policies and routines practiced for years.
The easiest way to control the ward is to put some distance
between families on the one hand and the patients on the
other, using the visual visiting strategy. The major example
of this strategy is visiting through windows. Indeed, this
strategy cannot be assumed visiting because there is no in-
teraction in this situation. The important thing to remem-
ber here is that the structure of the ward and corridors of
observation built in a way that even seeing the patients is
not possible. Although to some extent this pattern is ac-
ceptable, common and forms an integral part of the phys-
ical structure of ICUs in Iran and it is taken into account
while designing ICU wards, many challenges still persist
in this regard. No studies have been pointed this visiting
strategy and it seems that it is not a common practice in
other parts of the world. However, Haghbin et al. showed
that in some ICUs in southern Iran, visitors were only al-
lowed to see the patients through glass windows (13).

Although visiting through windows is highly favored
by wards and staff members, some inherent challenges
lead ICUs to conduct short-term visiting in person in most
wards. It is more obvious for wards that cannot provide vis-
iting through windows due to structural restrictions. Re-
stricted and short-term visiting, visiting in allocated times
for family members are particularly considered. Visiting
in person even short-term visiting provides patients and
their families with face to face encounters. The nurses par-
ticipating in this study believed that they could not com-
pletely prohibit visiting and avoid informing families of
their patients’ conditions, but they believed that restricted
and short-term visiting would suffice for patients’ fami-
lies. Cook confirms the same fact and believes although
nurses are aware of families’ and patients’ needs, they re-
strict visiting (18).

Results of some studies in America and Europe demon-
strate that nurses prefer policies of restricted visiting in
most wards and they usually specify two or three times a
day for visiting and devote 30 to 60 minutes for each visit
(19). Results of the study conducted by Haghbin et al. con-
firm these findings (The visiting time in 15.5% and 23.9% of
the ICUs were 1.5 - 2 hours and 1 hour per day, respectively)
and report the restricted policies as the most dominant
strategy in Iran (13).

Criticizing restricted visiting, Clarke and Harrison
state that nurses exercise a considerable deal of power and
control by restricting visiting while skilled care should not
be merely aimed at controlling and dominating the ward
but at improving the conditions of patients and families
(20).

Another pattern that most nurses and physicians par-
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ticipating in the study took into consideration for address-
ing families’ and patients’ needs was individualized visit-
ing. Participants repeatedly mentioned that although ICUs
restrict or prohibit visiting, decisions are often made with
respect to patients’ conditions and the same procedure
cannot always be followed for all patients. With more flexi-
bility, this pattern is approximately like the strategy being
supported by respective studies, and it is regarded as the
best decision for visiting and control over ICU settings.

Results of the study conducted by Vandijck et al. in
Belgium showed that despite the restricted visiting poli-
cies, three forth of wards announced that they adapt vis-
iting hours to individual cases (21). Results of the study
about visiting management conducted by Farrell et al. in
England on 8 skilled nurses indicated that they use a vari-
ety of strategies when approaching visitors. They believed
that each situation is unique and requires individual con-
sideration and management. Visiting may have positive
and negative impacts on the condition of patients. On the
one hand, presence of some visitors makes patients wor-
ried and on the other hand presence of some other visi-
tors makes them calm. Thus, each patient and each fam-
ily should be studied separately and individualized care
should be exercised (22). Cook believes that the devel-
opment of individualized open visiting both meets indi-
vidual needs of patients and their families and provides
nurses with the opportunity to have control over their
ward and organization (18). Sims and Miracle favor the in-
dividualized visiting strategy and believe that the benefits
of visiting should be measured against its costs and ideally
visiting should be done at the discretion of nurses and con-
ditions of patients (23).

Finally, we have to mention the key element for vis-
iting management. Our participants stipulated that ef-
fective communication between parties to visiting plays
an important role in the formation of a favorable visit-
ing process. This can be observed, explicitly or implic-
itly, in most related studies with more emphasis on satis-
fying the needs of patients and their families and reduc-
ing the stress and anxiety experienced by families and mak-
ing them aware of patients’ conditions through effective
communication rather than mere justification of visiting
restrictions. Olsen et al. believed that nurses should strike
a balance between the support created and stress result-
ing from visiting and explain when it is best for families
to visit patients (12). Results of the grounded theory study
conducted by Hupcey indicated that when ICU nurses and
patients’ families interact on the basis of trust, a great deal
of nurses’ time will be devoted to families. Furthermore,
families become less sensitive and allow nurses to fulfill
their duties toward the patients without having to deal
with families and their persistent questions. A commu-

nication based on trust between ICU nurses and patients’
family leads to a sense of security in patients as well (24).
However some studies had different results. For example
in a study conducted by Pagnamenta et al., the effect of
a communication strategy (VALUE) was evaluated on im-
proving family satisfaction. This strategy aims to improve
the interaction between medical staff and a close family
member. They did not find any significant correlation and
concluded that implementing this strategy does not work
as assumed before (25).

5.1. Conclusion

The dominant strategies of visiting in selected ICUs
were explained. “Visual visiting” (visiting through win-
dow) was introduced as one of the strategies used by
health care institutes. “Mini visiting” are limited to short-
term visiting in person, and “individualized visiting” was
specified as an acceptable policy consistent with patient
needs. Establishing an effective relationship and con-
vincing patients and their families of restricted visiting
were introduced as an approach to solving challenges al-
though the needs of visiting patients are not often met. It
seems that given all the situations including special cul-
tural traits of Iranian people, individualized visiting is the
most suitable strategy to bring about positive impacts of
visiting on the process of physical and mental recovery of
ICU patients while it is necessary that decisions be made
separately in each ward and for each patient.

References

1. Fumagalli S, Boncinelli L, Lo Nostro A, Valoti P, Baldereschi G, Di Bari
M, et al. Reduced cardiocirculatory complications with unrestrictive
visiting policy in an intensive care unit: results from a pilot, random-
ized trial. Circulation. 2006;113(7):946–52. doi: 10.1161/CIRCULATION-
AHA.105.572537. [PubMed: 16490836].

2. Giannini A, Miccinesi G, Leoncino S. Visiting policies in Italian
intensive care units: a nationwide survey. Intensive Care Med.
2008;34(7):1256–62. doi: 10.1007/s00134-008-1037-4. [PubMed:
18297264].

3. Petterson M. Process helped gain acceptance for open visitation
hours. Crit Care Nurse. 2005;25(1):72. [PubMed: 15754568] 70-1.

4. Smith L, Medves J, Harrison MB, Tranmer J, Waytuck B. The Impact of
Hospital Visiting Hour Policies on Pediatric and Adult Patients and
their Visitors. JBI Libr Syst Rev. 2009;7(2):38–79. [PubMed: 27820226].

5. Obringer K, Hilgenberg C, Booker K. Needs of adult family members
of intensive care unit patients. J Clin Nurs. 2012;21(11-12):1651–8. doi:
10.1111/j.1365-2702.2011.03989.x. [PubMed: 22404287].

6. Garrouste-Orgeas M, Vinatier I, Tabah A, Misset B, Timsit JF. Reap-
praisal of visiting policies and procedures of patient’s family infor-
mation in 188 French ICUs: a report of the Outcomerea Research
Group. Ann Intensive Care. 2016;6(1):82. doi: 10.1186/s13613-016-0185-x.
[PubMed: 27566711].

7. Jacob M, Horton C, Rance-Ashley S, Field T, Patterson R, Johnson C,
et al. Needs of Patients’ Family Members in an Intensive Care Unit
With Continuous Visitation. Am J Crit Care. 2016;25(2):118–25. doi:
10.4037/ajcc2016258. [PubMed: 26932913].

Shiraz E-Med J. 2017; 18(1):e40689. 5

http://dx.doi.org/10.1161/CIRCULATIONAHA.105.572537
http://dx.doi.org/10.1161/CIRCULATIONAHA.105.572537
http://www.ncbi.nlm.nih.gov/pubmed/16490836
http://dx.doi.org/10.1007/s00134-008-1037-4
http://www.ncbi.nlm.nih.gov/pubmed/18297264
http://www.ncbi.nlm.nih.gov/pubmed/15754568
http://www.ncbi.nlm.nih.gov/pubmed/27820226
http://dx.doi.org/10.1111/j.1365-2702.2011.03989.x
http://www.ncbi.nlm.nih.gov/pubmed/22404287
http://dx.doi.org/10.1186/s13613-016-0185-x
http://www.ncbi.nlm.nih.gov/pubmed/27566711
http://dx.doi.org/10.4037/ajcc2016258
http://www.ncbi.nlm.nih.gov/pubmed/26932913
http://emedicalj.com/?page=home


Tayebi Z et al.

8. Mitchell ML, Aitken LM. Flexible visiting positively impacted on pa-
tients, families and staff in an Australian Intensive Care Unit: A
before-after mixed method study. Australian Critical Care. 2016 doi:
10.1016/j.aucc.2016.01.001.

9. Khaleghparast S, Joolaee S, Maleki M, Peyravi H, Ghanbari B, Bahrani
N. Patients’ and families’ satisfaction with visiting policies in cardiac
intensive care units. Global J Health Sci. 2017;9(1):67–73.

10. Henneman EA, Cardin S. Family-centered critical care: a practical
approach to making it happen. Crit Care Nurse. 2002;22(6):12–9.
[PubMed: 12518563].

11. Liu V, Read JL, Scruth E, Cheng E. Visitation policies and practices in US
ICUs.Crit Care. 2013;17(2):R71. doi: 10.1186/cc12677. [PubMed: 23591058].

12. Olsen KD, Dysvik E, Hansen BS. The meaning of family members’ pres-
ence during intensive care stay: a qualitative study. Intensive Crit Care
Nurs. 2009;25(4):190–8. doi: 10.1016/j.iccn.2009.04.004. [PubMed:
19497746].

13. Haghbin S, Tayebi Z, Abbasian A, Haghbin H. Visiting hour poli-
cies in intensive care units, southern iran. Iran Red Crescent Med J.
2011;13(9):684–6. [PubMed: 22737546].

14. Tayebi Z, Borimnejad L, Dehghan-Nayeri N, Kohan M. Rationales of
restricted visiting hour in Iranian intensive care units: a qualitative
study.Nurs Crit Care. 2014;19(3):117–25. doi: 10.1111/nicc.12081. [PubMed:
24734849].

15. Khaleghparast S, Joolaee S, Maleki M, Peyravi H, Ghanbari B, Bahrani
N. Obstacles and facilitators of open visiting policy in intensive care
units: A qualitative study. Int J Med Res Health. 2016;5(7):452–6.

16. Braun V, Clarke V. Using thematic analysis in psychology. Qualitative
Res Psychol. 2006;3(2):77–101. doi: 10.1191/1478088706qp063oa.

17. Vaismoradi M, Turunen H, Bondas T. Content analysis and thematic
analysis: Implications for conducting a qualitative descriptive study.

Nurs Health Sci. 2013;15(3):398–405. doi: 10.1111/nhs.12048. [PubMed:
23480423].

18. Cook D. Open visiting: does this benefit adult patients in inten-
sive care unit?. NewZealand, Dunedin: Otago Polythecnic University;
2006.

19. Spreen AE, Schuurmans MJ. Visiting policies in the adult intensive
care units: a complete survey of Dutch ICUs. Intensive Crit Care Nurs.
2011;27(1):27–30. doi: 10.1016/j.iccn.2010.10.002. [PubMed: 21093268].

20. Clarke C, Harrison D. The needs of children visiting on adult inten-
sive care units: a review of the literature and recommendations for
practice. J Adv Nurs. 2001;34(1):61–8. [PubMed: 11430607].

21. Vandijck DM, Labeau SO, Geerinckx CE, De Puydt E, Bolders AC, Claes B,
et al. An evaluation of family-centered care services and organization
of visiting policies in Belgian intensive care units: a multicenter sur-
vey. Heart Lung. 2010;39(2):137–46. doi: 10.1016/j.hrtlng.2009.06.001.
[PubMed: 20207274].

22. Farrell ME, Joseph DH, Schwartz-Barcott D. Visiting hours in the ICU:
finding the balance among patient, visitor and staff needs. Nurs Fo-
rum. 2005;40(1):18–28. doi: 10.1111/j.1744-6198.2005.00001.x. [PubMed:
15839841].

23. Sims JM, Miracle VA. A look at critical care visitation: the case for
flexible visitation.Dimens Crit Care Nurs. 2006;25(4):175–80. [PubMed:
16868468].

24. Hupcey JE. Feeling safe: the psychosocial needs of ICU patients. J Nurs
Scholarsh. 2000;32(4):361–7. [PubMed: 11140200].

25. Pagnamenta A, Bruno R, Gemperli A, Chiesa A, Previsdomini M, Corti
F, et al. Impact of a communication strategy on family satisfaction in
the intensive care unit.ActaAnaesthesiol Scand. 2016;60(6):800–9. doi:
10.1111/aas.12692. [PubMed: 26823125].

6 Shiraz E-Med J. 2017; 18(1):e40689.

http://dx.doi.org/10.1016/j.aucc.2016.01.001
http://www.ncbi.nlm.nih.gov/pubmed/12518563
http://dx.doi.org/10.1186/cc12677
http://www.ncbi.nlm.nih.gov/pubmed/23591058
http://dx.doi.org/10.1016/j.iccn.2009.04.004
http://www.ncbi.nlm.nih.gov/pubmed/19497746
http://www.ncbi.nlm.nih.gov/pubmed/22737546
http://dx.doi.org/10.1111/nicc.12081
http://www.ncbi.nlm.nih.gov/pubmed/24734849
http://dx.doi.org/10.1191/1478088706qp063oa
http://dx.doi.org/10.1111/nhs.12048
http://www.ncbi.nlm.nih.gov/pubmed/23480423
http://dx.doi.org/10.1016/j.iccn.2010.10.002
http://www.ncbi.nlm.nih.gov/pubmed/21093268
http://www.ncbi.nlm.nih.gov/pubmed/11430607
http://dx.doi.org/10.1016/j.hrtlng.2009.06.001
http://www.ncbi.nlm.nih.gov/pubmed/20207274
http://dx.doi.org/10.1111/j.1744-6198.2005.00001.x
http://www.ncbi.nlm.nih.gov/pubmed/15839841
http://www.ncbi.nlm.nih.gov/pubmed/16868468
http://www.ncbi.nlm.nih.gov/pubmed/11140200
http://dx.doi.org/10.1111/aas.12692
http://www.ncbi.nlm.nih.gov/pubmed/26823125
http://emedicalj.com/?page=home

	Abstract
	1. Background
	2. Objectives
	3. Methods
	3.1. Participants
	3.2. Data Collection
	3.3. Data Analysis
	3.4. Rigor
	3.5. Ethical Considerations

	4. Results
	5. Discussion
	5.1. Conclusion

	References

