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Let’s open the door!
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A recent survey of 95 intensive care units in France [1] has
revealed some restrictive visiting policies in nearly all of
them. For example, in 97% there were limited visiting
hours, in 90% the number of visitors was restricted, in 55%
children were not (or were only restrictively) allowed to
visit their relatives, and in 40% only immediate relatives
were permitted. We all should be grateful that this matter
has been called to our attention. It is time to think over our
relationship with our patients and their families and
friends. Back in 1993 the United States American Association of Critical Care Nurses (AACN) held a consensus
conference on fostering a more humane critical care [2].
Apparently, caregivers’ perceptions are slowly changing.
At least the needs of the families are now well noticed [3].
In my view, there are five good reasons to open the
ICUs for relatives and visitors:
1. Opening the ICU to Ïthe public does not pose a medical risk. We know that ICUs are sites with a high risk of
infection. However, this is due mainly to nosocomial infections [4]. The incidence of nosocomial infections in
ICUs is five to ten times higher than the incidence in
general wards [5]. The European Prevalence of Infection
in Intensive Care (EPIC) study, a prevalence study conducted in 1417 ICUs in 17 European countries in 1992,
found that 45% of the ICU patients were infected and
21% had ICU-acquired infections, often with multiresistant micro-organisms [6]. In a more recent epidemiological European study in 14,364 ICU patients, 21% already
had infections on admission [7]. Of those previously

without infection, 8% acquired an infection during their
ICU stay. One-half of the ICU-acquired infections, however, occurred in patients already infected when they
were admitted to the ICU. It is generally accepted that
the predominant risk of infection is the transfer of microorganisms from patient to patient by caregivers’ activities. Therefore consistent and frequent handwashing is
recommended as the most important preventive measure.
The risk of nosocomial infections is not caused by visitors from outside the hospital. Even protective clothing
for visitors (including shoes) is not recommended as a
measure of infection control [8]; it may, however, have
some psychological effects for the visitors to bear in
mind the special conditions of an ICU. Consequently we
opened our ICU to visitors many years ago. They are allowed to come more or less whenever they want (except
some busy hours during medical rounds). Our team is
now accustomed to the fact that most of the time there
are visitors and relatives present. At most, the team
members sometimes complain of being held up in their
routine work – but, honestly, we should be ashamed of
such arguments! An important improvement would be
some intimate place in all ICUs, close to the unit, where
visitors can wait, relax, and contemplate, and where they
can have confidential conversations with nurses and physicians. We must never forget that relatives are often exposed to unexpected grief and sorrow in the ICU.
2. Repeated communication with relatives is an essential
part of the medical information process. Providing information and guidance is an important part of our medical
mission. The goal is not merely to provide information
about the disease and our medical activities. Even more
important is the creation of a relationship of trust and
confidence with the relatives. This may be even more
important in intensive care than anywhere else, because
of the mostly acute and threatening characteristic of the
situation. Open-minded and compassionate conversation
with family members creates confidence much more effectively than a businesslike, hasty transmission of objective facts. Building up such a confidential relationship
takes time. Both sides must learn to understand the other.
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But time is short – sometimes too short if problems are as
complex and complicated as they often are in intensive
care medicine. Therefore we should make use of the opportunities we have – and open up our ICUs.
3. Family members may help the patient to endure the
difficult period of intensive care. Building understanding
and trust between the family members and the medical
team may help relatives to endure difficult situations.
This in turn supports the family in their difficult task of
comforting the critically ill – and may profoundly facilitate our medical care. We often find family members
adapting well to the daily clinical routine and becoming
really useful partners of the medical team during the critically ill patient’s prolonged stay in the ICU.
4. Relatives play an important role in comforting the dying patient. The death of a critically ill patient is always a
stressful episode for the family. The presence of family
members or friends during the process of dying should be
made possible whenever feasible. In my experience, relatives sometimes need to be persuaded to participate, since
personal experience with death has somehow been suppressed in our modern society. Ultimately, however, the
family members place a profound value on the possibility
of being with their loved one, and this again helps the intensive care team, removing some of their burden. Finally,
participating in such fundamental events of human life can
greatly benefit the intensive care team as well. After all,
this may have been one of the primary motivations for
many of us. It is profoundly touching to read a note of
gratitude addressed to the intensive care team in the newspaper obituary for a patient who died in the ICU.
5. Opening ICUs to the public is in our own interest.
Last but not least, it is in our own interest to open the

ICU. Intensive care has been slandered, reduced in the
public opinion to “inhuman” or “high-tech” medicine.
We all know that this is unfair and that, on the contrary,
nursing care here is more intensive than anywhere else in
the hospital. It is for this reason that human resources
consume the largest portion (60–70%) of the expenses
for intensive care medicine. By opening our ICUs to relatives we can demonstrate how much is being done for
their family members, and how “intensive” the individual intensive care can be!
Additionally, intensive care has changed fundamentally
during the past decade. At least in Europe the common
strategy in mechanical ventilation, with the increasing use
of partial spontaneous breathing, now reduces the need
for deep sedation more and more [9]. Thus communication with the patient is becoming possible. For nurses
used to caring for unconscious patients, it may take some
time to accept the new situation and to learn how to deal
with it. But once they are accustomed to it, they will certainly appreciate caring for communicative individuals
instead of for unconscious human beings.
After many years of experience our intensive care team
is happy with our “open” ICU (in the European sense:
open for visitors). The change required some adaptation,
particularly for the nursing team, who are always more directly involved with the family. But now we do not want
to go back again. It is time to acknowledge that the ICU
must be a place where humanity has high priority. It is
time to open those ICUs which are still closed. Everyone
– patients, families, and the whole intensive care team –
will benefit. The ICU must not be a restricted area any
longer! The survey by Quinio and coworkers should stimulate us to face what is necessary to make the next move!
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