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Abstract Open visiting policy (OVP) in intensive care units (ICU) is consid-
ered a favorable visiting regime that may benefit patients and their family
members as well as medical staff. The article examines the conditions and
causes of OVP-making process in Ukraine and presents the ethical analysis of
its implications with respect to the key stakeholders: ICU patients, family
members, and medical staff. The OVP, established by the Ministry of Health
in June, 2016, changes current approaches to the recognition of the role of
families in critically ill patients’ care dramatically; it does, however, have
serious shortcomings. The analysis of risks and benefits showed that OVP does
not adequately cater to the needs of all the key players—family members,
patients, and medical staff. Moreover, there is no clear mechanism to control
OVP implementation via feedback from all the key players (particularly patients
and their families). These issues give rise to a concern that the implementation
of OVP will die on the vine. In order to prevent this, a range of measures is
required: the optimization of the ICU facilities and internal procedures, super-
vision of OVP implementation by policy-makers, training of medical staff, and
providing family members with educational programs. Considering current
shortcomings, it is crucially important to develop clear and consistent internal
guidelines in hospitals that will guarantee the introduction of open ICU visiting
and quality of critical care provisions.
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Introduction

The liberalization of intensive care unit (ICU) visiting policy has become a widely
discussed topic among critical care professionals as patient-centered medicine comes to
the forefront (Berwick and Kotagal 2004). The transition from restricted ICU visiting to
an open visiting policy (OVP) is an important facet of the health care system. The
introduction of OVP in ICUs would be achieved if the families of critically ill patients
play an active role in care. Further recovery is also aided by increasing recognition
among hospital staff (Shiva et al. 2016). More generally speaking, OVP is recommend-
ed by clinical guidelines as a crucial element of the family-oriented care in ICU in
many countries (Spreen and Schuurmans 2011).

However, many hospitals around the world are still reluctant to implement OVP
despite the evidence showing that visitors can provide a range of benefits to patients as
well as nursing and other staff (Sims and Miracle 2006; Fumagalli et al. 2006; Adams
et al. 2011; Berwick and Kotagal 2004; Marfell and Garcia 1995; Gurley 1995).
According to the studies, visiting policies of 70% hospitals in the USA limit family
visits (Bell 2011; Shiva et al. 2016). Most ICUs in the UK follow the practice of limited
visiting (Hunter et al. 2010). This is related to the traditional beliefs that increasing the
rest time benefits their patients (Haghbin et al. 2011; Shiva et al. 2016). Most ICUs in
Western Europe still follow a restricted policy and have strict visiting hours as well
(Vandijck et al. 2010; Shiva et al. 2006). Likewise, traditional approaches to the
restriction of ICU visiting Bfor patient’s best interest^ are spread over the countries of
the former Soviet Union.

Being a post-Soviet country, Ukraine has a specific medical ethics background
characterized by a paternalistic approach with the focus on common good and undis-
puted authority of a doctor. These trends have a great power in the health care system
and could potentially compromise the rights of patients and their family members.

Traditionally, the practice of restricted visiting of ICU was accepted in Ukraine
under the pretext of strict sanitary and epidemiological requirements. Obviously,
visitation scheduling in ICU was the most preferable option for medical professionals.
But at the same time, the needs of patients and their families were not respected
properly. This situation was caused by the lack of clear and consistent visitation
regulations.

Article 6 of the Law of Ukraine BBasis of the Legislation of Ukraine about Health
Care^ establishes the right of access to a patient staying in the hospital for family
members, medical staff, caregivers, guardians, notary officers or lawyers, as well as to a
priest for a church service or a religious rite (Verkhovna Rada of Ukraine 1993). The
same right is outlined in Article 277 of the Civil Code of Ukraine (Verkhovna Rada of
Ukraine 2003).

Article 6 of the Law of Ukraine BBasis of the Legislation of Ukraine About Health
Care^ also stipulated that the mother of a critically ill minor child should be allowed to
stay with her child in the hospital as well as she should be provided with free meal and
accommodation (Verkhovna Rada of Ukraine 1993). The above requirements are
applied to the patients staying in all hospital units and ICU visitation was not deter-
mined specifically.

But in fact, ICU visiting procedures were established locally by the internal hospital
regulations. It is not surprising that the decisions regarding ICU visiting, being
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approved by a hospital administration, could be often prejudiced and based on personal
beliefs and attitudes. Thus, in complete disregard for legally protected basic patients’
rights, the majority of Ukrainian ICUs were closed for visitors at all or in some cases
had extremely rigorous visiting procedures defined by local administrations.

Great achievements were made by way of reforming traditional medical ethics
practices in accordance with international bioethical guidelines over the last few
decades. OVP in ICU was established by the Order of the Ministry of Health of
Ukraine in June 2016 under the great enforcement of community and public
movements (The Ministry of Health of Ukraine 2016). The Order should be obligatory
in all hospitals. Nevertheless, it is unlikely that OVP establishing at the official level
will definitely solve current issues related to neglecting ICU patients’ rights, individ-
ualized care, family-centered approach, and the necessity to meet the needs of patients,
family members, and medical staff. Resolution of these issues needs a comprehensive
and complex approach which addresses various aspects of the current situation.

Therefore, in this paper, we would like to examine the conditions and causes of the
OVP-making process in Ukraine and to present the ethical analysis of its implications
with respect to the key stakeholders: ICU patients, family members, and medical staff.

Methodology

The historical background was examined by literature overview and deductive ap-
proach, which were used to determine the scope of problems related to restricted ICU
visiting as well as reasons for this practice transformation.

The process of OVP formation was studied using the Policy Streams Approach and
the model of the public policy-making process in the USA (Longest 2010; Kingdon
1984). The Policy Streams Approach represents policy formation as the result of a
confluence of three kinds of processes or Bstreams^: the problem stream, policy stream,
and politics stream (Kingdon 1984). The problem stream is a condition considered as a
problem or issue that needs to be resolved, the policy stream presents possible solutions
or alternatives to this problem, and the politics stream encompasses political context
that may or may not be favorable to the policy (Rawat and Morris 2016). Its movement
onto the government’s formal agenda is possible provided that these three streams are
combined together. Kingdon described this moment as Ba policy window^—favorable
conditions that give agenda-setting opportunities (Kingdon 1984).

The public policy-making process in the USA (Longest’s model) presents the
process of decision-making, through which public policies are made. Longest’s model
distinguishes this process into three interactive and interdependent phases: formulation,
implementation, and modification (Longest 2010). Policy formulation is the first phase
of policy-making and reflects how policies are arrived at and how they are communi-
cated. This phase consists of two elements: agenda setting and legislation development
(Buse et al. 2005). Policy agenda setting is a process, by which certain issues come
onto the policy agenda from the much larger number of issues potentially worthy of
attention by policy-makers. According to Longest, problems, possible solutions, and
political circumstances are key elements of agenda settings (Longest 2010).

Both the Policy Streams Approach and Longest’s model were applied in a number of
studies examining the policy development process in public health (Odom-Forren and
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Hahn 2006; Milton and Grix 2015; Craig et al. 2010; Guldbrandsson and Fossum 2009;
Strosberg et al. 2014; Ricci et al. 2011). It was used in the present study as a conceptual
framework for analyzing the conditions and causes of OVP making in Ukraine.

The perceptions of the key stakeholders were evaluated by the content analysis of
media publications concerning the introduction of OVP, which included commentaries
and stakeholders’ interviews. The ethical analysis of OVP implication was performed
by framework-driven reflection of new policy impact on ICU patients, family members,
and medical staff.

Results and discussion

Policy analysis

Applying the methods described above enabled us to make a comprehensive and
coherent analysis of the process of the OVP making in Ukraine and represent it as a
flow of three logical phases (Fig. 1).

Policy formulation

Problem stream The situation with restricted ICU visiting was typical for a post-soviet
state health care system and provoked significant social indignation. One of the reasons
for that were regulations that do not provide clear definition whether ICU visiting is
permissible (The Ministry of Health of Ukraine 1997). Generating a multitude of
disagreements and local conflicts, restricted ICU visiting negatively affected the
physician-family relationships, presenting a physician as a Bgatekeeper^ that denies
family’s access to their beloved one (Whitton and Pittiglio 2011). A policy that
prevented relatives from visiting was applied in pediatric ICUs as well, and that became

increasing of democratic values;

high activity of public initiatives;

focus on human rights and dignity;

strengthening of public organizations.

development of national OVP in ICU;

training of medical staff regarding OVP and 

family-oriented care.

ICU visiting is not regulated but mostly 
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increasing of social tension;

the lack of family-centered approach in ICUs.

Possible solu�ons
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Fig. 1 The model of the OVP-making process in Ukraine (adapted from Longest 2010)
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an especially sensitive issue. In spite of the fact that the problem related to the vague
procedure of ICU visiting caused negative social consequences, it was not officially
recognized at the national level. There are no domestic studies or research publications
devoted to this crucial issue thus far. On the contrary, the cases mirroring anger, despair,
and indignation of patients’ families are widely represented in the press (Lytvyn 2016;
Ukrainian Crisis Media Center 2016; Kunytska 2017). Some pediatricians argued that
medical treatment might be extremely stressful for a child when he or she is separated
from the mother and might potentially impede the recovery process. It is obvious that
such situation was highly distressful for a child’s parents as well. Moreover, restricted
visiting policy prevented building a Bcollaborative partnership between parents and
professionals^, which is an important component of effective care (Nelson 1997).

In general, the key disadvantages of the previous practice of restricted/prohibited
visiting of ICU were psychological stress caused by separation and long waiting by
relatives in front of ICU’s doors hoping to contact the physician and to get any
information about the patient’s state. As a result, there was a lack of actual information
about patient’s health and prognosis. Naturally, these conditions negatively affected the
decision-making process in case of patient’s incompetency, harmed relatives, and
patients psychologically, and created serious barriers in the physician-relative commu-
nication process. In many cases, relatives were unable to visit their beloved one before
they die (Lychovyd 2016).

Politics stream The increasing importance of democratic values demonstrated by
Ukrainian society during recent decades was an important precondition for the liberal-
ization of ICU visiting policy. Separation of a child from the family, prohibitions to visit
a patient in ICU and to provide mental support, to contribute to basic care, or to stay at
the bedside for the last time—all these cases that were so widespread in ICUs have not
been accepted by society anymore. Moreover, restricted visiting was in conflict with
modern medical ethics standards. Another favorable condition for making changes was
the active process of health care system reformation in Ukraine. This process has
determined the new priorities of the national health care including patient-centered
approach (The Cabinet of Ministers of Ukraine 2016). As social tension increased over
the last few years, the formulation of a new policy has started with the active
participation of public organizations. For instance, the public campaign called Let Us
into Reanimation played a significant role as a driving force for the new regulation
development (Let Us into Reanimation 2016). Public representatives took an active part
in the process of OVP project elaboration aiming to make Ba step forward to patient-
centered medicine^ (Let Us into Reanimation 2016). It is worth to note that policy-
makers and officials, including the Acting Minister of Health of Ukraine, supported this
public movement and that significantly contributed to OVP-making process. This
ensured bringing Bthe voice of public^ onto the OVP agenda addressing the needs of
thousands of people waiting in front of ICU’s doors.

Policy stream The process of the development of a Bstandard^ policy that would meet
the needs of patients, families, and medical staff was extremely challenged by the
necessity of careful consideration of the social context and mentality. The main
difficulty is the cultural diversity of Ukrainian population and the intricate mix of
western and eastern ideology in the beliefs and perceptions of the society.
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The combination of the aforementioned problems, political context, and needs for
effective solution development opens the Bwindow of opportunity^ or Bpolicy
window .̂ As a result, the second stage of policy formulation has started. The working
group composed of health care professionals, lawyers, and communities’ and funds’
representatives developed the draft of the legal document that establishes the open
visiting of ICU at the official level. It was prepared and presented to the Parliament for
the reviewing. As it was anticipated, the document had controversial effects and was
not positively evaluated by some politicians. Remarkably, the representatives of the
Health Care Committee of the Parliament confronted the document with OVP, inten-
sively criticizing 24-h open visiting in ICU. The principal counterargument claimed by
the Health Care Committee Chair was that Buncontrolled visiting of ICU by untrained
relatives might create danger for work and life of physicians as well as health of other
patients^ (Kunytska 2017).

Policy implementation

Despite a lot of criticism, the Order that establishes OPV in all ICUs was signed in
June 2016 by the ActingMinister of Health of Ukraine. The new policy introduced 24-h
visiting of all ICUs without any time restrictions for one person regardless of family
relationship. Some restrictions and precautionary measures aimed at ensuring patients
safety and non-interference in ICU’s work were also outlined in this regulation (Table 1).

Table 1 Requirements of OVP

№ Item Requirement

1. Time hours and duration visits 24-h, one person without time restrictions

2. Number of visitors Maximum 2 visitors simultaneously (more than 2 is possible with the
administration permission).

3. Visiting of a child Possible for visitors that are not the child’s parents if the oral consent of
one of the parents or legal guardian was provided

4. Visiting by a child Not specified

5. Requirements to visitors • To respect privacy and rest of the visited patient as well as other
patients in the ward;

• To follow the sanitary rules considering current epidemiological
situation;

• To comply with the internal regulations of ICU;
• To leave the ward upon request;
• To avoid visiting in case of infectious disease or after a contact with a

carrier of infection.

6. Prohibited actions • To enter other wards;
• To interfere with questions related to patient’s health state;
• To impede of medical staff in performing their professional functions;
• To interfere with medical facilities or hampering the treatment

process.

7. Persons that are not allowed to
visit ICU patients

• Persons with clear symptoms of infectious disease;
• Persons in the alcoholic- or drug-impaired state;
• Persons violating this procedure.
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Once the OVP was approved and established by legislation, it was to be
introduced into all Ukrainian ICUs. Implementation is a process of policy turning
into practice (Buse et al. 2005). DeLeon defined implementation as Bwhat happens
between policy expectations and (perceived) policy results^ (DeLeon 1999). It is
known that many public policies had not been implemented as it was expected and
merely do not work (Buse et al. 2005). Thus, it is extremely important to analyze
possible factors and causes that might create Bgaps^ between what was planned
and the actual results of the policy implementation. One of these important causes
is negative assessments of a new policy by key actors leading to their reluctance in
its implementation.

The perceptions of some key actors concerning OVP were actively highlighted in
the press (Lytvyn 2016; Let Us into Reanimation 2016; Kunytska 2017; LikarInfo.
2016). The review of these interviews and other publications has shown that opinions
of medical professionals are divided. Some health care practitioners negatively assessed
these changes in the regulation referring to the typical fears of OVP implementation:
increased physiological stress for a patient, interference with the provision of care, and
physical and mental exhaustion of family and friends, despite the evidence that does not
support such beliefs (Adams et al. 2011; Tang et al. 2009; Whitton and Pittiglio 2011).
Also, the ICU physicians are concerned about the impact of the OVP on the patients’
privacy and safety.

In contrast, other professionals consider the OVP as the essential component of the
effective ongoing communication within the Bpatient-relatives-professional^ triangle
and the important condition for a patient’s recovery (Nelson 1997). Notably, they refer
to the rights of family members and great stress experienced by relatives in front of
ICU’s doors.

In general, most medical professionals support the OVP introduction and consider it
as an important element of health system transformation. However, a number of ICU
workers are unwilling to implement OVP requirements and that could be a serious
barrier to its introduction.

Patients’ relatives staying in ICU note that they have an essentially positive view of
OVP; however, it is not implemented properly in many ICUs, where all visits are still
restricted despite the new regulation being approved. Unfortunately, the information
about patients’ opinions regarding the OVP is lacking.

Generating a comprehensive idea of the OVP effect on the key actors is an essential
condition for further evaluations and modifications within policy-making process. It
promotes a better understanding of various factors that could create barriers hampering
successful OVP introduction. Table 2 presents the risk-benefit analysis that allowed us
to trace OVP influence on the key actors in a systematic manner.

The greatest number of possible risks was defined for medical staff, which is the
most resistant in accepting OVP in ICUs. Notably, a patient also may be threatened by a
range of risks affecting their safety, privacy/confidentiality, and health. Family mem-
bers gain the most benefits; however, there are several issues in OVP introduction that
may negatively affect them too.

Thus, according to the results of the analysis, it may be concluded that OVP
implementation is associated with significant risks for all key actors. From the
policy-making perspective, each of these risks can be managed by its reduction or
acceptance, and that requires implementation of special local procedures. On the other
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hand, the review of identified risks reveals a conflict between patients, striving visitors,
and health workers. The settlement of this conflict demands appropriate ethical delib-
erations and meticulous analysis. Special attention should be paid to the risks for ICU
patients, which entails serious ethical dilemmas.

Policy modification

The policy making process of ICU open visiting in Ukraine is in its implementation
phase. Once it is completed, the data on OVP introduction should be used for its
modification for the purpose of continual improvement and adapting. Policy data may
include the feedback from the actors, assessments of OVP results by authorized bodies
as well as the evaluation of OVP influence on public health and society (Buse et al.
2005). All these data about OVP outcomes can be used for modifying the policy both
for its formulation and for implementation. In the following paragraph, we analyze the
most probable results of OVP implementation, which negatively impact the key actors,
as well as discuss possible ways and corrective actions that can be taken in the policy
modification process.

The ethical perspective

Although the introduced OVP dramatically changes current approaches to respecting
the role of families in the care of critically ill patients, it has serious gaps. From our
perspective, these gaps might cause significant barriers to achieving positive effects of
OVP. The main issue jeopardizing proper OVP implementation is the fact that the new
policy generates conflicts of the key actors’ rights and interests. This situation entails
serious ethical dilemmas.

Rights of the patients

The risk-benefit analysis showed that, surprisingly, patient’s interests are at the highest
risk as a result of OVP introduction. These risks refer to the basic rights of patients and
violate prima facie moral principles of biomedical ethics described by Beauchamp and
Childress (Beauchamp and Childress 2009).

(1) Respect for autonomy

Medical professionals must acknowledge patient’s decision-making rights
(Beauchamp and Childress 2009). This principle has a critical importance in ICU,
where most patients are unconscious and even patients competent to make auton-
omous decisions are in a vulnerable position. Basically, the OVP regulation stipu-
lates open ICU visiting for all willing persons, who meet defined requirements (not
having an infectious disease and not being in alcoholic- or drug-impaired state). The
policy-makers explain this broad wording by the inability of ICU staff to determine
family relationships. However, the clear procedures of obtaining a patient’s consent
for being visited as well as a process of surrogate decision-making should be
defined. Otherwise, there is a risk of unwilling visitation and, as a result, a patient’s
autonomy and privacy compromising.
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In the study performed by Olsen et al., it has been found that although patients
appreciate the support and presence of family members during their stay at ICU, they
also wish for some limitation of the visits (Olsen et al. 2009). Patients argue that visits are
stressful for both themselves and their relatives, which may negatively impact the
communication and interrupt the routine care. The results of these studies show that it
may be reasonable to reflect the patients’ wishes in the regulation, in order to serve their
best interests and assure the best conditions for their recovery (Whitton and Pittiglio 2011).

It is important to prevent the risks for a patient’s confidentiality and privacy in the
process of OVP implementation. Preferably, medical staff should have accurate infor-
mation about visitors (Bray et al. 2004). A good practice is to identify one main person,
who is usually next of kin and acts as a point of contact for other relatives. And the
information about a patient may be provided to this person alone (Bray et al. 2004).

We are obliged to respect the autonomy of others as long as such respect is
compatible with equal respect for the autonomy of all potentially affected
(Beauchamp and Childress 2009). Most ICUs have wards with several beds. This
means that respecting the right of one patient to be visited may compromise safety, data
confidentiality, and the privacy of other patients in a ward. In the case where ICU is
relatively small and busy, intensive visiting may compromise the safety of patients
because of the lack of space and reduced access in an emergency (Bray et al. 2004).
Although there is no evidence that visitors pose a direct infection risk to patients
(Adams et al. 2011; Fumagalli et al. 2006; Tang et al. 2009), the impediment to critical
care delivering may be a serious danger when ICU visiting is not managed properly.

(2) Beneficence and non-maleficence

Medical professionals of ICU have moral obligations to provide benefits to a patient
(Gillon 1994). Considering positive effects to patients described in the academic
literature, promoting open visiting becomes a part of physician’s Bduty to care^. On
the other hand, there are data about potential risks to patients’ safety posed by the OVP.

In one study, most of the interviewed ICU workers admitted that the OVP may
hinder a patient’s rest, interfere with patient’s privacy, and impair the organization of
the care given to a patient (Da Silva Ramos et al. 2013). In another study, critical care
nurses mentioned that Bthey must be capable of judging whether family visiting is
beneficial for the patient^ because some characteristics of family members negatively
affect a patient’s state and privacy of the other patients (Marco et al. 2006).

The non-maleficence principle obliges the ICU staff to protect a patient from harm
caused by open visiting. Henneman and Cardin highlighted that family issues should
not be confused with security or confidentiality issues (Henneman and Cardin 2002).
The risks to patient’s safety and health associated with open visiting should be weighted
and considered. Moreover, the special procedures ensuring patient’s safety in terms of
OVP should be implemented in ICUs.

Interests of the ICU staff

One of the main shortcomings of the OVP regulation is that some interests of medical staff
are not properly considered either. What is more, neglecting these interests will result in
the poor quality of care that will thereafter affect the patients’ health and well-being.

114 Asian Bioethics Review (2018) 10:105–121

Author's personal copy



The introduction of OVP brings an additional stress caused by the flow of visitors,
its interference in medical care, and willingness to communicate with a physician (Let
Us into Reanimation 2016). There is a risk that active visiting will increase the level of
noise, encumber ICU’s space, and distract medical staff from their routine duties,
hindering the process of care. Some studies also confirm these concerns (Farrell et al.
2005). In the recent study, physicians reported that Bas a consequence of spending
extended periods of time in family conferences, they have to rush when managing
patient care^ (Henrich et al. 2017). In other studies, ICU staff states that the time spent
educating visitors, answering their questions, and taking telephone calls is considerable,
and visitors are seen Bas a drain on staff resources^ (Gurses and Carayon 2007; Quinio
et al. 2002). In general, medical staff argues that visitors can make their job more
difficult (Levy 2007).

The work in ICU is extremely stressful and causes mental exhaustion, depression,
and chronic stress (Mealer and Moss 2016; Henrich et al. 2017). Studies show that
moral distress and burnout is widespread among ICU staff affecting up to 45% of ICU
nurses and physicians (Moon and Kim 2008). Consequently, this might impair the
ability of ICU staff to provide proper patient care, which, in turn, will harm ICU
patients (Mealer and Moss 2016; Poncet et al. 2006).

The burnout consequences to ICU worker’s health are significant as well. They
include insomnia, irritability, and depressive symptoms (Moon and Kim 2008). Some
data even demonstrates the high rate of physicians’ suicide (Schernhammer and Colditz
2004). This means that complication of health professionals’ work in the result of OVP
introduction might harm their rights and health.

Thus, the question is whether it is ethically acceptable to put a great burden of open
(and, consequently, active) visiting process on the ICU staff without any preparations
and procedural considerations. Taking into account significant stress experienced by
ICU physicians and nurses while carrying out everyday duties and its potential negative
consequences, it might not be reasonable. Therefore, special procedures addressing
ICU visiting management without compromising routine ICUs’ work should be an
essential component of OVP introduction.

Another issue is setting up the appropriate infrastructure serving for the arrangement
of a continual visitor flow. However, the issue of such processes’ financing remains
unresolved. Consequently, ICU professionals will need to seek for funding in order to
design the special infrastructure. This task may be very costly and time-consuming and
it is still unclear, who should be responsible for its implementation.

Respecting families’ needs

In our view, the OVP regulation satisfies relatives’ interests to the greatest extent, in
contrast to other key players. However, some issues regarding the need for psycholog-
ical and ethical consultation will certainly arise once OVP is implemented. Unfortu-
nately, it is still not defined where relatives can get such services and, thus, they are also
at some risk of harm caused by psychological stress and ethical issues.

For example, Pochard et al. found that 35% of family members had symptoms of post-
traumatic stress related to the relative’s ICU experience at 6 months, and 46% of family
members had complicated grief at 6 months (Anderson et al. 2008; Pochard et al. 2001).
The disorders caused by post-traumatic stress related to the relative’s ICU experience
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negatively affect physical, mental, and social functioning of family members (Azoulay
et al. 2005).While ICU staff has a duty to care about their patients, familymembers are left
alone with their grief and despair (Adelman et al. 2014). This situation raises a serious
concern. It is unclear who should provide ethical and psychological support to family
members.

Another issue is the inability of ICUs to satisfy basic needs of family members during
ICU visits. In order to prevent visiting chaos, it is necessary to allot a dedicated family area
where relatives could stay and wait comfortably (Hunter et al. 2010; Deitrick et al. 2005).
Ideally, dedicated family space should be organized at each patient’s bed (at least there
should be a chair) (Rashid 2006). For instance, the UK Admission Commission (1999)
report Critical to Success suggested that the provision of a waiting room is a minimum
standard requirement for a critical care unit (Bray et al. 2004). Providing access to a
telephone, food, drink, and rest is also found important in meeting the needs of relatives,
who spend a lot of time in ICUs (Deitrick et al. 2005; Zazpe et al. 1997).

Currently, most Ukrainian ICUs cannot provide space for waiting that could be
exhaustively long. The lack of sufficient facilities for family members may increase
distress and contribute to their exhaustion (Zazpe et al. 1997). Studies have shown that
the further the waiting area is from the patient, the greater the level of stress experienced
by the visitor (Kutash and Northrop 2007; Davidson 2017; Rashid 2006; Holden et al.
2002; Wilkinson 1995).

Neglecting family members’ needs reflects the poor introduction of family-centered
approach in Ukrainian health system. The issue is exacerbated by the fact that a lack of
appropriate medication provision requires family members to supply necessary medi-
cines every day of ICU staying. Taking into account extremely high cost of intensive
care treatment, this creates an additional heavy burden related to high treatment
expenses.

In contrast, family members should be incorporated into the provision of critical care
because of their important role in ICU that is widely recognized (Gerritsen et al. 2017).
Family-centered care is an approach that is respectful of and responsive to individual
families’ needs and values (Gerritsen et al. 2017). The role of families includes
participation in patient’s care, involvement in high-quality and ethical-shared deci-
sion-making, providing a patient with psychological support (Lynn 2014). Therefore,
OVP should address specific family members’ needs considering the concept of a
family-centered approach. It is important to support families by providing psycholog-
ical and ethical counseling, education programs, descriptive visitor pamphlets, nurse-
family interaction sessions, and appropriate family area (Kleinpell and Power 1992).
These services are essential conditions of appropriate OVP implementation because
Baddressing family members’ needs as a part of patient care^ promotes the provision of
holistic Btotal patient care^ (Kleinpell and Power 1992).

However, paying attention to these issues demands some funds and effort of hospital
administrations and ICU medical staff. This task becomes quite challenging, especially
when taking into account their reluctance to implement open visiting.

Movement forward: considerations for further modification of the policy

To sum up, the process of OVP making in Ukraine was challenging and controversial.
Currently, the new ICU visiting regulation is in the stage of policy implementation;
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however, former restricted visiting practices are still in place. The reasons for that were
a range of obstacles, generated by external factors, as well as shortcomings of the OVP
regulation.

Firstly, there are some risks to patients’ rights: privacy, safety, confidentiality, and
comfort. Significant efforts should be undertaken in order to address these issues
adequately in all ICUs. Secondly, due to the low involvement of ICU workers in the
process of OVP formulation, some of their interests and perceptions were not consid-
ered. As a result, ICU workers are reluctant to implement open visiting which currently
is one of the most significant barriers to appropriate OVP introduction. Thirdly, most
ICUs are not able to consider some relatives’ interests such as comfortable family space
and the need for psychological and ethical consultation. Moreover, there are no clear
mechanisms to control OVP implementation via feedback from all key players (espe-
cially patients and relatives). Taking into account aforementioned barriers, it can be
concluded that there is a significant risk that OVP will remain just a formal document.

Despite all these issues, the Order of the Ministry of Health that establishes open
visiting of emergency units is undoubtedly the first step to the successful policy, as it
contributes to the transformation of the traditional paternalistic approach in medicine.
The OVP regulation has every chance to improve communications between relatives, a
patient and a physician that is the foundation of patient- and family-oriented
approaches.

It is obvious that merely making open visiting a mandatory procedure in all ICUs
cannot override current opposition of medical staff, and benefit families and patients
without any side effects. Existing evidence regarding the effects of ICU open visiting,
studies of staff perceptions, family outlook, and patients’ preferences should be taken
into account in the course of OVP implementation (Shiva et al. 2016; Cook 2006).
Thus, it is reasonable to initiate new studies, which will define needs, perspectives, and
attitudes of the key role players toward the introduction of ICU open visiting, in order
to be taken into account in the process of further policy modification and improvement.
Such an approach will promote meeting specific needs of patients and their families as
well as respecting interests of medical staff that will ensure achieving quality individ-
ualized care.

One can summarize that a range of measures should be developed and introduced in
order to make OVP more effective, improve the quality of medical care, and assure
respect to all key players’ rights. Firstly, the hospital process should be optimized.
Internal hospital procedures regarding the implementation and control of open visiting
should be developed. Also, it is important to pay special attention to the process of
relatives-physician communication. Secondly, the proper infrastructure should be de-
veloped in order to make OVP feasible. The most important elements of such infra-
structure are the facilities for the prolonged stay of relatives at ICU and relatives-
physician communication (phone, e-mail, arrangement of meetings, and consultations).
Moreover, psychological support, clinical ethics consultation, and social services are to
be provided to family members. Thirdly, design and provision of training programs for
medical staff and relatives are necessary in order to provide them with knowledge and
skills that are crucial for the successful OVP implementation.

Training for medical staff should include aspects of open visiting introduction and
management and emphasize the importance of family contribution to the critical care of
a patient. It is also essential to highlight the needs of families in order to promote the
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application of a family-centered approach. Family members should be provided by a
training, which will explain to them what they might see at ICU and how they may
contribute to patient’s recovery. This training program might explain the basics of ICU
work, procedures of patient’s care, the rules of visiting, specificity of ICU, etc. It may
also be effective to develop and distribute a guideline (brochure) for relatives describing
care procedures that they may provide to ICU patients. Also, it is reasonable to train the
persons authorized by hospital management to consult families regarding ethical issues,
patient care, rules of visiting, shared decision-making, specificity of ICU, etc.

Conclusion

The development of a Bstandard^ for ICU visiting policy will undoubtedly generate a
range of barriers in its implementation caused by local conflicts and disagreements
which are based on the differences between the key players’ needs, perceptions, and
views. The main issues are related to inadequate consideration of interests of patients,
medical staff, and family members. Great attention should be paid to the optimization
of the ICU facilities and internal procedures, oversight of OVP implementation in
hospitals, training of medical staff, and provision of educational programs to family
members. The accomplishment of these tasks demands significant efforts, funds, and
appropriate control by policy-makers. Identified gaps in OPVestablished in Ukraine at
the official level imply that the regulation should be used as a basis for the development
of clear and consistent guidelines for hospitals. These guidelines will ensure introduc-
tion of open ICU visiting without hampering the quality care provision, compromising
the rights of patients and families, and impediment of ICU operations.
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