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Abstract 

Background: During the first coronavirus disease 2019 (COVID-19) pandemic wave, an unprecedented number of 
patients with respiratory failure due to a new, highly contagious virus needed hospitalization and intensive care unit 
(ICU) admission. The aim of the present study was to describe the communication and visiting policies of Italian inten-
sive care units (ICUs) during the first COVID-19 pandemic wave and national lockdown and compare these data with 
prepandemic conditions.

Methods: A national web-based survey was conducted among 290 Italian hospitals. Each ICU (active between 
February 24 and May 31, 2020) was encouraged to complete an individual questionnaire inquiring the hospital/ICU 
structure/organization, communication/visiting habits and the role of clinical psychology prior to, and during the first 
COVID-19 pandemic wave.

Results: Two hundred and nine ICUs from 154 hospitals (53% of the contacted hospitals) completed the survey (202 
adult and 7 pediatric ICUs). Among adult ICUs, 60% were dedicated to COVID-19 patients, 21% were dedicated to 
patients without COVID-19 and 19% were dedicated to both categories (Mixed). A total of 11,102 adult patients were 
admitted to the participating ICUs during the study period and only approximately 6% of patients received at least 
one visit. Communication with family members was guaranteed daily through an increased use of electronic devices 
and was preferentially addressed to the same family member. Compared to the prepandemic period, clinical psy-
chologists supported physicians more often regarding communication with family members. Fewer patients received 
at least one visit from family members in COVID and mixed-ICUs than in non-COVID ICUs, l (0 [0–6]%, 0 [0–4]% and 11 
[2–25]%, respectively, p < 0.001). Habits of pediatric ICUs were less affected by the pandemic.

Conclusions: Visiting policies of Italian ICUs dedicated to adult patients were markedly altered during the first 
COVID-19 wave. Remote communication was widely adopted as a surrogate for family meetings. New strategies to 
favor a family-centered approach during the current and future pandemics are warranted.
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Background
Italy was the first European country hit by the coronavi-
rus disease 2019 (COVID-19) pandemic [1–3]. COVID-
19 has a wide range of clinical presentations, including 
the acute respiratory distress syndrome (ARDS) [4, 5]. 
An extremely high number of subjects developed ARDS 
resulting in a sharp increase in intensive care unit 
(ICU) admissions [6]. This rapid and unforeseen surge 
of critically ill patients required a quick increase in ICU 
beds, highly stressing the health care system [7].

At that time, very little was known about COVID-
19, therapy consisted mainly of supportive care [8] 
and the mortality of critically ill patients was very high 
[2, 9]. Moreover, the highly contagious nature of the 
virus was evident, and most countries enforced very 
strict lockdowns/“Stay-at-Home orders” to reduce viral 
spread. These measures included restriction of hospital 
visits both for COVID-19 patients and for patients hos-
pitalized for other reasons. The aim was to reduce the 
possibility of family members being infected in the hos-
pital, and to reduce the possibility of family members 
being vehicles of infection.

Normally, that is, outside of a pandemic caused by 
a new and highly contagious virus, there is no scien-
tific basis for limiting family presence in the ICU [10]. 
Indeed, an “open” ICU policy, in addition to recogniz-
ing a specific and unequivocal right of the patient, is 
also a useful and effective strategy to respond to the 
needs of both patients and families [10, 11]. Moreo-
ver, an unrestricted visiting policy produces consistent 
positive effects on family member anxiety and depres-
sion symptoms [12], supports family-centered care, 
including shared decision-making [13], improves the 
relations and communication of ICU staff with families, 
and favors trust and appreciation from family members 
[14]. During the first COVID-19 pandemic wave, the 
lack/reduction of ICU visits forcedly changed the com-
munication habits, shifting from well-established fam-
ily meetings [15, 16], to remote communications using 
electronic devices [17, 18].

Both health care professionals and the general pub-
lic witnessed these dramatic changes [19–22], and 
the literature on this topic is growing [23–29]. While 
several studies focused their attention on ICUs dedi-
cated to patients with COVID-19, less information is 
available regarding the impact on ICUs dedicated to 
patients without COVID. Moreover, no reports thus far 
have assessed the role of clinical psychology during the 

pandemic wave. Overall, clinical psychology is increas-
ingly recognized as a fundamental part of critical care 
[30], aimed at supporting critical care patients, their 
families and the ICU staff, both singularly and during 
the interactions occurring in family meetings.

The aims of the present study were therefore to i) 
describe how Italian hospitals changed their organiza-
tion during the first pandemic wave; ii) describe the 
changes in ICU communication and visiting policies 
and iii) investigate the role of clinical psychology in this 
context.

Methods
A national web-based survey was conducted between 
December 10, 2020 and February 2, 2021 among hos-
pitals participating in the “Intensiva 2.0” project [31], 
approved by the Ethical Committee (Comitato Etico 
Milano Area A, protocol number 35410_2017). This 
project was born from www. inten siva. it, an Italian 
project promoting a human-centered intensive care 
[32]. After consultation with the Ethical Committee, 
the need for an additional ethics approval was waived, 
given the nature of the study and the previous approval 
of the project. Participants responded to the survey on 
a voluntary basis. The response to the survey was con-
sidered a written consent to participate.

The survey was developed by the authors and a pilot 
test [33] was performed in 5 hospitals in Lombardy. 
Thereafter, 290 hospitals with at least one ICU prior 
to December 2020 were contacted. The survey was 
announced with a newsletter. Subsequently physicians/
nurses personally participating in the “Intensiva 2.0” 
project were contacted via email and/or phone calls 
(up to three times) to increase the response rate. Indi-
cations were given to complete the questionnaire with 
the ICU coordinator. Each ICU that was active between 
February 24 and May 31, 2020 was encouraged to com-
plete an individual questionnaire.

The following information regarding the hospitals 
was retrieved from the Intensiva 2.0 database: uni-
versity affiliation, trauma center, and presence of a 
room for family conferences. The number of hospital 
beds was retrieved from official governmental sources 
(http:// www. dati. salute. gov. it). Hospital size was cat-
egorized according to the number of beds (< 250; 
250–424; > 425 beds) [34]. The survey did not contain 
information about patients, or sensitive personal data.

Keywords: Pandemics, Intensive care units, Health communication, Professional-family relations, Patient-centered 
care
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Survey questionnaire
The survey consisted of single- and multiple-choice 
questions structured into 5 sections. The English trans-
lation of the survey is reported in the Online Supple-
mentary Material (OSM). The first section investigated 
the organization/structure of the ICU and hospital 
prior to (prepandemic) and during the first pandemic 
wave (pandemic), including information regarding the 
type of ICU, i.e., dedicated to patients with COVID-
19 (COVID-ICU), without COVID-19 (non-COVID-
ICU) or to both categories (mixed-ICU). This section 
included a question (number 13) regarding the number 
of treated patients during the study period. Answers 
were categorical (e.g. 21–30 patients, 31–40 patients). 
If more than 100 patients were treated, the precise 
number was needed. To obtain a quantitative estimate, 
we used the average for each category. For example, 
for ICUs selecting 31–40 patients, we considered 36 
treated patients. The responding ICUs were divided 
into pediatric ICUs and adult ICUs and analyzed 
separately.

The second and third sections aimed to describe the 
habits regarding family-patient and family-physician 
communications. The fourth section focused on the role 
of the clinical psychology service, while the last sec-
tion investigated the ICU visiting policies. This section 
included a question (number 8) regarding the number 
of patients who received at least one visit during their 
ICU stay during the study period. Answers were cat-
egorical (e.g., 11–15 patients, 16–20 patients). If more 
than 30 patients received at least 1 visit, the precise 
number was needed. To have a reasonable estimate of 
the number of patients who received at least one visit, 
we used the average for each category. For example, for 
ICUs selecting the category “16–20 patients” we con-
sidered that 18 patients had received at least one visit.

Statistical analysis
Continuous variables were summarized as medians and 
interquartile ranges, and categorical data were sum-
marized as counts and percentages. Mann-Whitney 
rank-sum test and χ2 or Fisher’s exact test were used 
to compare nonparametric continuous variables and 
categorical variables, respectively. One-way ANOVA 
on ranks was used to compare continuous data from 
COVID, non-COVID and Mixed ICUs. All statisti-
cal tests were 2-tailed, and statistical significance was 
defined as p < 0.05. Analyses were performed using the 
statistical package STATA 16.0 (StataCorp LLC, Col-
lege Station, TX, USA) and SigmaPlot 11.0 (Systat Soft-
ware Inc., San Jose, CA, USA).

Results
Two hundred and nine questionnaires from 154 hospi-
tals (53% of the 290 contacted hospitals) were completed 
for the present survey and were included in the study. 
Table  1 summarizes the prepandemic characteristics of 
the responding hospitals. Differences from the 136 non-
esponding hospitals are summarized in Table E1 of the 
OSM. The geographic distribution of the responding 
ICUs is reported in Fig. E1. Of note, a geographic imbal-
ance regarding responding hospitals was observed, with 
more centers from northern Italy answering the ques-
tionnaire. Of the responding ICUs, 202 (97%) were adult 
ICUs, while 7 (3%) were pediatric ICUs.

Hospital reorganization
During the first pandemic wave, the number of ICUs 
and the number of ICU beds per hospital increased sig-
nificantly (from 1 [1 - 2] to 2 [1 - 3] ICUs, p < .001 and 
from 9 [6 - 20] to 20 [10 - 33] ICU beds, p < .001, respec-
tively). To face this surge, 109 (71%) hospitals increased 
the number of medical staff working in the ICU: 32 (29%) 
hospitals hired new board-certified intensivists; 63 (58%) 
hospitals hired senior intensive care residents; 109 (93%) 
relocated staff anesthesiologists from the operating room; 
and 9 (8%) relocated specialists from other disciplines to 
the ICU. Several hospitals applied a combination of these 
strategies. As a result, the average daily intensivist-to-bed 
ratio did not change significantly during the first pan-
demic wave (5.8 [4.4–6.7] to 5.4 [4.2–7.2], p = 0.572).

Table 1 Characteristics of participating Hospitals

Table 1 Table summarizes the preandemic characteristics of the 154 
participating hospitals. * refers to 170 intensive care units, i.e. each participating 
hospital could have more intensive care units with potentially different visiting 
policies.

Variables Hospitals (n = 154)

 University affiliated hospital - no. (%) 36 (23)

 Trauma center - no. (%) 49 (32)

Hospital beds - no. (%)

  < 250 43 (28)

 250–424 49 (32)

  > 425 62 (40)

Hospital ICU beds - no. (%)

  < 20 beds 115 (75)

  > 20 beds 39 (25)

 Dedicated room for family meetings - no. (%) 125 (81)

Visiting-hour policies* - no. (%)

  ≤ 2 hours per day 64 (38)

 3–6 hours per day 41 (24)

 7–12 hours per day 45 (26)

  > 12 hours per day 20 (12)
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Similarly, 124 (81%) of the responding hospitals 
increased the number of ICU nurses. This was achieved 
through the hiring of new personnel in 65 (26%), reloca-
tion of nurses from the operating room in 109 (88%) and 
relocation of nurses from regular surgical/medical wards 
in 75 (60%) hospitals. Again, a combination of these strat-
egies was frequently adopted.

Intensive care units dedicated to adults
Out of the ICUs dedicated to adults, 121 (60%) were 
COVID-ICUs, 43 (21%) were non-COVID-ICUs and 38 
(19%) were mixed-ICUs.

Overall, we reported information regarding 2524 ICU 
beds for adult patients: 1546 for COVID-19 patients, 348 
for patients without COVID-19 and the remaining 630 
beds for both categories.

During the study period, the included hospitals admit-
ted approximately 11,102 patients: 5857 (53%) patients 
were admitted to COVID-ICUs, 2822 (25%) patients were 
admitted to non-COVID ICUs, and 2423 (22%) patients 
were admitted to to mixed-ICUs.

The first pandemic wave had a major effect on visit-
ing policies (Table  2). Prior to the pandemic, daily vis-
its were allowed in all participating ICUs, while this 
was possible only in 4% of ICUs during the first pan-
demic wave. Moreover, in 103 (51%) of the responding 
ICUs family members were never allowed in the ICU 
(Table 2). In addition, while physical contact during vis-
its was allowed in 98% of the ICUs prior to the pandemic 
surge, this was allowed only in 28% during the pan-
demic (p = .0001). Changes were also reported regard-
ing the family members who could visit, with access 

preferentially given to the same family member during 
the pandemic, while more liberal access was described 
prior to the pandemic. Overall, approximately 673 
patients received at least one visit during the first pan-
demic wave. Considering the number of treated patients, 
this corresponds to 6% of visits. The reasons reported 
by the participating ICUs for the lack/marked reduc-
tion of visits to the ICU were several (multiple choice) 
and included hospital visit ban (187, 89%), national lock-
down (32, 15%), family self-quarantine (22, 11%), refusal 
by family members (5, 2%) and ICU habits (8, 4%).

Table  3 summarizes the major findings regarding the 
changes regarding communication habits caused by the 
first pandemic surge. The use of electronic devices for 
remote communication increased significantly (95% vs. 
75%, p = .0001) to favor remote family-physician com-
munication. In particular, for this purpose, there was 
an increased use of video calls. As a result, the timing 
of communication did not change significantly, as daily 
information regarding the patients’ clinical conditions 
was provided to the family in both study periods. Simi-
larly, we did not observe significant variations regarding 
the person providing clinical information and her or his 
communication expertise. In contrast, there was a sig-
nificant change regarding the family member receiving 
the information: during the first pandemic wave, infor-
mation was preferentially provided to the same family 
member/members.

Regarding patient-family communication, despite an 
increased use of electronic devices for this purpose (51% 
vs. 80%, p < 0.001) and an increase in patients’ free access 
to personal electronic devices (62% vs. 93%, p < 0.001), 
communication between patients and relatives was sig-
nificantly reduced during the first pandemic wave.

The percentage of ICUs supported by a clinical psy-
chology service did not change significantly (Table E2); 
however, during the first pandemic wave psychologists 
assisted physicians more often with family communica-
tion (20 vs. 30%, p = 0.031). Moreover, the modalities 
through which the clinical psychologists interacted with 
family members changed, with an increase in indirect 
assistance through phone calls (Table E2). The same 
was true regarding the assistance to patients: during the 
pandemic wave, the interaction between psychologists 
and patients was mainly indirect through the attending 
physician.

Comparison between COVID, non‑COVID and mixed‑ICUs
When comparing different types of ICUs during the 
first pandemic wave, a significant difference regard-
ing the percentage of patients receiving at least one visit 
was observed (Fig. 1). In particular, the median value of 
patients receiving a visit was close to zero and similar for 

Table 2 Changes in visiting policies in adult ICUs

Table 2 Table summarizes the ICU visiting policies of the participating centers. 
The prepandemic period refers to 163 ICUs, while the first pandemic wave refers 
to 202 ICUs. The percentage of the third item refers to the responding ICUs that 
allowed some visits in the ICU.

Prepandemic First 
pandemic 
wave

P-value

Permission to visit patients - no. (%)

 Daily 163 (100) 8 (4) < 0.001

 2–3 times per week 0 10 (5)

 For major events only 0 81 (40)

 No 0 103 (51)

Physical contact allowed 159 (98) 28 (28) < 0.001

Which family member visits? 
- no. (%)

/161 /57 < 0.001

Mainly the same family member 13 (8) 36 (63)

Mainly the same family members 99 (61) 15 (26)

Any family member 30 (19) 4 (7)

Anyone 19 (12) 2 (4)
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COVID (0 [0–6]%) and mixed- (0 [0–4]%) ICUs, while 
it was 11 (2–25%) for non-COVID ICUs. Moreover, we 
observed that more COVID- and mixed-ICUs used elec-
tronic devices for patient-family communication and 
allowed free access to personal electronic devices. Details 
regarding the differences between these three categories 
of ICUs are reported in Table 4.

Pediatric intensive care units
From the 7 pediatric ICUs, 3 were exclusively dedicated 
to children without COVID-19, 4 were mixed ICUs, and 
none were exclusively dedicated COVID-19. We reported 
data on 22 ICU beds dedicated to non-COVID patients 
and 46 mixed ICU beds. Overall, an approximate num-
ber of 263 children (159 non-COVID and 104 to mixed-
ICUs) were admitted to the participating pediatric ICUs 
during the study period.

Visiting was always guaranteed to at least one parent/
caregiver during the first pandemic wave. No significant 

Table 3 Changes in communication habits in adult ICUs regarding physician-family and patient-family communication

Prepandemic First pandemic wave p-value

Use of electronic devices for physician ‑ family communication ‑ n (%) 123 (75) 191 (95) < 0.001

Kind of electronic device used /123 /191 < 0.001

Voice call - no. (%) 108 (88) 152 (75)

Video call - no. (%) 21 (17) 105 (52)

Other device - no. (%) 10 (8) 11 (5)

Communication with families occurs > 0.999

 Daily - no. (%) 162 (99.4) 199 (98.5)

 2–3 times per week - no. (%) 1 (0.6) 2 (1)

 For major events only - no. (%) 0 1 (0.5)

Who gives information to the family members? 0.197

 Mainly the same person - no. (%) 31 (19) 43 (21)

 Mainly the same persons - no. (%) 63 (39) 60 (30)

 Whoever was in charge of the patient - no. (%) 69 (42) 99 (49)

Physician’s giving information are 0.166

 experienced in communication - no. (%) 115 (71) 128 (63)

 both experienced and not experienced - no. (%) 48 (29) 74 (37)

The doctor gives information: < 0.001

 mainly to the same family member - no. (%) 53 (33) 116 (57)

 mainly to the same family members - no. (%) 82 (50) 75 (37)

 to any family member - no. (%) 26 (16) 8 (4)

 to anyone - no. (%) 2 (1) 3 (2)

Use of electronic devices for patient‑ family communication ‑ n (%) 83 (51) 162 (80) < 0.001

Patients have free access to personal electronic devices ‑ n (%) 101 (62) 188 (93) < 0.001

Communication between patient and family occurs < 0.001

 Daily - no. (%) 147 (90) 132 (65)

 2–3 times per week - no. (%) 7 (4.5) 33 (16)

 On occasion - no. (%) 7 (4.5) 25 (12)

 Never - no. (%) 2 (1) 12 (6)

Fig. 1 Percentage of patients receiving at least one visit according 
to the type of intensive care unit. A one-way ANOVA was conducted 
(p < 0.001)
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variations regarding visiting and communication habits 
were observed (Table E3).

Discussion
We conducted a national, multicenter survey in Italy, 
which included information from 209 ICUs of 154 Italian 
hospitals. Our aim was to analyze the changes caused by 
the first COVID pandemic wave regarding hospital/ICU 
organization and ICU visiting/communication habits. 
The main findings are that hospitals rapidly reorganized 
to face the surge in critically ill patients with respira-
tory failure due to a new, highly contagious viral dis-
ease. Major limitations were put in place regarding ICU 
visiting policies, with the aim of reducing interpersonal 
contact and the consequent risk of viral spread. These 
interventions affected the ICU visiting policies and fam-
ily-physician communication in a dramatic and unprec-
edented way. Indeed, the familial presence in the ICU, 
a fundamental part of the humanization process with 
clinical implications of the utmost importance [35–37], 
ceased almost completely. Moreover, well-established 
family meetings [38–40], a crucial clinical moment to 
exchange information and build a trustworthy and col-
laborative relationship, could not take place. Neverthe-
less, physicians adapted to the new and challenging 
situation, providing daily information to family members 

through remote communication. Finally, clinical psychol-
ogists more often supported physicians in this challeng-
ing task.

Hospitals that participated in the present study were 
from all over Italy, although approximately 30% were 
concentrated in Lombardy, a region in the northern part 
of the country. This finding has several explanations. 
First, Lombardy has more than 10 million inhabitants, 
approximately one-sixth of Italy’s population. Second, it 
has a very broad health care system, and finally, during 
the first pandemic wave it was the most affected region 
(Fig. E1). Overall, Italian hospitals significantly increased 
their ICU capacity and staffing. In this way, an unprec-
edented number of critically ill patients could be treated 
simultaneously [7] without significantly reducing the 
intensivist-to-bed ratio. We estimated that the participat-
ing ICUs cared for more than 11,000 patients during the 
first pandemic wave.

Increasing attention is given to the presence of fam-
ily members in the ICU [41, 42]. In the past, there have 
been many objections to liberalizing visiting policies in 
ICUs. Indeed, for a long time, the family was considered 
a burden, a possible source of infection and disturbance 
for the staff. The presence of family members was consid-
ered stressful for the patient and for the relatives. There 
was, however, no scientific basis for limiting the presence 

Table 4 Comparison between COVID, Non-COVID and Mixed ICUs

Variable COVID (n = 121) Non‑COVID 
(n = 43)

Mixed (n = 38) p-value

Use of electronic devices for physician ‑ family communication ‑ n (%) 115 (95) 40 (93) 36 (95) 0.908

Kind of electronic device used /115 /40 /36 0.680

Voice call 101 (88) 34 (85) 25 (70)

Video call 67 (58) 17 (42) 21 (58)

Other devices 6 (5) 3 (8) 2 (6)

Communication with families occurs 0.267

 Daily - no. (%) 120 (99) 42 (98) 37 (97)

 2–3 times per week - no. (%) 1 (1) 0 1 (3)

 For major events only - no. (%) 0 1 (2) 0

The doctor gives information 0.046

 mainly to the same family member - no. (%) 79 (65) 18 (42) 19 (50)

 mainly to the same family members - no. (%) 37 (31) 20 (47) 18 (47)

 to any family member - no. (%) 4 (3) 3 (7) 1 (3)

 to anyone - no. (%) 1 (1) 2 (5) 0

Use of electronic devices for patient‑family communication – n (%) 107 (88) 24 (56) 31 (82) < 0.001

Patient has free access to personal electronic devices 115 (95) 36 (84) 37 (97) 0.037

Communication between patient and family occurs 0.763

 Daily - no. (%) 79 (65) 26 (60) 27 (71)

 2–3 times per week - no. (%) 21 (18) 7 (16) 5 (13)

 On occasion - no. (%) 16 (13) 6 (14) 3 (8)

 Never - no. (%) 5 (4) 4 (10) 3 (8)
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of family in the ICU [14]. An Italian survey conducted by 
Giannini et  al. in 2008 described that the median daily 
ICU visiting time was only approximately 1 hour [42]. 
The same authors described in 2011 some improvement, 
with a median visiting time of approximately 2 hours [43]. 
Our prepandemic starting point underlines that, prior 
to the pandemic, further progress was achieved in Ital-
ian ICUs. Indeed, daily visits to patients were allowed in 
all ICUs, with a median visiting time of 5 [2 -10] hours 
and with 12% of ICUs allowing family access more than 
12 hours per day (Table 1).

The outbreak of the new betacoronavirus and the con-
sequent national lockdown changed these habits imme-
diately, putting the advances regarding visit liberalization 
gained with difficulties in recent years at risk. Indeed, all 
hospitals strictly limited family access to hospitals and 
ICUs, and almost 90% of hospitals prohibited access to 
family members. While not directly investigated in our 
survey, we think that clinicians, directly facing the human 
tragedies, sometimes disobeyed the restrictions and per-
mitted access to the ICU [26]. We estimated that only 6% 
of the more than 11,000 patients treated in the ICU dur-
ing the study period received at least one visit. Given the 
high mortality of COVID-19 and, in general, of critical 
illness, this means that thousands of relatives could not 
be close to their loved ones, even during the most deli-
cate moments, such as the end of life [44–46]. Moreover, 
in addition to the denied access to the ICU, the few rela-
tives that could visit were frequently asked to avoid phys-
ical contact with their loved ones (Table 2).

The percentage of patients receiving a visit was differ-
ent according to the type of ICU, i.e., patients admitted 
to “non-COVID ICUs” received more visits than patients 
admitted to COVID or mixed-ICUs (Fig.  1). This find-
ing clearly underlines that the risk of viral transmission 
was bilateral, i.e., family members could inadvertently be 
asymptomatic carriers and infect their loved ones in non-
COVID ICUs, but physicians and hospitals were also 
concerned that family members could contract the virus 
in the ICU. In addition, a complex gowning procedure 
and the use of dedicated personal protective equipment 
(PPE) were required to access COVID-ICUs. It is impor-
tant to emphasize that the family needed to be assisted/
supervised by health care workers during the gowning 
and subsequent removal of PPE. Gowning procedures 
were frequently required in the past to access the ICU 
[47], with the purpose of limiting infection transmission 
from the relative to the patient. This habit was partially 
abandoned in recent years due to a lack of evidence. 
However, during the first pandemic wave, PPE became 
fundamental. There was a worldwide scarcity of high-
filtration masks and other PPE, forcing, on the one hand, 
to reuse masks designed for single use [48], and, on the 

other hand, further complicating the ICU access to fam-
ily members. From an ethical point of view, the shortage 
of PPE is one of the few acceptable reasons to limit family 
presence, as PPE for health care professionals is a priority 
to guarantee the treatment of patients [49].

Receiving clear, understandable and timely clinical 
information is fundamental for family members [13, 38, 
50, 51]. The physical absence of relatives from the ICU 
forced clinicians to completely change their communica-
tion habits. Indeed, as family meetings could not be con-
ducted in person, electronic devices were widely adopted 
as a surrogate. The broad and increased use of phone and 
video calls guaranteed daily communications (Table  3). 
The use of phone calls to communicate with the family 
of ICU patients is not new [42, 47]. However, the purpose 
in the prepandemic period was likely different. Indeed, 
in the past, phone calls were mainly as a complementary 
tool to family meetings to provide reassurance to fam-
ily members. In contrast, during the pandemic wave, 
they were a necessary alternative, a surrogate for family 
meetings.

Interestingly, we observed that information was pref-
erentially provided to the same family member during 
the pandemic, as opposed to the prepandemic period. 
This was very likely an attempt to establish a trustwor-
thy relationship despite obvious difficulties and to avoid 
possible misunderstandings and fragmented commu-
nication due to multiple interlocutors. It is important 
to emphasize that, despite the evident effort to provide 
remote communication in an extremely difficult con-
text, the effectiveness of such communication modalities 
remains a matter of debate [52]. Furthermore, the com-
munication challenges could enhance ethical conflicts in 
the ICU and, consequently health care providers’ distress 
[53]. In particular, “surrogate” remote-communication 
risks increasing the challenges of shared decision-making 
and the quality of care in end-of-life [44, 54]. The impact 
of the modified visiting and communication policies on 
these aspects deserves further attention in future studies.

While the presence of clinical psychologists in the ICU 
did not increase significantly, we observed that their role 
somehow changed. Indeed, given the physical absence of 
family members, clinical psychologists more frequently 
assisted clinicians with the challenging task of remote 
communication. In light of this experience and the grow-
ing literature on the subject, there is, in our opinion, the 
need to increase the presence of clinical psychologists in 
the ICU.

Finally, it is important to note, that the pediatric ICUs 
participating in the study reported only minor disrup-
tions regarding visiting and communication habits. In 
this particular context, i.e., the care of critically ill chil-
dren, the presence of the parents is (and is increasingly 
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perceived) as fundamental [55, 56]. Of course, the experi-
ence of pediatric ICUs strongly suggests that opening the 
ICU during a pandemic of respiratory disease is feasible.

Limitations
Our study has several limitations. First, participating 
ICUs adhered to a project designed to improve com-
munication and humanization in the ICU [31]. It is 
therefore conceivable that our population is somehow 
biased and that the overall Italian reality might be some-
how different. Moreover, we had a response rate of 53% 
with a relevant geographic imbalance, which could be a 
further cause of selection and cultural bias. In addition, 
the present survey, aimed at describing the communica-
tion and visiting habits during the first pandemic wave, 
was conducted while Italy was facing the second wave. 
This, of course, involves a potential confounding factor, 
which needs to be added to the inherent risk of desirabil-
ity and recall bias [57] due to the self-reporting nature of 
the study. Finally, while the reported number of patients 
treated by the participating ICUs is likely accurate, the 
number of visitors is certainly an estimate, as the pres-
ence/absence of family members is rarely reported in 
medical records.

Conclusions
Family members of ICU patients had practically no 
access to the ICU during the first COVID-19 pandemic 
wave and daily remote communications served as a sur-
rogate for family meetings. From an ethical and clinical 
point of view, restricting visits in the hospital/ICU can 
be justified only and exceptionally in case of PPE scarcity 
due to major risks for both the patients and the visitors. 
Currently, given the improved understanding of the pre-
vention of COVID-19 transmission, the availability of 
PPE and the growing immunization due to mass vaccina-
tion, hospitals and ICUs should be responsibly reopened 
to visitors.
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