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Abstract

Purpose To guarantee the safety of the public, clinicians and patients during the COVID-19 pandemic, hospital visits
were severely restricted internationally. There are limited data on the precise impact of these visiting restrictions on
Intensive Care Unit clinicians. Our objectives therefore were to explore the impact of family visitation restrictions on
clinicians and care delivery and describe innovation alongside areas for potential improvement.

Methods A qualitative approach using focus groups was employed. We recruited members of the multi-disciplinary
team from Spain, France and the UK. Framework analysis was used to synthesize and interpret data.

Results In total, 28 staff from multiple international sites contributed to data across six focus groups: 12 from the UK,
9 from France and 7 from Spain. In relation to the key aims, we derived four themes: the emergence of new technolo-
gies, relationships and rapport establishment, communication challenges and end-of-life care provision. Across each
theme, the overarching concepts of clinician emotional exhaustion and emotional distress emerged alongside the
negative impact on job satisfaction.

Conclusion The impact of COVID-19 family visitation restrictions is far reaching. Future research should examine the

wider impact of family presence in the ICU.
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Introduction

The COVID-19 pandemic has placed unprecedented
demands on hospitals and Intensive Care Units (ICUs)
internationally [1, 2]. Clinicians have managed complex
care situations, alongside their own personal safety, in
a highly demanding environment [3]. To guarantee the
safety of the public, clinicians and patients, hospital
visits were severely restricted [4, 5]. The impact of these
practice and policy changes is still emerging.

There has been a proliferation of quantitative litera-
ture examining the negative consequences of pandemic
care provision on clinicians [6, 7]. The psychologi-
cal consequences include increased anxiety, signs and
symptoms of posttraumatic stress disorder (PTSD) and
clinical burnout syndrome (CBS) [8, 9]. For example,
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one recent European-wide study, undertaken during
the pandemic, estimated a prevalence of self-reported
burnout of over 50% in ICU clinicians [10]. Specific
mechanisms for these psychological sequelae include
the impact of managing personal safety, the delivery of
palliative care and the challenges associated with family
visitation restrictions [11].

Over the last decade, there has been an increased
focus on the delivery of family-centred care within ICU
[12]. This includes the inclusion of family members
in decision making and care provision, facilitated by
open and often non-restricted visiting [13]. Yet, there
are limited data on the precise impact of these visiting
restrictions on clinicians, and what innovations, if any,
were successfully adopted to maintain family-centred
care during the pandemic.

Therefore, the aims of this study were: explore the
impact of COVID-19 family visitation restrictions on
ICU clinicians and care delivery and describe innova-
tion alongside areas for potential improvement across
three different European countries.

Methods

This study was approved by the Scientific Officer of
the West of Scotland Research Ethics Service as Ser-
vice Evaluation (UK approval); the Hospital Clinic
of Barcelona Medical Research Ethics Committee
(HCB/2021/1115) (Spanish approval); and the research
ethics board Sud Méditerranée (2020-A00809-30;
CNRIPH: 20.03.27.73019) within the framework of the
BURDENCOV study (French approval).

All participants provided written informed consent.
The Consolidated Reporting of Qualitative Research
(COREQ) checklist was used to report findings (Addi-
tional file 1: S1) [14].

Design and setting

A qualitative approach was used to address the study
aims. We chose qualitative inquiry as we wished to hear
participants describe their experiences in enough detail
to enable a comprehensive understanding of the interplay
between family visitation policies and clinician experi-
ence. Focus groups were chosen as a method of data
collection as the interaction between those involved is
thought to help participants consider and reflect upon
aspects of daily life (and work) that are sometimes taken
for granted [15].

Clinicians were recruited from three international sites
to understand if staff experiences differed across interna-
tional contexts. Details of the international policy related
to hospital visitation are provided in Table 1. Interviews
were undertaken in the local language and translated
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into English. Participants were recruited through adver-
tising this research in staff areas and via personal solici-
tations; staff interested in participating were then given
the option to attend a focus group. We aimed to recruit
a diversity of clinicians to fully understand the impact of
family visiting restrictions across the entire MDT.

Focus groups were facilitated by experienced research-
ers and were undertaken in-person (in the hospital set-
ting) and virtually. Researchers involved in focus group
facilitation had extensive experience of qualitative data
collection. Within this analysis, data saturation was
defined as the point at which linking the concepts of two
consecutive focus groups revealed no additional insights
[16]. This was determined by the research team via itera-
tive discussion across international sites.

A semi-structured topic guide was developed a priori
(Additional file 2: S2); questions were open ended, and
participants were encouraged to explore issues they
considered relevant. Questions were reviewed by par-
ticipants for clarity before utilization. Demographic data
were collected from participants which included gender,
age, profession and number of years of experience in crit-
ical care.

Data analysis

Data were analysed using thematic analysis, informed
by framework analysis [17]. This analytical framework
allows structured and systematic analysis of data and has
been used in previous critical care research [18, 19]. The
data were systematically analysed against the research
aims: explore the impact of family visitation restrictions
on care delivery and clinicians; describe innovation and
explore areas for potential improvement. The frame-
work analysis technique was used to analyse data across
these concepts, through seven stages: (1) Transcription;
(2) Familiarization; (3) Coding; (4) Developing a working
analytical framework; (5) Applying the analytical frame-
work; (6) Charting data into the framework matrix; and
(7) Interpreting the data [17].

Two researchers (JM and KP) independently under-
took preliminary sweeps of the data, and initial codes
were identified. The codes were checked against the
study aims, resulting in the development of a prelimi-
nary coding framework. These initial codes were used
to develop a thematic framework by grouping themes,
which linked concepts. Thematic sets were then cre-
ated and organized into a framework matrix to create
the final themes (Additional file 3: S3). Following the
creation of this matrix, researchers examined potential
international differences. Key quotes to support find-
ings were extracted by JM and KP.
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Table 1 Visiting policies across the international contexts

Country Date Guidance
UK Pre-COVID-19 Open visiting for all ICU patients
March 2020 UK Lockdown. One visitor at the end of life, visitor then follows COVID exposure guidelines and self isolates follow-
ing the visit
July 2020 One named designated visitor plus additional visitor at end of life
August 2020 Two designated visitors plus additional visitor at end of life
September 2020 End-of-life visiting only
April 2021 One named visitor
July 2021 Two visitors
August 2021 Full person-centred visiting
January 2022 End-of-life visiting only
March 2022 One interchangeable visitor per day
May 2022 Full patient-centred visiting
Spain Pre-COVID-19 3 times a day (7:15-7:45; 13:00-14:00; 20:00-21:00), any visitor, maximum 2 at the same time. Exceptions were
covibIcu made depending on the patient
March 2020 No visitors allowed. Exceptions were made: one visitor at the end of life. Information was provided by phone
June 2020 No visitors allowed. Exception included patients admitted for more than 8 weeks
November 2021 One visitor 1 h (13 h or 20 h). Exceptions were made depending on the patient
May 2022 2 times a day (13:00-14:00; 20:00-21:00), one visitor. Exceptions were made depending on the patient
Spain Pre-COVID-19 3 times a day (7:15-7:45; 13:00-14:00; 20:00-21:00), any visitor, maximum 2 at the same time. Exceptions were
Non-COVID ICU made depending on the patient
March 2020 Spain Lockdown. One visitor at the end of life
April 2020 One visitor 1 h (13 hor 20 h)
May 2021 2 times a day (13:00-14:00; 20:00-21:00), any visitor, maximum 2 at the same time in the room
July 2021 One visitor 1Th (13 h or 20 h)
September 2021 2 times a day (13:00-14:00; 20:00-21:00), one visitor
October 2021 3 times a day (7:15-7:45; 13:00-14:00; 20:00-21:00), any visitor, maximum 2 at the same time. Exceptions were
made depending on the patient
November 2021 2 times a day (13:00-14:00; 20:00-21:00), one visitor
December 2021 One visitor 1 h (13 h or 20 h)
February 2022 2 times a day (13:00-14:00; 20:00-21:00), one visitor
May 2022 3 times a day (7:15-7:45; 13:00-14:00; 20:00-21:00), any visitor, maximum 2 at the same time. Exceptions were
made depending on the patient
June 2022 2 times a day (13:00-14:00; 20:00-21:00), one visitor
September 2022 3 times a day (7:15-7:45; 13:00-14:00; 20:00-21:00), any visitor, maximum 2 at the same time. Exceptions were
made depending on the patient
France Pre-COVID-19 Open visiting for all ICU patients
March 2020 France Lockdown: No visitors allowed in the hospital. Saint Louis ICU allows one visitor at the end of life. No waiting
room
April 2020 The ICU at St Louis decides to allow one visitor/patient/day. In end-of-life situations, more than one visitor allowed
as long as the visitors do not come at the same time. No waiting room
June 2020 Open visiting for all ICU patients during the day. However only one visitor at a time. No waiting room
October 2020 Open visiting for all ICU patients as before COVID

Member checking with participants was undertaken.  Participants who had agreed to ongoing contact with the
Member checking, also known as participant validation, research team were involved in this process (n=3). Par-
is a technique for exploring the credibility of results. Data  ticipants involved in the member checking process were
or results are returned to some participants to check randomly selected for involvement in this step of the data
for accuracy and resonance with their experiences [20].  validation process.
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Results

In total, 28 staff from three international sites contrib-
uted to data across six focus groups. These participants
represented multiple ICU professions including nursing,
medicine, physiotherapy, pharmacy and health care sup-
port workers. Focus groups were undertaken between
June 2021 and July 2022. Each focus group lasted
between 45 and 80 min. Participant demographics are
detailed in Table 2. After iterative discussion across the
research team, no new themes emerged following these
focus groups and data saturation was achieved.

In relation to the aims, we derived four themes from
the data: the emergence of new technologies; relation-
ships and rapport establishment, communication chal-
lenges and end-of-life care provision (Table 3). Within
each theme the impact on clinicians, care delivery, inno-
vation and potential improvements were delineated.
Across each theme, the overarching concepts of emo-
tional exhaustion, emotional distress and low job sat-
isfaction emerged. Following a robust examination, we
found no differences across international sites, indeed the
findings mapped in an identical manner internationally.
A selection of representative quotes across international
sites is presented in Table 3.

Table 2 Demographics of focus group participants

Demographic n (%)
Participant Region:
UK 12 (43)
France 9(32)
Spain 7 (25)
Gender
Female 21 (75)
Male 7 (25)
Age, Years, Median (IQR) 39 (IQR:32-47)
Professional background
Nurse 10 (36)
Medicine 10 (36)
Physiotherapy 3(11)
Healthcare Support worker 2(7)
Advance Practitioners in Critical Care 2(7)
Pharmacy 13)
Years of ICU experience
Less than 5 6(21.5)
5-10 years 6(21.5)
11-15 years 8 (29)
16-20 years 4(14)
20 years+ 4(14)
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Emergence of new technologies

The introduction of new technologies for the facilitation
of family communication was discussed. The rapid pace
at which technology was implemented caused anxiety
for participants. Anxiety was due to a perceived lack of
governance arrangements, alongside worries about how
families may feel when viewing their loved one during
video calls.

_..but if the patient had been in the prone position,
1 tried to find an angle that wouldn’t shock the fam-
ily... and taking those pictures, it stayed with you!

Participants also described anxiety around access to
technology from the family perspective. Inequalities in
access to technology, especially with elderly patients,
caused apprehension with staff.

T really felt for the generations in the family. They
were saying 1 don’t know if I have got that type of
phone, or I'll need to wait until my granddaughter
comes round. I was anxious about that.’

Across the focus groups participants described how
the ‘non-technical’ skill of communicating with families
became a ‘technical skill. Organic conversations within
ICU, which staft described as being important to deliv-
ering consistent care, were formalized into ‘factual; pre-
scribed telephone conversations:

T think the most horrible part from my perspective
is that it became a very cold situation... if a patient
dies, it is very painful and ugly, but when you see
the family is when it hurts on a personal level. This
by phone, because it is done as something more
mechanical and cold. It was horrible, it was cold’

Potential improvements in relation to virtual visiting
were explored. Improvement activities were primarily
focused on education and training needs of staff, along-
side the provision of logistical requirements such as
password access. Participants highlighted that training
in undertaking virtual visiting required as much focus as
‘technical’ caring duties:

“There was nothing about how we were going to com-
municate with families. We were practicing proning,
we were practicing all the kind of treatments and the
things we were going to do, but there was no discus-
sion about how we were going to communicate with
families’
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Relationships and rapport establishment

Participants highlighted the crucial role which fami-
lies play during ICU admission. For example, a clinician
highlighted the importance of family relationships in care
delivery:

Tt is like cleaning a patient, maybe it is a burden,
but in the end, it is for the wellbeing of the patient.
The family is the human part that is not a burden.
I think it is something necessary. Does it take time?
Yes. Do we have to adapt to that? Yes. Are they
sometimes difficult? Also, a lot. But it is necessary.
Super-necessary.

During the initial stage of the COVID-19 pandemic,
participants described a move from personalized fam-
ily interactions to ‘transactional relationships. This loss
of relationship and rapport had several negative conse-
quences for clinicians including increased anxiety about
the care family members were receiving and the creation
of a ‘cold’ working environment:

Tt suddenly became very cold...it was very strange
frankly, it was a bit dehumanizing.... it was a bit
glacial’

This change in relationship dynamic between staff and
family members was also perceived to have a negative
impact on care delivery. Participants described how care
became depersonalized, with a loss of person-centred
care:

‘Even if someone had been sedated for a few weeks, I

feel like you were able to get a really good picture of
their homelife. Their families would bring up photo-
graphs and tell you stories about who they were. If
that person woke up, you felt that you had a rela-
tionship with them because of their family. With
COVID, it felt like everybody was just the same...
You didn’t know who they were as people, it made it
really difficult to be as empathetic and provide that
side of care!

The creation of tools to improve relationships and rap-
port between patients, families and staff were discussed.
In addition to the introduction of virtual visitation, these
included the use of electronic ‘what matters to you tools’
as well as individualised solutions such as personalized
family messages and recordings:

A family put up videos, recorded videos of them-
selves talking to the patient, just saying reassuring
things, hearing familiar voices and playing music
they were familiar with. They uploaded the video
and you could have it playing at the bedspace con-
tinually... I remember thinking it was really good.
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Communication challenges

Across international settings, participants described the
challenges which visiting restrictions brought to com-
munication. One of the most challenging aspects was
the difficulty in describing the clinical ‘situation’ without
family members present. Participants recounted that pre-
pandemic, family members would often be at the bedside
much of the day and could comprehend via formal and
informal conversations, as well as through direct visuali-
zation, the progress, or lack of progress which a patient
was making. As such, communication without families
present was more difficult:

“They (families) need to be informed and very often
need to be reassured in a visible and concrete way...1
wait for the family to be there to do a session so that
the relative can see the evolution and the progress.

The challenges with communication were perceived to
have a direct impact of care delivery. Not having families
present to provide commentary and support, made care
delivery challenging. A physiotherapist described the
negative impact of fragmented communication:

‘When patients were fit enough to begin rehab, they
tended to be at a much lower physical ability level.
The global effect on the patient was huge....you had
the psychological distress, there were huge chunks of
their life missing. They didn’t have their family with
them, they had no idea what was going on...Getting
patients to engage without that sense of familiarity
was an added challenge on top of their physical limi-
tations!

The contribution of family members in supporting
communication and care during rehabilitation was also
discussed within the context of delirium management:

..most of them are super disorientated, agitated
and very restless and I think that in those circum-
Stances seeing a familiar face, a relative, always
helps. Apart from the fact we were strangers...with
the mask...I mean we were in disguise!

Innovations and improvements to support communica-
tion were described. One area of innovation included the
development of local environment’ films. These included
be pre-recorded films describing the ICU environment,
alongside noises and equipment, which families could
view, to allow contextualization and visualization of how
care was being delivered. This was utilized in place of
in-person visits to ICU where families would encounter
the machines and technologies present in an ICU setting
and thus facilitate improved communication during tel-
ephone conversations with staff.
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1 think it would have been helpful if there was some-
thing we could have sent them electronically...this is
the ventilator, this is the computer, this is the moni-
tor, these are the infusion pumps...this is what to
expect in ICU

End-of-life care

The provision of end-of-life care was explored in-depth.
In relation to the impact for staff, there was the need for
a change in roles for clinicians. Participants across all dis-
ciplines acknowledged that this was particularly difficult
for nursing staff; they described nurses had to adopt the
role of family members in palliative situations, as rela-
tives were unable to be present in the hospital.

‘Sometimes we would feel a certain transference. We
would say ‘if it was someone in our family, wouldn’t
we like that someone in the ward stayed with him or
her as she passes away? Can’t we make that gesture
at least?’

Changes to the delivery of care 7ituals’ during pal-
liation were also described by participants. A participant
from France spoke of these changes:

‘For palliative cases, we would open the doors to

families, put a bed in, try to support them... and it
is exactly the opposite, people are dying and we shut
the doors, it is a bit bewildering, surprising to do the
opposite.

A lack of standardization across visitation restrictions
and inconsistent implementation locally caused anxiety
and frustration. In relation to improvement activities,
staff described the importance of a consistent approach
as being key to improving and delivering care:

“That's when our ethical dilemma begins: okay I will
let you in, but because it me, I assume responsibility
of that, but tomorrow maybe not!

Interestingly, a small number of staff also discussed
how family visiting restrictions may have been beneficial
to the provision of end-of-life care and care provision
more widely during the pandemic. This feeling appeared
to be rooted in the volume of death which was experi-
enced within the ICU environment during the pandemic,
alongside the nature of care, such as frequent proning.
For example, one participant discussed how families may
have been ‘traumatised’ by the ICU environment during
this time:

1 almost found it easier not to have relatives because
there were people dying so often and they just didn’t
look like themselves. Did we actually save them from
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something in a way? How hard would it have been to
come up daily... to have seen their loved one proned
all the time, and when we would unprone they
became ill so quickly, the rush that happens after all
of the staff appear, actually, would that have trau-
matised them?’

Staff well-being

Across theme generated, there was the manifestation of
emotional exhaustion, emotional distress, and loss of job
satisfaction for clinicians (Fig. 1).

Emotional exhaustion manifested in several ways;
most notably staff described feelings of fatigue and being
overwhelmed. A participant described the impact of the
introduction of new communication strategies, to ensure
that families had access to their loved one and the impact
that this had on clinicians:

l...not only giving them a clinical update, but then
trying to get hold of their email, trying to sort out
technology. I just found it a bit overwhelming on top
of the job we already do!

The negative, longer-lasting emotional consequences
that pandemic care provision and visiting restrictions
had on staff well-being, alongside subsequent emotional
distress, also emerged:

‘For me the satisfaction is that we get people bet-
ter, although there are people who do not improve
and suffer. But for me what has happened with the
pandemic, the management of all that pain, I think
many of us carry it. I have not been able to manage
it!

In relation to end-of-life care, staft also described feel-
ings of guilt and frustration, which led to distress. Clini-
cians delivered heartbreaking news to families, in parallel
with enforcing visiting restrictions:

‘We were saying ‘yeah you can come up, but you are
going to get exposed to COVID, which your loved one
is going to die from, and you are going to have to iso-
late afterwards and not be able to get support from
anybody!

Visitation restrictions and the consequences of these
restrictions appeared to result in a loss of job satisfaction.
One participant described how their role felt without the
presence of families:

Tt was a feeling similar to working on a production
line in a factory, without the contact of families...it
was like a factory job!
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Decreased Job Satisfaction

Delivery of
isolated
palliative
care

De-personalisation
of care and loss of
family relationships

SPo
2]

Emotional Distress

Rapid
introduction
of new
technology

Emotional Exhaustion

Fig. 1 Conceptual Figure describing the impact on staff well-being of restricted visiting arrangements

Discussion

This qualitative analysis described the impact of pan-
demic visitation restrictions had across a diverse range
of ICU clinicians, from multiple European settings. It
has demonstrated those visitation restrictions imple-
mented influenced care delivery in the ICU. The devel-
opment of innovation was described, including the use
of virtual visiting technology, as well as areas for future
quality improvement efforts. Across international sites,
clinicians described feelings of emotional distress and
exhaustion due to the implementation of restrictions.
The absence of visitors also appeared to have a negative
impact on job satisfaction.

The importance of family input into the provision
of ICU care is not new [21, 22]. Prior to the pandemic,
research focused on the type of visitation arrangements
(flexible vs fixed) and demonstrated the impact on rates
of delirium and ICU acquired infections [23]. The present
findings extend this previous knowledge by delineating
the impact that family visitation has on the entire ICU
system, including care delivery and clinician well-being.
Indeed, the findings of this research would suggest that
family members may be crucial members of the ICU
team.

While the findings of this study do not provide une-
quivocal evidence, they should be used as a foundation
for further empirical research, exploring the full and
diverse contribution of families in the ICU environment.

Recent evidence has shown that family members
appreciate and benefit from virtual visiting and the tech-
nology which has been implemented to facilitate virtual
visiting [24]. However, similar to previous research this
analysis found discordant views about the use of tech-
nology from the clinician perspective [25]. Participants
described anxieties around the introduction of this tech-
nology including governance arrangements and the abil-
ity to undertake filming due to logistical requirements.
Interestingly, this analysis extends these insights by high-
lighting that some family members appeared to struggle
with access due to digital literacy and access to appropri-
ate technology. There have been several reports describ-
ing the negative impact which virtual clinic attendance
has on health inequalities, with those from more socio-
economically deprived areas, and older adults most
likely to be disadvantaged [26, 27]. To our knowledge,
this evidence is not available in relation to virtual visiting
for family members. During subsequent development,
it is crucial that health inequalities are not exacerbated
through this innovation. Future research should examine
this technology with specific emphasis on evaluating the
intervention across the socio-economic spectrum.

Despite differences in international visiting restric-
tion policies, we found no differences across the sites
included, with the mechanisms for the negative impact
on clinician well-being being mapped in an analogous
manner. The researchers did not ask participants to
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discuss particular timeframes in relation visiting restric-
tions; broad experiential questions around restrictions
were asked. Other factors may have therefore contrib-
uted to our findings, which were not captured via the
focus group approach, for example, pandemic care hos-
pital policies. However, it might also be the case that
any type of restrictions may have consequences for care
delivery. Future national and local policy should be mind-
ful of the multiple effects which could arise from visiting
restrictions.

Participants spoke in detail of the negative conse-
quences which the restrictions had on their ability to pro-
vide high-quality, person-centred care. This contributed
to depersonalization of care and subsequent emotional
distress for clinicians. Emotional distress, fatigue and
poor job satisfaction have been identified as key contrib-
utors to CBS [28, 29]. Previous literature has objectively
measured a high rate of CBS in ICU clinicians during the
pandemic, with visitation policies cited as a key driver
[7, 30]. This research highlights the crucial need for cli-
nician psychosocial support, to address the potential
outcomes of CBS. CBS is not benign and has multiple
clinical implications including decreased patient satisfac-
tion and care quality, alongside increased rates of staff
turnover, with obvious implications for patient safety
[29]. When addressing CBS therefore, it is crucial that
managers and policy makers focus efforts of developing
a resilient system which provides environmental and cul-
tural protection from the causes of CBS, and not focus
primarily on individual staff psychology and coping skills
[31]. Uniquely, this present research develops tangible
mechanisms by which CBS could be mitigated including
adequate training in relation to technologies and the pro-
vision and implementation of consistent visitation poli-
cies. More novel techniques such as reconnection with
patients and family members following hospital discharge
have also been cited as potential mediators of CBS, with
bidirectional benefits for patients [18, 28, 32]. Reconnec-
tion could be facilitated via patient follow-up, informal
visits back to ICU, or staff and family joint events. Future
research should examine these low-cost strategies in the
context of CBS.

Interestingly, participants did not focus on safety
issues such as infection control, which were the pri-
mary purpose of restrictions. Moreover, although a
small number of staff did describe some potential posi-
tive consequences of restrictions, due to the ‘traumatic’
nature of the care environment, the primary focus
across the three international contexts was around
the emotional and relational damage which emerged
because of restrictions. This finding might be due, in
part, to the timing of the data collection, especially
with the establishment of vaccination programmes and
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stringent public health measures, alongside the subse-
quent decline in ICU mortality [33]. It might also be
that that the perceived negative consequences which
emerged due to visiting restrictions were viewed as a
greater risk to family and patient well-being, than issues
such as infection transmission. Policy makers should
carefully consider the multiple effects of restrictions
and implement tailored, balanced mitigation strategies
in response to these if this situation arises in the future.

Strengths of our study include the inclusion of rich
perspectives from a broad range of professionals, across
international sites. There are limitations to these data.
Although the use of focus group data collection has
multiple advantages, this approach may be subject to
bias, as participants are motivated to take part. Those
who facilitated the interviews also contributed to the
analysis and presentation of data. The researchers took
multiple steps to ensure that the validity of the find-
ings were not compromised in relation to this, such as
the use of member checking; however, other interpre-
tations of the data might have been found. Finally, we
did not explicitly capture or measure CBS or emotional
distress. As such, this interpretation warrants further
investigation.

Conclusion

In conclusion, the impact of family visitation restric-
tions is far reaching. We identified that the restrictions
had an impact on staff well-being and job satisfaction
alongside a negative impact on care delivery. Potential
innovations to develop care delivery and staff well-
being were identified and included adequate training in
relation to technologies and the provision and imple-
mentation of consistent visitation policies.
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