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Changes to Visitation Policies and Communication
Practices in Michigan ICUs during the
COVID-19 Pandemic

To the Editor:

Critically ill patients are often unable to communicate, placing the
onus on clinicians in ICUs to engage family members. In the United
States, practice has gradually shifted toward including family
members in ICU rounds (1). However, the novel coronavirus
disease (COVID-19) pandemic dramatically altered hospital care in
the United States. For example, early reports suggested many
hospitals restricted access to visitors (2). We sought to understand
changes to visitation policies and strategies used to communicate
with family members because of COVID-19.

We identified all hospitals with ICUs in the state of Michigan
using the 2018 American Hospital Association annual survey
database and by Internet searches. In early April, Michigan’s
statewide ICU occupancy was 71%, the fifth highest in the United
States (3). Within each hospital, an ICU physician or nurse leader
from a medical ICU was identified and surveyed over the telephone
between April 6, 2020, and May 8, 2020. If the ICU leader was
unavailable by telephone, an online survey was conducted.

Participants were asked 1) whether their hospital made any
changes to its visitation policy; 2) what changes were made; 3)
whether their ICU had changed the way it routinely communicated
with family members; and 4) what strategies their ICU was using to
communicate with family members. x2 and t tests were used to
compare responding and nonresponding hospitals. All tests were
two sided, with a P value of less than 0.05 considered significant.
This research was deemed to be exempt from review by the
University of Michigan Institutional Review Board
(HUM00179422).

We surveyed 49 out of 89 Michigan hospitals with ICUs
(response rate = 55%). Characteristics between responding
and nonresponding hospitals were similar (Table 1). All 49
responding hospitals had changes to their visitation policies
because of COVID-19 (Figure 1). One hospital (2%) indicated

that visitation was still allowed but had been restricted to
one visitor per ICU patient. All other hospitals (98%) had
implemented “no visitor” policies; 19 (39%) prohibited all visitors
without exceptions, and 29 (59%) prohibited visitors but allowed
for certain exceptions.

Of these 29 hospitals, 15 (31%) allowed visitors at the end of life
only. In addition to the end of life, 13 hospitals (26%) also made
exceptions for other conditions or procedures, such as birth or
surgery, or for pediatric patients. One hospital (2%) allowed visitors
on a case-by-case basis only. Nine (18%) hospitals permitted only
one visitor for exceptions to the no visitor policy, whereas the other
20 (41%) either limited the number of visitors or did not specify a
number. Five hospitals (10%) mentioned additional restrictions
placed on visitors, such as requiring visitors to be COVID-19
negative or wear personal protective equipment.

Forty hospitals (82%) reported changes to how clinicians
routinely communicated with family members. These hospitals
indicated that changes in communication strategies focused on
virtual forms of communication, such as telephone calls or video
conferencing. Of these 40 hospitals, 17 (35%) provided additional
details about the mode of communication that clinicians were using,
as follows: 11 (23%) used telephones, whereas six (12%) used video
conferencing.

For patient–family communication, 34 hospitals (69%)
encouraged video communication between patients and family
members using tablets or smart phones, whereas one hospital (2%)
was in the process of securing tablets for patients. Two hospitals
(4%) required patients to have their own device to communicate
with family members.

We found that all surveyed Michigan hospitals had changed
their visitation policies, with the majority prohibiting visitors.
These restrictions were in place in urban areas as well as rural
locations less affected by COVID-19. As a result of these changes,

Table 1. Characteristics of Michigan Hospitals by Survey
Response from 2018 AHA Data

Characteristics

Responding
Hospitals
(n= 49)*

Nonresponding
Hospitals
(n= 40)† P Value

Urban 29 (67.4) 26 (74.3) 0.51
Hospital beds 0.67
,100 20 (46.5) 18 (51.4)
>100 23 (53.5) 17 (48.6)

ICU beds 0.82
,20 21 (48.8) 18 (51.4)
>20 22 (51.2) 17 (48.6)

Teaching hospital 4 (9.3) 3 (8.6) 0.91
Critical access

hospital
1 (2.3) 3 (8.6) 0.21

Telehealth
available

22 (51.2) 12 (34.3) 0.14

Intensivists
provide care

26 (60.5) 26 (76.5) 0.14

Definition of abbreviation: AHA=American Hospital Association.
Data are provided as n (%) unless otherwise specified.
*Six responding hospitals did not participate in the AHA database.
†Five nonresponding hospitals did not participate in the AHA database.
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hospitals leaned heavily on virtual forms of communication with
family, predominantly using telephones for clinician–family
communication and video for patient–family communication.

Our findings should be considered in the context of
certain limitations. We cannot account for visitation policies at
nonresponding hospitals, although characteristics between
respondents and nonrespondents were similar. We surveyed ICU
leaders and cannot delineate whether visitation policies may have
differed outside of the ICU or whether individual clinicians may
have used alternative strategies for communication. We cross-
sectionally surveyed hospitals at the height of the spring 2020
COVID-19 pandemic in Michigan, and policies changed over time.
Future work should consider specific details as to how these changes
were implemented and their impact.

Restrictions to hospital visitation policies were placed for
public health reasons to protect patients, family members, and
healthcare staff (2). However, this dramatic change in visitation
policies and communication practices has major implications
for patients, family members, clinicians, and health care at
large.

For patients, early reports of COVID-19 described high rates of
delirium and sedation requirements (4). Access to family members
could reduce delirium and sedative use, which have been associated

with increased mortality, cognitive impairment, and functional
disability (5, 6). Family members play a crucial role for critically ill
patients without decision-making capacity. Their bedside presence
may be important to understanding the patient experience,
promoting effective surrogate decision-making, and preparing for
postdischarge recovery. Family members of ICU patients are at risk
for depression, anxiety, and posttraumatic stress (7). The extent to
which restricted access to their loved ones and changes in
communication with clinicians might influence emotional distress
is unknown. Clinicians who care for patients with COVID-19 may
suffer grave moral distress (8). A driver for this distress may
include the inability to have difficult conversations with family
members in person.

Finally, for health care at large, numerous reports have
identified stark racial and socioeconomic inequities in the incidence
and severity of COVID-19 (9). Restricted visitation may
inadvertently exacerbate preexisting disparities. For example,
underserved communities may have less access to technology
(10), and digital communication may hamper the ability to adapt to
differences in communication styles (11). In addition, the
implementation of restricted visitation policies, particularly
in situations in which exceptions exist, could result in biased
application of policies both within and across hospitals (12, 13).

89 Michigan hospitals
with ICUs were surveyed

40 Michigan hospitals with
ICUs did not respond (45%)

49 Michigan hospitals
with ICUs responded (55%)

49 changed
visitation policies (100%)

19 with no exceptions (39%)

15 at end-of-life only (31%) 1 on case-by-case basis (2%)13 at end-of-life and for certain
procedures/conditions (26%)

29 provided exceptions (59%)

1 restricted visitation
to 1 visitor per patient (2%)

48 instituted
“no visitor” policy (98%)

Figure 1. Changes to visitation policies in Michigan ICUs due to coronavirus disease (COVID-19).
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In the context of uncertainties related to the future of
COVID-19 and other pandemics, we must consider whether
no-visitor policies are essential for continued infection
prevention and to what extent restricted visitation and changes
in communication practices might unintentionally foster poor
health outcomes, inequity, and animosity toward health
care (13). n
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Monitoring Research Blood Sampling in Critically Ill
Patients: Avoiding Iatrogenic Anemia

To the Editor:

As members of the Pathogenesis Subcommittee of the NHLBI
Prevention and Early Treatment of Acute Lung Injury (PETAL)
Network (referred to herein as “Network”), we write to share our
experience in navigating a growing concern about possible
excess blood draw volumes in critically ill patients enrolled in
multiple clinical studies. The Network’s Data Safety Monitoring
Board (DSMB) observed that requests for coenrollment of
patients in ICU-based clinical studies along with potentially
multiple PETAL clinical trials posed a potential risk for
iatrogenic anemia, especially at centers with multiple ongoing
ICU studies. Review of the existing literature revealed limited
guidance for blood volume draw limits in critically ill patients.
For example, the Canadian Medical Research Council
Institutional Review Board (IRB) limits allowable total blood
draw volumes (for both clinical and research purposes) to
140 ml in a single draw and 280 ml in a 30-day period in a
70-kg individual and requires a minimum Hb of 7.0 g/dl (or 9.0
g/dl for subjects with respiratory or cardiovascular compromise)
(1). The U.S. Department of Health and Human Services
guideline recommends a comparable research blood volume
draw limit over an 8-week period (2). A number of IRBs have
adopted similar recommendations without specific guidance
for critically ill subjects (3, 4). These recommendations are
generally based on expert opinion rather than data-driven
patient outcomes.

Our committee noted that existing guidelines are impractical for
ICU patients for a number of reasons, including 1) the time frame of
blood draws for both clinical and research purposes generally occurs
over a 7- to 10-day period in ICU patients rather than a 30- or 60-
day period; 2) an Hb of 7.0 g/dl is the generally accepted transfusion
threshold in the ICU, and drawing blood at that level without
additional clinical considerations might precipitate the need for a
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