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Presentation 

The Opinion deals with a particular aspect of healthcare organisation, that 
of visiting policies (accompaniment and family visits) in the ICU: an application 
of the principle of respect of the person in healthcare treatments (Article 32, 
para.2) that is not always adequately considered. This principle involves taking 
charge of the patient, not only as an isolated individual and as a mere body to 
be treated, but as a person with meaningful relationships; which, the patient 
should not forcibly be deprived of, so as not to add the weight of loneliness 
(sense of segregation and separation) to the already serious condition of 
illness. In addition, the presence of loved ones, can be seen as an application 
of the principle of protection of autonomy, both because it satisfies a 
fundamental requirement of the patient according to his own instructions and 
because the patient receives support from his loved ones accompanying him 
during the stay in the ICU. Last but not least, given that, by so doing there is 
also an improvement in the same quality of the medical care, the model of the 
open ICU is to be recommended even for reasons of improved efficiency of the 
safeguarding of health. The ethical dimension of the problem is in accord with 
that of medical efficiency. 

Numerous data, in fact, suggest that promoting access to the ICU for 
family members and visitors, not only does not prove dangerous for patients, 
but rather it is beneficial both for them and their families. In particular the 
''opening” of the ICU does not cause an increase in infections in patients, while 
statistically there is a significant decrease in both cardiovascular complications 
as well as anxiety scores; in addition, patients have hormonal indices of stress 
that are significantly lower. A further positive effect is represented by the clear 
reduction of anxiety in family members. For example, mothers of hospitalised 
children in an “open” ICU have stress indices that are lower than those with 
children in an ICU with "limited access". 

The Opinion makes clear, however, that an "open" ICU in no way means 
an ICU without rules, and it is therefore necessary to draw up guidelines which 
allow for organising the opening so as to safeguard the other values at stake 
(such as, security, order in the hospital, hygiene, privacy, confidentiality, 
intimacy). Therefore the Opinion also highlights the problem of the rules of 
behaviour which the visitors themselves must comply with; behaving 
respectfully towards people and places, in order to maintain orderly and 
advantageous access to hospitals and intensive care in particular. 

The Opinion concludes by recommending promotion of the right of 
patients admitted to ICUs to have their families or loved ones close to them in 
accordance with their instructions. In order to achieve this general objective, 
ICUs must adapt their organisation and visiting policies to the model of the 
"open" ICU. 

The Opinion has been drawn up by Prof. Andrea Nicolussi. In the drafting 
of the Opinion, Prof. Nicolussi primarily made use of the consultation and 
extensive written contributions of Dr. Alberto Giannini, who has worked for 
years, regarding both the theoretical elaboration as well as practical 
experience, in the development of the organisational model of the open ICU. 
Prof. Rodolfo Proietti, a member of the expert Committee in this field, carried 
out general scientific and technical supervision. Other written contributions 
were received from Prof. Antonio Da Re and the late Prof. Adriano Bompiani, 
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just a few days before his death. The Opinion also takes into account the 
suggestions of Profs. Salvatore Amato, Francesco D'Agostino, Lorenzo 
d'Avack, Riccardo Di Segni, Silvio Garattini, Marianna Gensabella, Laura 
Guidoni, Laura Palazzani and Monica Toraldo di Francia. 

In the plenary session of the 19th July 2013, the Opinion was approved 
unanimously by those present, Profs. Salvatore Amato, Luisella Battaglia, 
Stefano Canestrari, Francesco D'Agostino, Lorenzo d'Avack, Antonio Da Re, 
Riccardo Di Segni, Carlo Flamigni, Romano Forleo, Silvio Garattini, Marianna 
Gensabella, Laura Guidoni, Demetrio Neri, Andrea Nicolussi, Laura Palazzani, 
Rodolfo Proietti, Giancarlo Umani Ronchi, Monica Toraldo di Francia, Grazia 
Zuffa. Profs. Cinzia Caporale and Assuntina Morresi not present at the time of 
voting subsequently approved the Opinion. 

 
 

The President 
Prof. Francesco Paolo Casavola 

 
 



5 
 

1. Introduction 

The National Bioethics Committee in this Opinion pays attention to a 
particular aspect of healthcare organisation - that of the presence of family 
members and visitors in the intensive care unit - which not only has implications 
on the quality of care, but also involves elements of particular importance even 
as regards specific bioethical reflection. 

The issue pertains to the more general question of the humanisation of 
care, of which accompaniment and visits to hospitalised people constitute a 
fundamental part. It can be seen as a time of development of the tendency to 
promote a greater respect for the individual in treatment and healthcare 
facilities, also consistent with a conception conducive to a broader protection of 
health, inclusive of the material and social conditions most suitable for the well-
being of the person. This new orientation, above all starting from the second 
half of the twentieth Century, led to introduce significant changes in the 
healthcare organisation. Even in Italy, notwithstanding frequent delays, the 
regional inequalities and organisational difficulties often reported in our 
Country, some progress has been made, particularly since Law No. 833 of 23rd 
December 1978. By means of this a general framework for the development of 
Italian healthcare has begun to be delineated, establishing in an organic 
manner the different sectors and introducing the collaboration of the various 
requests of civil society that have emerged in the meantime: take for example 
the "movement for the protection of the rights of the sick "and the movement for 
the so-called humanisation of hospitals" to the training and legal recognition of 
voluntary assistance in its various forms, these contributions were institutionally 
recognised and received intrahospital representation, contributing to 
modernising hospital management. 

In this context, enhanced by a renewed culture of the protection of health, 
sensitive also to the recommendations from the psychology and sociology of 
health, the then new requirements were able to become relevant and were 
initially met, even thanks to cultural stimulus and the collaboration of 
universities. One need only recall psychological assistance by suitably trained 
workers, the preparatory courses for pregnancy and childbirth which also 
included the presence (if requested by the parturient) of the father in the 
delivery room, "rooming in" in order to facilitate initial "maternal- neonatal 
attachment", the possibility for mothers to stay next to sick children even during 
the night in pediatric wards - when recommended, longer visiting times by 
family members to patients and, more recently, the discipline of palliative care. 
These are examples of a progressive modification of the approach that was in 
the past dominant in hospitals - characterised by a "directorial and paternalistic" 
attitude and by an objectivising conception of the hospitalised person, 
reductively considered merely as a body, the object of treatment - towards a 
greater openness to human needs and better co-operation with families which 
even in Italy is gradually being achieved, despite persisting difficulties not only 
of an economic nature. 

Indisputably, much is still to be done to make health facilities and the 
training of personnel better equipped to promote full respect of the human 
person as patient, making possible, as appropriate, the presence of loved ones, 
and so avoid imposing, on those who are already in a serious condition of 
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discomfort, an artificial separation from their relational life. In this broader 
framework, this Opinion of the NBC focuses on the particularly sensitive sector 
of hospital stays in intensive care and resuscitation units. 

Precisely from this specific point of view, it may be appropriate to recall 
that more than ten years have gone by since Hilmar Burchardi, then president 
of the European Society of Intensive Care Medicine (ESICM), wrote in an 
editorial in the official journal of ESICM that "it is time to recognise that the 
intensive care unit should be a place where humanity is given the highest 
priority. It's time to open those intensive care units that are still closed "[1]. The 
time interval that has elapsed since then has certainly led to the changes in 
direction desired by Burchardi, but the '"openness" of Intensive Care (ICU) 
even if it is no longer a "dream" is certainly still far from being completely a 
"reality". 

The international literature in the field provides a mixed picture regarding 
visiting policies (i.e. the rules that govern the presence of family members and 
visitors) in the ICU. The most recent data indicate that the percentage of ICUs 
that do not place restrictions on visiting over 24 hours is 70% in Sweden [2], 
32% in the U.S. [3], 23% in the UK [5], 14% in Holland [6], 7% in France [7] and 
3.3% in Belgium [8]. 

According to the data of two recent studies [9, 10], Italian ICUs maintain 
on the whole one of the most restrictive visiting policies. However, over the last 
five years in Italy there has been a small but not negligible change: the median 
of daily visiting hours has essentially doubled (from 1 to 2 hours) and there was 
a real increase (from 0.4-2%) in the percentage of ICUs that allow visiting over 
the entire 24 hours. However, in ICUs for adults, there are restrictions on both 
the number of visitors (92% of ICUs) and on the type of visitors (17% of the 
wards admit only close family members, 69% do not allow children to visit). In 
addition, a part of the ICUs do not change their rules regarding access for 
visitors neither if the patient is a child (9%) nor if the patient is dying (21%). 
Almost all of the ICUs impose the use of protective clothing (lab coat, shoe 
covers, mask, gloves). A particularly significant aspect is the fact that a quarter 
of ICUs for adults do not have a waiting room for family members. 

As regards Italian pediatric ICUs [11], currently visiting hours are on 
average five per day. 12% of wards do not impose restrictions in the 24 hours 
on the presence of parents, while 59% do not allow the constant presence of a 
parent, not even during daylight hours. Lastly, one-third of pediatric ICUs, do 
not have a waiting room for family members. 

In Italy even neonatal ICUs have, on the whole, rather restrictive visiting 
policies: only 30% of them, for example, allow entry to parents 24 hours a day 
(compared to 100% of Swedish, Danish and UK ICUs, or 71 % of those in 
France) [12]. 

2. Promoting visiting policies in the ICU 

2.1. The reasons for a choice 

For many doctors and nurses the expression "open" ICU is still a sort of 
oxymoron or, in practice, an unrealistic condition: noun and adjective would be 
opposed in an inescapable contradiction. This point of view is largely consistent 
with the origins of intensive care medicine. In fact, since their introduction less 
than fifty years ago and for many years afterwards, ICUs have been - in Italy as 
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elsewhere - "closed" wards where access to family members and visitors were 
regarded unfavorably and, therefore, very limited. This separation of the patient 
from the people dear to him was motivated mainly by fears regarding the risk of 
infection, interference with patient care, increased stress for patients and their 
families, and breach of the confidentiality of information [1, 13]. 

So, for many years the admission of a patient in the ICU has followed 
what has been described as the "principle of the revolving door" [9]: when the 
patient entered, the family was sent out. The logic that one can see in these 
consolidated behaviours can be traced to a technocratic-rationalist conception 
that tends to rigidly separate the places of different technical and work activities 
from those of family relations, while absolutising the good reasons relating to 
organisation, safety or hygiene. In this perspective, in fact, we tend to believe 
that, in terms of a strategic objective of primary importance such as the 
protection of the life and health of the patient, we can proceed to a sort of 
"kidnapping" of the patient. The reduction or abolition of contacts with the 
patient’s own world of meaningful relationships and affections would, in other 
terms, be the price to pay for having a significantly higher benefit, which is, 
precisely, the protection of life and health. Hence the lack of concern to make 
compatible with such an objective the maintaining of relationships, as far as 
possible, and therefore combine rather than separate, biological life and 
relational life. 

However, on the basis of scientific evidence not only do certain reasons 
given for limiting visiting have no basis [1, 13], indeed there are strong 
arguments in favour of increased access to the ICU by the patient's family 
members. Current knowledge has shown that separation from loved ones is a 
significant cause of suffering for the patient admitted to the ICU [14, 15] and 
that, for the family, to be able to visit without excessive restrictions, represents 
one of the most important needs [16 - 18]. In this regard, it is interesting to note 
that doctors and nurses greatly underestimate both the need of the patient to 
have their loved ones close to them [15] as well as the need of the family [19] 
to receive information and to be able to be near to the loved one (these needs, 
together with reassurance, support and comfort are those mostly manifest by 
the families of the patients of ICUs) [17-19]. 

Considering more specifically the pediatric field, separation from parents 
has long been recognised as a major source of stress for hospitalised children 
[20]. From the point of view of parents, as well as the uncertainty related to the 
child's illness and its outcome, a significant cause of stress is the loss of their 
parental role. [20]. Being with the child, along with frequent and accurate 
information about his condition, represents the greatest need of parents and 
often their priority is not being constantly present at the child's bedside, but 
rather the possibility of visiting the child when they can or wish to [21]. Mutatis 
mutandis, the separation from loved ones is a serious limitation also for the 
elderly who often need the comfort and support of family members even to 
make decisions relating to health care treatments. 

The separation from loved ones for the patient often becomes an 
additional and unjustified "price to pay" that is not related to the illness or to the 
serious event giving rise to admission to the ICU. Alongside the suffering of the 
patient there is, however, also that of members of the family, which often goes 
unrecognised or is not considered: symptoms of anxiety and depression, for 
example, have been detected respectively in 73% and 35% of family members 
[22]. In addition, symptoms of post-traumatic stress compatible with a moderate 
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to severe risk of post-traumatic stress disorder (PTSD) have been reported in 
33% of family members [23]. It is important to point out that the suffering of the 
family is neither a tardive event (i.e. associated only with prolonged 
hospitalisation) nor a transient one. Conversely, it begins early and may be 
persistent. Data in literature indicate that already 3-5 days after admission of 
the patient to the ICU a high percentage of family members have symptoms of 
traumatic stress (57%), anxiety (80%) and depression (70%) [24]. In addition 6-
12 months after discharge, it is estimated that 27% of the parents of children 
admitted to a pediatric ICU is at high risk of PTSD (compared to 7% of the 
parents of children admitted to a ward). [25]. These and other studies have 
helped to define a precise framework, called post-intensive care syndrome 
family (PICS-F), constituted by a series of psychological complications 
occurring in the family members of a patient admitted to the ICU [26, 27]. 

Numerous data suggest that promoting access to the ICU for family 
members and visitors [16, 28] not only does not constitute a danger for 
patients, but rather it is in fact beneficial both for them and for their families. In 
particular, the "opening" of the ICU does not cause an increase in infections in 
patients [29-32], while there is a statistically significant decrease in both 
cardiovascular complications and the anxiety score [29] Furthermore, patients 
present significantly lower hormonal stress indices [29]. A further positive effect 
is represented by the sharp reduction in anxiety in family members [33, 34]. For 
example, mothers of children admitted in the "open" ICU have stress indices 
lower than the mothers of children in ICUs with "limited access" [35]. 

Lastly, the respect of secrecy (or confidentiality) of information, is not 
infringed by the presence of family members and visitors, but this may occur 
through incorrect methods of communication. In fact, it is both appropriate and 
essential when consulting family members and, in particular, when 
communicating clinical data, the submission of assessments of possible 
prognostic and therapeutic choices, to dedicate the necessary time, as well as 
to apply the appropriate procedures and if possible, set aside a suitable place. 
The question of correct procedure also concerns the related topic of respect for 
the intimacy of patients, which however is an issue that regards all patients 
admitted to healthcare facilities in general. 

2.2. Visits by children 

Also children visiting family members patients in the ICU, represent, under 
certain conditions, a positive event[36]. In this regard, a Swedish national 
multicentric study found that all the ICUs involved had a favorable policy 
regarding visits by children to adult patients, even though 34% of the wards 
actually had some restrictions [2]. 

It should also be taken into account that there are no real reasons to 
systematically discourage the visits of brothers and sisters to children 
hospitalised in the ICU: the presence of a brother or sister can have a positive 
and reassuring effect on the patient. Apart from certain specific exceptions 
(such as when the visitor has an ongoing contagious disease), if the child is 
properly prepared and supported by the family (and other "strong" educational 
contexts", such as school) to be able to pay a visit to a brother or sick sister 
helps to dispel fantasies of loss or death, and gives reassurance regarding the 
constant attention of the parents [37]. 
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2.3. The presence of family members during procedures 

This issue has been particularly investigated in the pediatric field and has 
been recently reviewed [38], almost all parents want to be able to choose 
whether to stay with the child during invasive procedures and resuscitation, and 
those who made this choice would do the same thing again in future. Parents 
can soothe or emotionally support the child and help the team. In addition, 
reduction of anxiety and aid in the process of mourning are two of the main 
benefits for parents who have had the opportunity to be present during 
procedures or resuscitation. 

Although the presence of family members during resuscitation procedures 
has been the subject of recommendations [39, 40] and have shown, on the 
whole, to be beneficial for family members (in terms of reduced incidence 
recorded in time of symptoms related to PTSD, anxiety, and depression) [41], 
nevertheless it is not unanimously considered as positive and continues to 
cause some concern among doctors and nurses [42, 43]. 

In Italian pediatric ICUs a clear trend has been detected towards limiting 
the presence of parents during procedures (including those of ordinary nursing) 
and resuscitation manoeuvres [11], while no data are available on ICUs for 
adults. In 38% of pediatric ICUs parents are not allowed to attend the normal 
nursing procedures such as endotracheal suctioning. In the case of invasive 
procedures such as the placement of a central venous catheter and in the case 
of cardio-pulmonary resuscitation, the presence of parents is allowed 
respectively in only 3% and 9% of ICUs. 

3. The “open” Intensive Care Unit  

3.1. Ethical aspects 

Though in general there is essentially no solid scientific basis for impeding 
or unnecessarily restricting the access of family members and visitors to the 
ICU [1, 13, 16, 28], there are good reasons both ethically and clinically, for 
making it possible and encouraging it. Only serious risks to public health – such 
as, particularly serious epidemic phases - may exceptionally justify impeding 
visits [44]. 

A first element to be considered from the point of view of ethics is 
constituted by the principle of respect for the individual as patient in the medical 
treatments, foreseen in art. 32 para.2. The individual must be respected in his 
entirety and therefore in relation with others, without imposing unjustifiably the 
condition of separation at the very moment in which he is subjected to medical 
treatment. The places of care, and medical treatments should therefore be 
arranged so as to separate the individual the least possible from his life-worlds, 
favouring the moments of continuity with the family and the social experiences 
of the persons involved. In this way, the autonomy of the patient is also 
respected, being supported and strengthened by the presence and 
accompaniment of loved ones, while unnecessarily enforced solitude 
exacerbates the already difficult condition of illness and constriction in the ICU. 
The decisional autonomy of the patient is also respected at least when the 
patient is able to express his own will regarding the presence of the persons 
close to him, with whom to maintain meaningful relationships. In fact, the 
patient - when circumstances permit - should have the opportunity to state 
which persons are particularly significant to him and therefore those who he 
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wishes to have next to him during the difficult time of illness. This, moreover, is 
one of the main needs expressed by patients admitted to the ICU [45]. Over the 
last decades the medical field has also developed a more mature sensibility 
towards the person as a whole, perceiving not only the physical-objective 
dimension, but also the subjective one, bringing awareness to the need to 
respect this dimension also and especially in the sick person by virtue of his 
condition of frailty and dependence. Therefore, during the period of illness not 
only should implementation of the rights of the sick person as an individual be 
supported and made effective, but - even if altered and reduced - the patient’s 
significant emotional relationships should not be mortified let alone abolished.  

Moreover, from the practical point of view, a substantial percentage of the 
admissions to the ICU is not caused by acute or sudden events, but is instead 
scheduled (major surgery, transplants) or it is a predictable stage in the 
evolution of chronic diseases (cancer, heart, respiratory, neurological diseases 
etc.). There are therefore numerous possibilities to consult with patients 
regarding their wishes, so that they can decide in advance those whose 
presence is important to them. The treating physician should therefore feel the 
responsibility to consult patients in good time on this issue. Even later, during 
hospitalisation in the ICU, patients should always be able to exercise the right 
to determine and request that the presence of significant individuals within their 
familiar and emotional world be permitted. 

Of course, those unable to express their will and children must also be 
respected in their need to maintain relations with family members. Respect for 
the human person transcends the ability to express one’s wishes and will. 

A further consideration concerns the ethical principles of beneficence and 
non-maleficence. On the basis of current scientific knowledge and extensive 
practice, the presence of loved ones next to the patient does not in any way 
constitute a "threat" to the patient, on the contrary, it is a positive action capable 
of producing beneficial effects in a situation which is particularly arduous, both 
for the patient and family members. In ethical terms, it is therefore not justifiable 
- except in exceptional cases - to renounce carrying positive action in this 
regard, able to offer benefits to the patient. The protection of health, in other 
words, does not necessarily require the sacrificing of relational life, not even in 
ICUs. 

Although doctors and nurses have no formal specific obligation towards 
family members, but only towards the patient, many studies and 
recommendations today acknowledge the opportunity for the team of doctors 
and nurses in the ICU to take care not only of the patient, but, in a broad sense, 
also of his family. [46] First of all, consideration shown to family members is, in 
most cases, deemed as consideration towards the patient himself who has not 
severed family ties, eliminating, so to speak, life's experiences. And such 
attention, considering him as a person with his own experiences and significant 
relationships has as a result an improvement in care itself. In addition, 
wherever this can be achieved while respecting the autonomy of the patient, 
the consideration of his family relations has beneficial effects also as concerns 
the family members themselves. This approach has led to the elaboration of the 
initial model of the "patient-centered" ICU and, therefore, of the “family-
centered” ICU (patient centered Intensive Care Unit and family centered 
Intensive Care Unit) [26, 46, 47]. 

Philosophical reflection has pointed out that the ability to recognise the 
face of the other generates in the interlocutor responsibility towards him and 
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relationship to him [48]. It is possible to "translate" these terms - responsibility 
and relationship - even in the complex world of intensive care medicine, 
generating new action and language. It is in this perspective that the choice of 
"open" ICUs also makes sense on an intrinsically ethical level, and it becomes 
necessary precisely because it not only responds more fully to the needs of the 
other, but also because it expresses more adequately consideration and 
respect for the life and well-being of the other.  

3.2. Field experience 

With the understanding that fostering an extension of visiting hours has 
beneficial effects both for the patient and family members, the need to "open" 
ICUs has been highlighted and recommended on several occasions and in an 
authoritative way [1, 13, 16, 49, 50]. However, from the framework outlined 
above we can say that in many Countries, and in Italy in particular, there still is 
not full consciousness that the presence of loved ones is beneficial to the 
patient and that in the context of intensive care the family actually constitutes a 
resource more that a hindrance [51, 52]. 

The experience of wards that have already liberalised their visiting policies 
provides some interesting information. A French study, for example, has 
highlighted three aspects [34]. First, the average time for visiting is about two 
hours a day and the majority of family visits are concentrated mostly in the 
afternoon and in the evening (therefore not causing any "invasion" of the ICU). 
This probably happens because relatives even during this particular period of 
difficultly and suffering, are still forced to deal with all the commitments imposed 
by normal working and family life - and at times are forced to perform a 
balancing act. Secondly, doctors and nurses have recognised that liberalisation 
of visiting has not compromised patient care (even though a certain uneasiness 
on the nurses’ part stemming from fear of interference with care has been 
noted). Finally, the majority of family members report that being "open" over 24 
hours has eased their anxiety. A recent Italian study also found that the 
majority of doctors and nurses of ICUs positively evaluate this "openness" in 
the ward and, on the whole, they have retained this opinion a year after the 
policy change [53]. 

3.3. Not only a question of time  

The promotion of visiting policies, however, represents only one aspect of 
a more complex issue and it is useful to propose a change of perspective. 
Creating "open" ICUs is not just a question of visiting times: we need to 
consider them as "open" also on the physical and relational level. Pertaining to 
the physical level are all the barriers that, for different reasons, are proposed or 
imposed on the visitor, such as the absence of physical contact with the patient 
and the use of protective clothing (whose effectiveness in terms of infection 
control is called into question [1]). Pertaining to the relational level instead, are 
all the expressions, of varying intensity, of fragmented, compressed or 
ineffective communication [54] between the three elements that make up the 
vertices of the particular "relational triangle" that is established in the ICU: the 
patient, the treatment team and the family. If we consider these aspects, an 
"open" ICU may be defined as the unit of intensive care where one of the 
objectives of the team is a rational reduction or abolition of all restrictions that 
are not justifiably necessary on the temporal, physical and relational level [55, 
56]. 
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Seeing with their own eyes the work carried out in the ICU helps to 
reassure family members, reinforcing in them the belief that their loved ones 
are cared for in a thoughtful and constant manner. In addition, "open" access 
contributes to better communication with doctors and nurses [28], and 
considerably increases trust and appreciation towards the team. An expression 
of this may be the data recorded by an American study which showed that 
liberalisation of visiting policies in the ICU has improved the perception of 
patients and their families regarding the quality of care, and has also led to a 
reduction in litigation [57]. 

3.4. A new language 

The work in the ICU and the efforts to create ICUs focused on the patient 
and his family [16, 58] can be enriched with new words and actions, through 
this "openness". For example, the words reception and hospitality are very rich 
and suggestive expressions to indicate the modality of relation with the other, 
even in a hospital setting. They can certainly be "inflected" in the specific reality 
of the ICU and transformed into concrete gestures and coherent behaviours. 

An "open" ICU therefore offers the possibility to create new actions and 
language full of humanity. A first example concerns the body: touching the body 
of the patient, caressing, feeding it a little, and so on, are gestures of enormous 
value both in relational and therapeutic terms. An effort must be made to create 
the necessary conditions to make this possible (with all due care), but it must 
be clear that the patient's body is not necessarily "expropriated" and 
inaccessible to his loved ones. 

This society does not want to "see death", it censures and conceals it. But 
no branch of medicine more than that of intensive care makes clear how 
medicine is in fact governed by limitations [59]. The doctors and nurses of the 
ICU experience first-hand the extent of these limits and deal with death almost 
on a daily basis. In light of the above considerations on the significance of the 
"open ICU", even death can be approached differently, with language and 
gestures different from the usual ones. In fact, we are generally accustomed to 
the act of delivering the body after death, but instead we can create the 
conditions for the person to be accompanied during the time of death. Provided 
that circumstances permit, and death is not an acute and unexpected event, it 
is important to allow family members to stay with their loved one even in the 
final stages of his life, staying close to him, caressing him (or if it is a child 
holding him in their arms), talking to him with the gestures and vocabulary of 
their special intimacy. These are difficult and complex stages that, however, are 
enormously important. Moreover, all these farewell gestures are the first step in 
a proper grief process. 

3.5. Facing the difficulties. An “open” ICU does not mean an ICU 
without rules 

The "open" ICU is therefore able to offer more complete and appropriate 
answers to some of the needs of patients and their families. However, it would 
be wrong to minimise the difficulties or inconvenience related to an innovative 
choice of this kind. These are mostly related to habits and aspects of a 
"cultural" nature, involving the medical and nursing team as much as the family 
members of the patients themselves. 

An "open" ICU does not mean in any case an ICU "without rules" [55], and 
a regulation is useful and necessary organizing the opening hours in order to 
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safeguard also the other values at stake. Family members and visitors should 
therefore be requested not only to give close attention to all the patients in the 
ward, but also to comply with certain rules of hygiene (e.g. washing hands 
before and after the visit), security (e.g. avoid touching equipment or infusion 
lines) and management (e.g. going out during emergency operations). One 
must also take into account the concerns put forward by some doctors 
concerning the risk that relatives may take outside the most dangerous and 
selected germs by antibiotics. Even from this point of view the most appropriate 
measures should be adopted. Furthermore, one should also take into account 
the patients' right to respect for their privateness and their privacy by visitors 
who are strangers to them. It is a problem that actually relates to hospitals in 
general, but which carefully considered even in reference to the specificity 
represented by the ICU should provide rules, routes and other forms of 
protection to safeguard patients even in regard of their condition of frailty. This 
is one aspect, however, which is connected to the need, certainly not confined 
to the ICU, to introduce and make fully operative a charter of duties of the 
visitor, distinguishing between stable visitors and occasional visitors, in order to 
avoid confusion, impediments, and lack of respect for patients and the people 
who work in the healthcare facility in general. It is also important to ensure the 
team of doctors and nurses their own time and spaces, allowing them freedom 
of communication, with full respect for confidentiality and some essential pause 
that is not fragmented by interruptions. 

Finally, one should not negate or underestimate the difficulties that the 
team of the ICU (particularly the nurses) might encounter with the opening of 
the unit, difficulties connected basically to a different way of relating to family 
members and to the effort of learning to work when observed by family 
members. Doctors and nurses must therefore be adequately prepared and 
supported in the various stages of realisation of the "open" ICU model. 

4. Conclusions and recommendations 

The NBC believes, therefore, that the organisational model defined above 
as the "open" ICU: 

 
a) fully expresses the principle of respect for persons in health care 

treatments orienting health care organisation according to the primacy of the 
dignity and rights of the person, even in a time of particular fragility and 
dependency as represented by serious illness requiring intensive care; 

b) is a useful and effective choice to respond to some important needs of 
the patient and his family. 

 
On the basis of these considerations, the NBC puts forward the following 

recommendations:  
 
1) the organisation of ICUs should be geared to promoting the right of 

patients admitted to the ICU to have present beside them the family members 
or loved ones who they consider as significant figures; 

2) family members - and especially the parents of hospitalised children 
and close relatives of the elderly - and in general persons specified by the 
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patient must be able to have the opportunity to stay close to the patient in the 
ICU; 

3) patients who are able to express their will must therefore be consulted 
as to the persons they want to remain beside them, while in the case of 
patients currently incapable of expressing their wishes, their previous “advance 
directives for treatment”1 must be taken into account, and of course even the 
choice of the patient not to receive any visits must be respected; 

4) ICUs must gradually adapt, i.e. in relation to the compatibility with 
existing facilities and currently existing equipment, and taking into account the 
other values at stake (e.g. Privacy and intimacy), their organisation and their 
visiting policies to the "open" ICU model; 

5) the doctors and nurses of ICUs should receive adequate and updated 
training regarding the precautions to safeguard hygiene, safety and orderly 
conduct of visits, communication, conflict management, the ability to recognise 
and address the needs of family members as well as their anxiety and stress; 

6) National and regional plans for the construction of health facilities must 
include spaces that are adequately equipped to foster the presence of the 
families of patients and of visitors; 

7) the Health Administration, in its various aspects, must undertake to 
promote and support implementation of the "open" ICU model. 
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