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Abstract 

Background: Open visitation in Intensive Care Unit is a contentious topic. Critical 

condition of the patient and stressful situation for family makes it necessary for both to 

support each other when it is required the most. Current literature proves beneficial 

effects of visitation on patient, family and nurse (Riley et al., 2014). Despite, nurses 

seem skeptical towards liberalization of visitation (Ghiyasvandian et al., 2009). Since, 

they are the final decision makers (Athanasiou et al., 2014); the study aims to explore 

beliefs and attitudes of nurses towards open visitation.   

Method: The original instrument BAVIQ: Beliefs and Attitudes towards Visitation in 

ICU Questionnaire was translated into Portuguese language using forward and backward 

translation measures. The translated version of the tool was validated for its use in 

Portugal using Content Validity Index (CVI) by Lynn’s (1986). The panel of three 

experts was purposively instituted to assess the validity of the tool. The valid instrument 

was administered to non-random probability sample of 100 intensive care nurses (n=100) 

from two regional tertiary care hospitals in Portugal. The descriptive statistical measures 

were applied to explore beliefs and attitude of nurses towards liberalization of visitation. 

One sample t test was used to assess level of significance of the responses. Pearson 

Correlation was applied to find relationship between age, years of experience and level 

of education with beliefs and attitudes of nurses.  

Results: The overall CVI of the scale scored 1.0 that meets the standard score set by 

Lynn (1986) for level of judgment by three experts. The descriptive statistics for beliefs 

section revealed that majority of nurses significantly appreciated the positive effects of 

visitation on patient (M=3.12; SD=0.715; t (99) = 8.676; p≤ .000) and that it reduces 

family anxiety (M=2.69; SD=0.96; t (99) = 1.978; p≤.050). However, they significantly 

disagreed to the beliefs that it is important for recovery of patient (M=1.64; SD=1.049; t 

(99) = -8.195; p≤.000) and offers more comfort to the patient (M=1.95; SD=0. .968; t 

(99) = -5.682; p≤.000). Besides, nurses significantly did not support the belief that it 

interferes with humor between nurses (Mean= 1.89; SD=1.109; t (99) = -5.500; p≤.000) 

and makes nurses feel controlled (Mean=1.65; SD=1.114; t (99) = -7.634; p≤.000) but 

they also believed that it interferes with direct nursing care (Mean=2.82; SD=1.067; t 

(99) = 2.998; p≤ .003). In attitudes section, nurses revealed that visiting policy must be 

adapted when patient is dying (Mean=3.52; SD=0.689; t (99) = 14.810; p≤.000), when 
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patient has emotional needs (Mean=2.94; SD=0.722; t (99) = 6.092; p ≤.000) and when 

the family has practical problems adhering to the policy (Mean=2.73; SD=0.908; t (99) 

=2.532; p≤.013). However, they significantly did not support the attitude that number of 

visitors at same time should not be limited (Mean=0.85; SD= .672; t (99) = -24.542; 

p≤.000), length of visits should not be limited (Mean=1.20; SD= 0.953; t (99) = -13.635; 

p≤.000) and that open visiting policy should be carried out in our unit (Mean=1.25; SD= 

0.999; t (99) = -12.516;  p≤.000). The significant weak negative relationship was found 

among age (r -.22; p≤ .02) and working experience (r=-.20; p ≤.04) with beliefs of the 

nurses. The weak positive relationship was found among working experience and 

attitudes of the nurses (r= .23; p=.02). No other variable had significant relationship. 

Conclusion: Overall, nurses appreciated the beneficial effects of visitation but remained 

skeptical when it comes to its application. Nevertheless, nurses favored flexibility 

towards visitation when patient, family and nurse had special needs. Further research and 

interventions to improve knowledge are recommended.  

Keywords: Visitation, Open Visitation, liberalization of visitation, Nurses Beliefs, 

Nurses attitudes, visiting policy 
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Chapter 1 

1.1 Background: 

The admission of a patient to intensive care unit is a traumatic and stressful 

situation for both patient and family (Athanasiou et al., 2014). The visitation restriction 

in an intensive care unit specifies who and when a family member can visit the patient.  

These restrictions were applied, as it was believed it interrupts organization of care, 

exhausts patient, produces negative physiological effects, increases the risk of infection, 

invades privacy of other patients and can create unsafe working environment. Whereas, 

current studies reveal contradict findings as evidences have proved that it enhances 

physiological outcomes for the patient and improves satisfaction for family and nurses 

(Riley et al., 2014). When we look at the picture internationally, the Government of 

United States (US) released a memorandum regarding patient visitation policies in 

2010. In response to which, new regulations were developed for hospitals to clearly 

mention visitation restrictions with stipulating rationales (Chapman et al., 2016). 

Irrespective of these recommendations, a study in US discovered 70 percent ICUs with 

restricted visitation (Bell, 2012) and Liu et al (2013) found several defaults in visiting 

policies in United States. Additionally, a survey in United Kingdom (UK) found that 80 

percent of the hospitals had restricted visiting policy and 20 percent hospitals even did 

not had written policies about it, which reflects the least priority given to the family-

centred care  (Hunter et al., 2010). When it comes to Europe, a study conducted in 

Netherlands showed that 41.2 percent of the Dutch ICUs were aware of open visitation 

and its positive outcomes however; only 2.4 percent have incorporated it in practice 

(Noordermeer et al., 2013). In France, a consensus named “Better life in the ICU” was 

recommended to bring change in visitation practices, which brought great change from 

2001 to 2009. Back in 2001, 70 percent ICUs had restricted visitation and only three 

ICUs had open visitation. At present, 23.9 percent ICUs have adapted open visitation 

and up to 59.1 percent on children’s visitation (Orgeas et al., 2016).  An Italian study 

showed that only one ICU had open visitation whereas others had restricted visitation 

policy (Giannini et al., 2008). Coming down to Spain, a study review by Escudero et al. 

(2014) reported that intensive care visitation is very strict, despite, knowing the fact that 

incorporation of open door policy involves family in patient care that is productive to 

patient care. The study further emphasized on presence of family members in critical 

http://ajcc.aacnjournals.org/search?author1=Diane+K.+Chapman&sortspec=date&submit=Submit
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conditions, when death is expected, for patients with mental and psychological 

problems, Down syndrome and patient with young age. While no significant study was 

found in Portuguese population concerning open visitation in Intensive care Unit. The 

web search was done using combination of words like “open visitation, liberalization of 

visitation, visitation in Portugal” using google scholar, pubmed, CINHAL, Metropolia 

University of Applied Science database, Cochrane, ProQuest, Reprositorios Cientificos 

de Acesso Aberto de Portugal and Universidade Catolica Portuguesa.  

With introduction of patient centered and family centered care in delivery of 

health care, World Health Organization (WHO) and Society of Critical Care Medicine, 

which is chief non-profit care organizations in United States developed obligatory 

guidelines to support family needs in ICUs (Olding,
  

McMillan,
 
 Reeves,

 
Schmitt,  

Puntillo &  Kitto ,2016).  The guidelines brought focus on family member as part of 

social system and encouraged the shift of disease-centered approach to holistic care with 

incorporation of family in the world of patient care. Regardless of these calls, the above 

evidences show that little has been done in this regard. Therefore, it is necessary to 

identify flaws and barriers that resist adopting this concept into practice. As nurses are 

frontline caregivers, it is very important to identify their beliefs and attitudes about the 

liberalization of visitation in ICU. 

1.2 Review of literature 

Brief History about visiting policies: 

According to Harris (1972) as cited in Ismail & Mulley (2007), there were few 

restrictions on visitation in 1700s and 1800s.  It was by the end of 1800s when more 

restrictions were made for visitation in different hospitals. It was established to create an 

order in general wards for nonpaying patients while paying patient were free to visit 

their loved ones anytime in private or semiprivate rooms (Berwick & Kotagal, 2004). 

By 1948, even restrictions were made to visit younger children (Shields & Nixon, 1998 

as cited in Ismail & Mulley, 2007) which were reviewed by Platt Act in 1959 to allow 

open visitation in children’s ward to improve mental wellbeing of children (Platt et al., 

1959 as cited in Ismail & Mulley, 2007). In 1960, visiting hours were allocated for both 

paying and nonpaying patients to prevent exhaustion from too many visitors (Berwick 

& Kotagal, 2004). In 1965, with introduction of ICUs, the department of Public health 

in United States announced visitation to be restricted to immediate family members only 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Olding%20M%5BAuthor%5D&cauthor=true&cauthor_uid=27878937
https://www.ncbi.nlm.nih.gov/pubmed/?term=McMillan%20SE%5BAuthor%5D&cauthor=true&cauthor_uid=27878937
https://www.ncbi.nlm.nih.gov/pubmed/?term=Reeves%20S%5BAuthor%5D&cauthor=true&cauthor_uid=27878937
https://www.ncbi.nlm.nih.gov/pubmed/?term=Schmitt%20MH%5BAuthor%5D&cauthor=true&cauthor_uid=27878937
https://www.ncbi.nlm.nih.gov/pubmed/?term=Puntillo%20K%5BAuthor%5D&cauthor=true&cauthor_uid=27878937
https://www.ncbi.nlm.nih.gov/pubmed/?term=Puntillo%20K%5BAuthor%5D&cauthor=true&cauthor_uid=27878937
https://www.ncbi.nlm.nih.gov/pubmed/?term=Kitto%20S%5BAuthor%5D&cauthor=true&cauthor_uid=27878937
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(Roland, Russell, Richards & Sullivan, 2001). It was restricted to 5 minutes every hour 

in Intensive care units with availability of waiting areas nearby. Later, modifications 

were made to visiting policies as per patient’s condition and nurses’ ability to entertain 

visitors (Farrell, Joseph & Barcott, 2005). In 1982, Arrowe Park Hospital went for open 

visitation trail in Wirral, Merseyside, which went wrong, and restrictive visitation policy 

was reapplied. They faced problems like lack of privacy of other patients, abuse of 

hospital system, unnecessary demands for utensils for eatables, overcrowding and 

threats of violence (Alderman, 1988).  Since then many hospitals have regarded open 

visitation as negative, leading to restricted visitation policies (Roland, Russell, Richards 

& Sullivan, 2001). Hopping et al. (1992) as cited in Farrell et al. (2005) reported that 

teaching hospitals have more liberal visiting policies than community hospitals. 

Currently, most of the hospitals around the world practice open visitation in General 

wards but restricted visiting policies in Intensive care units (Farrell et al., 2005). 

Current Practices: 

There are three main types of hospital visitation identified by Ismail & Mulley 

(2007), which are as follow: 

1. Restricted visiting: Restrictions on time, number and duration of visits 

2. Flexible visiting: Some restrictions on time, number and duration of visits 

3. Open visiting:  There is no restriction on time, duration and number of visits 

The number of unlimited visitation worldwide are increasing gradually. For example 

in Sweden (70%), United States (10-32%), United Kingdom(22%), Netherlands (14%), 

France (7%), Belgium (3.3%) and (2%) in Italy ( Rezaie et al., 2016 ).  

Perceived barriers to open visitation: 

There are three basic reasons identified for creating resistance in implementation of 

open visitation as cited by Berwick & Kotagal (2004). It includes physiological 

consequences, interference with organization of work and exhaustion on family 

members. 

Consequences of Open Visitation on patient: 

Traditionally, it was a misconception that visitation promotes hemodynamic 

instability in terms of blood pressure, intracranial pressure and cardiac rate and rhythm. 

To which, a pilot study was done by Schulte, Burrell, Gueldner, Bramlett, Fuszard, 

Stone &  Dudley (1993) on patients admitted in coronary care unit  in Georgia. A time 
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series, qausi experiment was conducted on a sample size of 25. The participants were 

grouped into two from Coronary Care Units: One with unrestricted hours (n=13) and 

other with restricted hours (n=12). No significant alteration in cardiac parameters was 

found in two groups. However, unrestricted hours group had significantly lower heart 

rate than group with restricted hours. The study limitations were small sample size and 

the types of medication received by patient, which potentially had effect on cardiac rate 

and rhythm.  

A more recent study conducted by Fumagalli et al. (2006) compared the incidences 

of environmental contamination and septic complication, cardiovascular complications 

and mortality; and emotional profile and hormones between group of patients with 

unrestricted visiting policy (UVP) and restricted visiting policy (RVP). The 

observational, randomized trial study was plotted in two-month series of 2 visiting 

policies randomly alternated for two years. It was taken place in 6 bedded ICU in 

Helsinki with sample size of 226 patients (RVP/UVP, n=115/111). Strict contact 

precautions were taken in patients with RVP. Firstly, the bacterial contamination in 

RVP period was lower than UVP but the overall incidences of infections and septic 

complications were similar despite strict measures taken for infection control. Secondly, 

major complications were double in RVP than UVP, which is significantly associated 

with higher mortality rates. Lastly, patients in UVP had reduced anxiety and had 

significant lower in thyroid stimulating hormone levels until discharge. The small 

sample size was study limitation.  

On the other hand, a qualitative study conducted by Olsen, Dysvik & Hansen (2009) 

investigated the patient preferences regarding family presence in ICU. The study was 

conducted on 11 intensive care patients using semi-structured interviews at 12-bedded 

general intensive care unit at a hospital in Norway. The content analysis indicated that 

patient preferred some limitations on visitor’s presence and desired visits from close 

family members only. The limitation of the study was small sample size and patients 

were still fragile and could only give short interviews.  

In conclusion, it is evident that visitation does not cause hemodynamic instability in 

patients rather it improves physiological and psychological outcomes of the patients. 

However, patients prefer some limitations on visitation by attendants.  
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Interference with routine work:  

Goodell & Harmon-Hanson (1999) indicated that open visitation requires more time 

for family interaction and it has placed more demands on nurses to involve family in 

patient care. A study was conducted in this regard by Stayt (2007) to explore nurses’ 

experience with family members in ICU. The study was directed in a seven-bedded 

hospital in London with sample size of 55 registered nurses.  The results showed role 

conflicts among nurses. The role conflict was experienced between expectations and 

reality of routine work. It was mentioned that it places heavy demand on nurses to fulfill 

emotional and physical needs of the family with actual work simultaneously. A 

participant shared following statement: 

“I feel fine most of the time having family around, however, what can be 

difficult is when the family take over and the patient doesn’t get a look 

in...Because the family were so expressive and there was so many of them I 

ended up having to spend all my time supporting them when really the patient 

needed me more (JC)”(p.627). 

The study concluded that nurses find great role ambiguity while working with 

family members in ICUs. The limitation of the study was single study setting and small 

sample size. Another study in Netherlands supported the notion that it potentially 

interferes with daily clinical routines (Noordermeer et al., 2013). 

Conversely, Elizabeth, Stephanie, Gloria & Noeleen (2017) brought another 

perspective to research literature by conducting a study in South California. The 

purpose of the study was to explore nurses’ satisfaction with provided “guidelines for 

family visitation” post implementation of 24-hour open visitation at a level II trauma 

and transplant hospital. The guidelines consisted of scripts for nurses to utilize while 

communicating with family members. It was identified that nurses stress level reduced 

after implementation of those guidelines. Nurses felt supported with provided guideline 

post implementation from 71% to 98%. The study determined that visitation guidelines 

serve as useful resource for nurses to communicate with families. The limitation of 

study was single study site and instrument did not complete psychometric test for 

validity and reliability of the survey. Kean & Mitchell (2012) also conducted a similar 

study to compare how nurses in UK and Australia perceive about family members 

presence in ICUs. The results from both groups presented that it less affects 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Stayt%20LC%5BAuthor%5D&cauthor=true&cauthor_uid=17346321
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organization of care when nurses build partnership with family members to deliver 

quality care.  

Hence, it can be concluded that nurses need thorough guidance to build role mastery 

in communication and management skills to deal effectively with the family. 

Family Exhaustion 

Kirchhoff, Pugh & Reynolds (1993) conducted a study to evaluate beliefs and 

attitudes of nurses about effects of visitation on patient, staff and family. Interviews and 

a questionnaire was used to collect data with sample size of 29 nurses (n=29) in Utah 

and 41 nurses (n=41) in Ohio. One of the study result discovered that according to 

nurses’ belief, open visitation have negative consequences on family as they become 

exhausted. 

 In contrast, a current descriptive study on family members of ICU patients (n=284) 

revealed that family members are at high risk of developing Post-Traumatic Stress 

Syndrome (PTSD) when a patient is admitted in ICU (Azoulay et al., 2005). They 

develop signs and symptoms of anxiety, depression and compromised quality of life. A 

sum of 33.1 percent of family members in the study had moderate to major risk of 

PTSD. The visitors with lack of information had PTSD risk of 48.4 percent.  It was 47.8 

percent in visitors who had input in decisions, 50 percent in those whose relatives died, 

60 percent in relatives whose patient died after end of life decision and 81.8 percent in 

those who were involved in end of life decision. Venkataraman et al. (2015) mentioned 

that with open visitation system, family remains updated with patients condition, which 

reduces stress. The flexible visiting timings are also convenient for them as they do not 

have to rush for specific timings and they can balance their work commitments. 

Moreover, it is appropriate for long distance family members as they can visit patient 

whenever they arrive (Sims & Miracle, 2006). Besides, it also reduces safety risks as 

restricted times in evening places security threats and late morning timings are too tiring 

for them (Riley et al., 2014). 

  The Athanasiou et al. (2014) summarized that open visitation helps family 

members to have adequate information, provides reassurance, comfort and support; and 

opportunity to stay close to their patient. Mcadam & Puntillo (2008) stated that when 

family involved in patient care, they also contribute to protect and motivate the patient. 

http://ajcc.aacnjournals.org/search?author1=Archonto+Athanasiou&sortspec=date&submit=Submit
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In the end, it is evident that it does not exhaust the family rather provides great comfort 

and support in stressful time.  

Nurses Viewpoint:  

Athanasiou et al. (2014) explored nurses’ beliefs about the consequences of 

visitation on patient, family and caregiver by a descriptive correlational study at Athens, 

Greece. It involved six public hospitals with 143 intensive care nurses (n=143). The 

results showed that 94 percent nurses did not want open visitation even after 

acknowledging its supportive effects for patient and family. Majority nurses (87.5%) 

believed that it increases physical and psychological burden for them and 75.5 percent 

stated that it hampers nursing care. It was also discovered in same study that nurses with 

huge experience were more positive towards open visitation. Monroe & Wofford (2017) 

found similar views of nurses in a systemic review that family presence negatively 

affects workflow and environment. They feel loss of control, interruptions in care and 

increase in workload. Therefore, nurses preferred restricted visitation. Another study 

identified that family presence distracts nurses, make them feel uneasy and they feel 

difficult to express themselves (Berti, Ferdinande & Moons, 2007). 

Conversely, Ghiyasvandian, Abbaszadeh, Ghojazadeh & Sheikhalipour (2009) 

found a different perspective in a study, which aimed to investigate consequences of 

open visitation on nurses and family beliefs about nursing care post implementation of 

open visitation. A semi experimental study was conducted in an educational hospital in 

Tabriz with sample size of 15 nurses (n=15). Fifty percent, of the nurses confessed post-

open visitation, that family helps in providing basic patient care to the patient and does 

not interrupt nursing care. They also accepted that they obtain valuable information 

about the patient, which helps them in planning and implementing quality care. The 

study also found that nurses’ beliefs are influenced by social factors especially by 

colleagues, supervisors, unit policies and managers. 

Cook (2006) highlighted the rationales for nurses being skeptical towards open 

visitation. The author explained that it is based on nurses’ experience and judgment 

rather than research based evidence. Benner, Tanner, & Chelsa (1996) as cited in Cook 

(2006) indicated that less experience nurses confirmed that they feel incompetent to 

meet the psychological needs of the patient and family especially in critical situations.

 In conclusion, the beliefs and attitudes of critical care nurses regarding visitation 

http://ajcc.aacnjournals.org/search?author1=Archonto+Athanasiou&sortspec=date&submit=Submit
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are influenced by many factors. One of such factor is lack of education and training to 

embrace open visitation (Athanasiou et al., 2014). Monroe (2017) also highlighted that 

nurses acknowledge the benefits of open visitation to both patient and family. However, 

they believe that it negatively affects workload and environment. Therefore, hospitals 

must implement strategies to facilitate open visitation by minimizing impact on nurses. 

The possible strategies could be adequate staffing, education and training, improving 

nurses’ confidence and offering adequate resources to nurses.  

Organizational Inhibitions: 

At organizational level, open visitation develops effective partnership with 

patients and family to improve quality, safety and experience of care. It also increases 

patient and family satisfaction, decreases length of stay and overall cost (South & Adait, 

2014). On the other hand, McConnel and Moroney (2015) identified that ICU 

environment itself can act as barrier for open visitation. The physical layout and 

compact size rooms make it difficult to adjust family members in ICU. Improper 

planning of open visitation can create noise, chaos and overcrowding in the unit. It can 

interrupt the nursing care delivery and procedures (Berti, Ferdinande & Moons, 2007). 

Additionally, open visitation can allow visitors to abuse the system; it increases the risk 

of violence on health care workers and chaos in the health care system (Alderman, 

1998). Further, Reliey et al. (2014) suggested that sometimes nurses have to work with 

abusive families of patient. Therefore, supervision of clinical nurse specialist should be 

available to resolve difficult situations. Besides, Cook (2006) highlighted the issue of 

privacy and confidentiality that might jeopardize by open visitation. The organizations 

may fail to control and monitor traffic, daily operations and open conversation among 

nurses. Family may overhear and misinterpret comments, invade privacy of other 

patients and may perceive nursing tie with other patients incorrectly. In conclusion, 

organizations should be aware of unsafe working conditions and formulate strict legal 

and administrative system to deal with potential situations. The sessions of debriefing 

and counselling should be made available to help nurses to resolve emotional distress. 

Exceptions on open visitation: End of life: 

According to Ramos, Fumis, Azevedo & Schettino (2014) presence of family 

members of dying patient is highly important and exceptions must be allowed during 

such situations. The author indicated that 99.8 percent nurses in Brazil favor flexible 
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visitation when patient is dying and at times of conflicts. Berti, Ferdinande & Moons 

(2007) found similar findings in a study that 98 percent nurses in Belgium prefer open 

visitation for family members when patient is dying, 83.8 percent incase family have 

issues with policies, 70.2 percent when patient has emotional needs and 57 percent for 

first 24 hours of ICU admission. It is clear that nurses understand the need of flexibility 

on visitation in certain circumstances. 

1.3 Conceptual- Theoretical Framework:  

The above literature review presented the fact that liberalization of visitation is 

still not adopted by majority despite been well informed of the benefits it carries.  Open 

visitation is very much contrast to traditional way of visitation in intensive care units. 

Hence, adaptation looks challenging and transition may take longer to withstand.  

Transition is always considered as challenging and thought provoking subject 

among nurse researchers, clinicians and theorists. Meleis (1975, 1985, 1986 & 1991) 

presented transition as one of the central concept to nursing discipline and proposed the 

Theory of Transition.  She stated that nurse-client mostly encounter each other at time 

of transitional instability triggered by developmental, situational and health and illness 

conditions. The nurse must acknowledge that admission of a patient in ICU is one of the 

transitional instability caused by critical illness. Meleis (2010) stated “people who 

experience life threatening illnesses pass through a transition” (p.34). She emphasized 

on nurses awareness as it helps seek insight to what is needed and what is expected in 

such situations. The awareness also helps nurses to gain involvement in the current 

situation. The higher level of engagement helps nurses to identify patient’s physical, 

emotional, social and environmental needs. That way, nurses can comprehend the 

importance family presence in ICU to provide maximum support to the patient and 

satisfaction to the family. Another important perspective given by theory is that change 

always comes with disruptions in routines, ideas and perceptions. Confronting 

differences can help nurses to uncover reality expectation and help adjust to advance 

practices in clinical settings. 

The skeptical behaviour of nurses towards open visitation can also be viewed by 

Theory of Reasoned Action given by Ajzen and Fishbien (1975 & 1980). It explains 

that only being knowledgeable about anything cannot bring change in the way we act. 

The desired change comes with the fact that how convinced are we with that matter of 
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fact. The theory illustrates that human actions are derived by three considerations. It 

includes Behavioural beliefs, normative beliefs and control beliefs. The behavioural 

beliefs are set of personal beliefs about the consequences of behaviour. It can be further 

explained by Marco et al. (2006) that these set of believes provide positive and negative 

evaluation about the way an individual act. Normative beliefs are beliefs of what others 

would think of the behaviour. It can be explained by stating that an external pressure 

which enforce a person to perform in a defined way. For example, beliefs can be 

influenced by what peers, manager or director belief about open visitation. While 

Control beliefs; are beliefs about certain factors, which may facilitate or inhibit the 

performance of behaviour (Ajzen & Fishbien, 1980; Ajzen, 2016). This concept is also 

explained by Meleis (2010) in the form of transition conditions in Transition Theory. 

The conditions may facilitate or inhibit transition with distinct perception to the matter 

or situation. These conditions may exhibit at personal, community and society level. At 

personal level, it includes meanings, expectations, level of knowledge and skills, 

environment, planning; emotional, and physical wellbeing.   

 The concept of meaning here “draws attention to the importance of 

understanding a transition from the perspective of those experiencing it” (Meleis, 2010, 

p.42). Hence, nurse must view open visitation being a patient and a family member. The 

expectations can be influenced by previous experiences. It is evident with literature that 

those nurses who had extended experience were more flexible about open visitation 

(Athanasiou et al., 2014).The other important condition of transition is level of 

knowledge and skills. The level of knowledge is always required to meet new 

evolution.  Athanasiou et al. (2014) also raised the issue that one of the resistant factors 

for open visitation is lack of education and training. Besides, environment act as 

important resource to adapt to modifications. The presence of supportive expertise in 

the form of mentor or role model is required to facilitate nurses to fit in role transition. 

The efforts must also be made to collaborate as team to facilitate transition effectively. 

It means that nurses should be supported with resources to overcome issues of transition 

associated with open visitation. The equally important condition to facilitate transition is 

level of planning.  It requires identification of problem, necessities and availability of 

resources. With that, emotional and physical wellbeing is also required for optimistic 

transition. Certain reactions like fear of failure, unwarranted self-criticism and feeling 

http://ajcc.aacnjournals.org/search?author1=Archonto+Athanasiou&sortspec=date&submit=Submit
http://ajcc.aacnjournals.org/search?author1=Archonto+Athanasiou&sortspec=date&submit=Submit
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overwhelmed are common reactions in transition. At community level, support from 

partners, family, role models, resources and published studies helps to achieve healthy 

transition. With that, society can also facilitate or inhibit transition by appreciation or 

interference with stigmatization (Schumacher & Meleis, 1994). 

These three set of beliefs: behavioural, normative and control beliefs 

cumulatively create favourable or unfavourable response towards execution of conduct. 

In relation to open visitation, if these three set of beliefs are stronger they will produce 

empathetic responses in nurses.  The Levin’s Theory of change by Kurt Lewin (1890-

1947) also stresses that change is driven by three forces: driving forces, restraining 

forces and equilibrium (Connelly, 2016). Driving forces facilitate transition as they push 

the person in desirable direction while restraining forces impede individuals from the 

desired action. Hence, the attempts must be made to strengthen facilitating factors. 

As transition is a complex and multidimensional process, the transition theory 

proposed process and outcome indicators. These patterns help move towards healthy 

transition. The foremost important response is feeling connected. The nurse must 

appreciate the presence of family members and connect with therapeutic communication 

as Meleis suggested that interaction is important aspect of transition.  The more 

interaction among patient, family and health care providers the better would be the 

outcomes. The theory also gives concept of location and being situated. The nurse 

must understand and accept that ICU is totally new place for patients. The sounds of 

alarms, noisy environment, many invasive tubes, intubation and unable to communicate 

are certain changes which are threatening to patients. This provokes anxiety and stress 

in patients. In this situation, nurse must appreciate presence of family members to create 

new meanings to the environment and generate a setting, which is creative and 

supportive to patient. The last dimension of transition is developing confidence and 

coping. Most of the literature stated that nurses feel uncomfortable in the presence of 

family members and feel difficulty in expressing themselves (Berti,  Ferdinande & 

Moons,2007). For which, nurses must feel confident with adequate knowledge and 

skills to cope up with new transitions in clinical settings.  

The healthy accomplishment of transition is revealed by role mastery in skills 

and behaviours. These skills help nurses in decision making, taking actions, providing 

hands-on care, making adjustments, accessing required resources, working 
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collaboratively and negotiating with patient, family and health care providers. Overall, it 

would remould the identity of nurses as fluid rather static and dynamic rather stable; 

which nursing is all about.  

The larger scale interventions are required for nurses to clarify roles, build 

competencies, mobilize resources and to identify milestones with debrief sessions. 

These interventions should be initiated preventively and therapeutically during the 

course of transition. It will help nurses to cope with new policies and practices without 

affecting the organization of work. 

In conclusion, the integration of these concepts would help mould nurses beliefs 

and attitude towards liberalization of visitation. Additionally, it will also help to identify 

barriers and facilitators at personal and organizational level to facilitate change. These 

nursing care concepts, barriers and facilitators, beliefs and attitudes of nurses and its 

influence on patient, family and nurses are very much incorporated in the Questionnaire 

given to nurses for survey (Refer Figure 1 for conceptual-theoretical framework) 

 

 

 



 
  

23 

 

Figure 1: Conceptual theoretical framework adapted from Theory of Transition (Meleis, 2010), Theory of Reasoned Action (Ajzen & Fishbien, 1980) and Levin’s Theory of 

Change (1890-1947) 
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1.4 Problem statement: 

The deteriorating condition of patient, fear of prognosis and uncertainty of life 

makes it overwhelming for the family members to cope up with the crisis (Athanasiou et 

al., 2014). It is a high time when patient and family members need each other support in 

such stressful time. Restrictions in intensive care units create dissatisfaction among 

patient and family members. They demand for more involvement and transparency in 

delivery of quality care (Riley et al., 2014).  

As nurses are pivotal to patient and family care in intensive care units, it is 

utmost necessary to view nurse’s perspectives to liberalization of visitation in ICU. 

According to Agard & Lomborg (2010) nurses are “gatekeepers” who decide and 

regulate the presence of family members at bedside. Their views, beliefs and attitudes 

are crucial to uncover reality, so that flexible ways could be incorporated to benefit 

nurses, patient and family collectively. 

Hence, there is unmet need to acquire in-depth knowledge about the critical care 

nurses belief and attitudes about open visitation in critical care settings. After all, they 

are frontline caregivers to the patients in critical care areas and they are the ones who 

coordinate and organize plan of care at ground levels. The study will help fill the gap in 

research by providing valuable data, which would help gain insight to the current 

practices in clinical settings and simultaneously will help in taking measures to benefit 

health providers and consumers. 

1.5 Purpose of the study: 

The purpose of this study is to identify the beliefs and attitude of intensive care 

nurses about liberalization of visitation in intensive care unit. 

1.6  Research Objectives: 

The aim of the study is to: 

 Identify the beliefs of intensive care nurses to open visitation policy in ICU. 

 Identify attitudes of intensive care nurses towards open visitation in ICU. 

 To translate and validate the BAVIQ tool in Portuguese language and its 

application in Portuguese context. 

  Recognize factors that influence beliefs and attitudes of Intensive care nurses. 

Research Question: 

 What are the beliefs of intensive care nurses to open visitation policy in ICU? 
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 What are the attitudes of intensive care nurses towards open visitation in ICU? 

  Is the translated BAVIQ tool in Portuguese language valid and reliable for 

Portuguese context? 

 What are the factors that influence beliefs and attitudes of Intensive care nurses? 

1.7 Relevance of the study: 

 Because nurses are ultimate decision makers on flexibility of visitation 

(Athanasiou et al., 2014), it is necessary to identify beliefs and attitudes of nurses 

regarding liberalization of visitation in intensive care units. 

1.8 Justification:        

According to Whitton & Pittiglio (2011), the traditional restricted visits in 

intensive care units are changing as studies have shown positive impact on patient, 

family and nurses. There is increased emphasis on family focused care and an 

environment, which supports family. The Olsen, Dysvik & Hansen (2009) also 

conducted a study to identify patient preferences in which it was revealed that patients 

feel comfortable and supported in the presence of family members. However, nurses 

were found unconvinced toward open visitation (Biancofiore et al., 2010) even in the 

presence of rich evidences which supports positive effects of open visitation (Riley et al, 

2014). The data indicates that very few hospitals which have initiated open visitation in 

intensive care units worldwide (Ramos, Fumis,  Azevedo,
 
& Schettino, 2013).  

 The other known fact is that the restrictive visiting policy is the tradition way of 

work and it may not be easy for intensive care workers especially for nurses to welcome 

this new approach. Additionally, there are several studies, which have examined the 

benefits of open visitation on patients and family; however, very few have explored the 

nurse’s perspectives to understand the barriers, challenges and limitations to practice 

open visitation in intensive care unit. Hence, it is utmost necessary to know about the 

nurses’ belief and attitudes regarding open visitation system. This type of study is in 

very primitive stage in Portugal and lacks published work to explore the nurses’ 

perspective towards liberalization of visitation in Intensive care unit. This study finding 

will help fill the gap in this field, will ultimately help health institutions to understand 

barriers, challenges and limitations to liberalization of visitation in terms of nursing 

perspective. Simultaneously, it will help organisations to plan interventions accordingly. 

Lastly, it will also allow future researches in this field. 

https://www.ncbi.nlm.nih.gov/pubmed/?term=da%20Silva%20Ramos%20FJ%5BAuthor%5D&cauthor=true&cauthor_uid=24135292
https://www.ncbi.nlm.nih.gov/pubmed/?term=Fumis%20RR%5BAuthor%5D&cauthor=true&cauthor_uid=24135292
https://www.ncbi.nlm.nih.gov/pubmed/?term=Azevedo%20LC%5BAuthor%5D&cauthor=true&cauthor_uid=24135292
https://www.ncbi.nlm.nih.gov/pubmed/?term=Schettino%20G%5BAuthor%5D&cauthor=true&cauthor_uid=24135292
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Chapter 2 

2.1 Methodology: 

Research methodology is defined as “scientific and systemic way to solve 

research problem” (Bhattacharyya, 2006, p. 17). A researcher need to design the 

methodology based on requirement of the research question of the study (Jonker & 

Pennink, 2010). It uses logical considerations to deal with research methods.  The 

chapter includes research design, study settings, study population and sample, sample 

type, eligibility criteria, study variables, data collection tool, tool translation and 

validation, data collection method, data analysis and ethical and legal considerations.  

2.2 Research design: 

The study used a quantitative descriptive research design. It is a fact-finding 

approach, which explores and describes the phenomenon in situations (Bhattacharyya, 

2006). “The outcomes of descriptive research include the description of concepts, 

identification of possible relationship between concepts and development of hypothesis 

that provide a basis for future quantitative research” (Burns & Grove, 2011, p.34). 

Hence, descriptive designed was used in this study  to determine beliefs and attitude of 

intensive care nurses regarding open visitation policy in intensive care units.  Surveys 

were conducted using a questionnaire “BAVIQ: Beliefs and Attitudes toward Visitation 

in ICU Questionnaire” on intensive care nurses (See Appendix 12). This way, nurses 

were able to raise their opinion towards implication of open visitation in Intensive Care 

Units. It also assisted in identifying influential factors which could influence beliefs and 

attitudes of nurses towards visitation. 

2.3 Study Setting: 

The study took place in two tertiary care hospitals in Portugal in two different 

regions: Hospital Distrital de Santarem, EPE and Villa Franca de Xira, PPP. The EPE 

(Entidades Públicas Empresariais) is defined as Corporate Public entity in Portugal 

representing public sector. The PPP denotes Public Private Partnerships, where public 

and private sector share patnership to deliver public services. The study was conducted 

in General Intensive care units, Acute Care Units and in a Cardiac Intensive Care unit. 

In Santarem hospital, Intensive care Unit had 6 beds, Acute Care Unit had 11 beds and 

Cardiac Intensive Care Unit had 5 beds. In Villa Franca de Xira hospital, General 

Intensive Care Unit consisted of 16 beds and Acute Care Unit had 16 beds. A sum of 
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152 nurses were employed in the respective units, out of which 100 nurses voluntarily 

participated with 65.7% response rate. The data collection started on November 06, 

2017 and ended in December 06 2017.  

2.4 Study Population and Sample: 

 Target Population:  

The target population involved all intensive care nurses currently working in 

Intensive Care Unit and having license to practice in Portugal.  

Sample Population:  

All intensive care nurses working in General Intensive care Units, Cardiac 

Intensive Care Unit and Acute Care Units in two tertiary care hospitals in Santarem and 

Villa Franca de Xira, Portugal. 

2.5 Sample type: 

 The non-probability Expert sampling was used in this study. Etikan & Bala 

(2017) define expert sampling as “it involves sample assembling of group of people that 

can demonstrate using their experience or those that specialized in part of the areas” 

(p.2). This type of sampling is approached to better execute views in a definite area 

(Etikan & Bala, 2017). The sampling size in quantitative studies is based on the number 

of participants to be contacted without saturation point (Kumar, 2011).  Hence, the 

study sampled nurses working in General Intensive care units, Cardiac Intensive care 

Unit and Acute Care Units with rich knowledge and experience in Intensive Care Units 

so that they could voice valuable views on visitation in intensive care units.  

2.6 Eligibility criteria:  

Inclusion criteria: 

  It includes all the head nurses and intensive care nurses working in intensive 

care units (General Intensive Care Unit, Acute Care Unit and Cardiac Intensive Care 

Unit) for more than six months of experience. 

Exclusion criteria: 

It excludes all auxiliary nurses and Novice Nurses with less than six months of 

working experience in intensive care units. According to Portugal Labor System (2012) 

probationary period ranges from 90 to 120 days. 
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2.7 Study Variables: 

Table 1: Independent Variables 

Variable Description Operationalization Measurement 

Type of intensive 

care unit 

The type of intensive care 

unit based on specialty. 

1. Acute care Unit 

2. General Intensive care unit 

3. Cardiac Intensive care unit 

nominal 

Number of 

visiting slots per 

day 

The visiting slots means the 

time duration, when the 

family member can visit the 

patient 

1. no visiting slots  

2. one visiting slot 

3. two visiting slots 

4. three visiting slots 

5. four or more visiting slot 

Ordinal   

Limits on the 

number of visitors 

at one time 

The number of visitors 

restricted to visit the patient.  

1. No limit on visitors 

2. One visitor  

3. Two visitors  

4. Three visitors 

5. Four or more visitors  

Ordinal   

Limits on who can 

visit the patient 

The limitations on who 

(family, friends, relatives, 

others) can visit the patient  

1. Direct relatives only  

2. Relatives and others 

approved by 

3. the patient/family  

4. No restrictions on who visits  

Nominal  

Limits on 

maximum visiting 

time 

The length of maximum 

time family can stay with 

the patient. 

1. 10-30 minutes  

2. 30-60 minutes  

3. 1-2 hour  

4. Others……… 

5. No time limit  

 

Nominal  

Exceptions in the 

visiting policy in 

intensive care 

units 

The situations when open 

visits are allowed 

1. the patient is dying  

2. the family has practical 

problems in complying with 

the policy  

3. the patient has emotional 

needs  

4. the healthcare workers have 

practical needs  

5. others 

Nominal  

Is there an official, 

written visiting 

policy in the 

intensive care 

unit? 

The written legal policy for 

visitation. 

1. yes 

2. no 

Nominal  

Are there specific 

times during the 

day when no 

visitors are 

allowed 

The time when no one can 

visit the patient 

- Open ended 

responses 

changed to 

nominal data 
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Sex State of being male or 

female sex 

1. Male 

2. Female 

Nominal 

Age The length of time person 

has lived 

- Ratio 

 level of education The academic background 1. Bachelor Degree in Nursing 

2. Post-Registration education: 

Specialization course in 

Nursing Subjects 

3. Master’s Degree in Nursing 

Science 

4. Others 

Ordinal 

Employed in Which type of hospital 

employed in?  

1. Regional hospital 

2. University Hospital 

3. Others 

Nominal 

I have executive 

position 

The executive position 

means the level of authority 

1. Yes 

2. No  

Nominal  

Years of 

experience 

A time period skills or 

knowledge gained 

- Ratio 

Is there restricted 

or open visiting 

policy in your 

intensive care 

unit? 

 1. Restricted  

2. Open 

Nominal  

 

Dependant variables: 

The “BAVIQ: Beliefs and Attitudes toward Visitation in ICU Questionnaire”  helps find 

the beliefs of nurses on the consequences of visiation in patient, family and 

organization care and attitudes of nurses towards visitation. 
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Table 2: Dependent Variables 

Variable Explanation Operationalization Measurement 

Beliefs on the 

consequences of 

visitation on patient, 

family and 

organization of care 

The set of statements 

reflecting beliefs of 

nurses on the 

consequences of 

visitation on patient, 

family and organization 

of care (See Appendix 8, 

BAVIQ :Part1) 

1. Strongly disagree 

2.Diagree 

3.Neither agree, nor disagree 

4.Agree 

5.Strongly agree 

 

Ordinal 

 

Attitudes towards 

visitation  

The set of statements 

reflecting attitudes of 

nurses towards open 

visitation  (See Appendix 

8, BAVIQ :Part2) 

1. Strongly disagree 

2.Diagree 

3.Neither agree, nor disagree 

4.Agree 

5.Strongly agree 

 

 

 

 

 

Ordinal 

 

2.8 Data Collection Tool: 

The “BAVIQ: Beliefs and Attitudes toward Visitation in ICU Questionnaire”  

was used to asses beliefs and attitudes of intensive care unit nurses regarding 

liberalization of visiation. (See Appendix 8).  

Berti, Ferdinande & Moons (2007) developed the instrument after extensive 

literature review. The instrument was developed in English language in Belgium. The 

first part of the instrument assesses visitation practices and demographic data. The 

visitation practices questionnaire assesses the type of visitation policy, extent of 

restrictions and flexibility in visitation practices in hospitals. The demographic part 

includes sex, age, educational status, type of visitation, participant designation and years 

of experience. The actual questionnaire contains two parts. The first part assesses beliefs 

of nurses about the consequences of visitation on patient, family and organization of 

care, which consists of 20 statements. The second part contains 14 statements that tend 

to determine attitudes of nurses. The participants have to respond to 5-Likert scale 

statements range from 0 strongly disagree to 4 strongly disagree. 

The content validity of the instrument was performed by ten panel of experts 

consisted of seven intensive care nurses and three intensive care nurses with Master’s 
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Degree.  Later, eight intensive care unit nurses checked the new questionnaire for its 

face validity. The questionnaire takes 10 to 15 minutes to complete (Berti, Ferdinande 

& Moons, 2007).  

2.9 Translation of tool:  

Sousa & Rojjanasrirat (2011) stated that expansion in diverse population 

increases the demand for multinational research. It provides additional demand on valid 

and reliable instruments in other languages. Hence, the process of translation and 

validation in cross culture languages require established methodological approaches. 

Step1: 

The step 1 involved translation of the instrument: “BAVIQ: Beliefs and 

Attitudes toward Visitation in ICU Questionnaire” into Portuguese language which is 

native language in Portugal. Original researcher Philip Moons who formulated the 

instrument (See Appendix 3) granted the written permission. The process of the 

translation involved following steps: 

Forward Translation: 

The instrument entitled “BAVIQ: Beliefs and Attitudes toward Visitation in ICU 

Questionnaire” comprised of 34 items on a 5 point Likert scale and two of which 

demands responses in numerical numbers. Two bilingual professionals whose primary 

language was Portuguese translated the questionnaire into Portuguese. According to 

Sousa & Rojjanasrirat (2011) at least two independent translators whose primary 

language is target language, forward translate the instrument. Sousa & Rojjanasrirat 

(2011) emphasized that first translator must belong to an area of interest and possess 

expertise with terminologies and constructs in desired language. The second translator 

should not be knowledgeable about medical terminologies and construct but must have 

idea about the jargons and expressions in desired language. This method will provide 

two versions of translation, which covers medical and culturally spoken expressions. 

Hence, the first translator in this study belonged to nursing profession and second 

translator belonged to non-nursing academic profession but familiar with nursing 

profession.     

Comparison of translated versions of instrument: 

 The two forward translated version of the tool were compared with each other 

first then with original version of the instrument to formulate a preliminary translated 
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version of instrument in desired language. First two translators did this task. According 

to Sousa & Rojjanasrirat (2011), the instrument must be evaluated for ambiguities as it 

helps resolve discrepancies using collective approach. 

 Back-translation of preliminary version of translated instrument: 

 Another bilingual translator translated the preliminary translated version of tool 

back to source language. The WHO (2017) guidelines stated that an independent 

translator should do the backward translation preferably from the source language. 

However, Maneesriwongul (2004) stated that it could be difficult to find native source 

speaker in the target language country thus, some studies use available bilingual judges. 

Comparison of Back-translated versions of instrument to Original Instrument: 

This back-translated English version of the instrument was compared with 

original instrument. Maneesriwongul (2004) explained that backward translation helps to 

compare the original tool with backward translated tool to identify flaws in translation. 

First two translators with primary researcher did this part. This way, instrument was 

examined for language and contextual discrepancies and final version of the instrument 

in Portuguese language was finalized. 

Proof Reading and Finalization: 

Proofreading is defined as examining the text carefully to identify and correct 

typographical mistakes, grammatical mistakes, incorrect punctuation, spelling mistakes 

and inaccurate words (University of Wisconsin-Madison, 2017). A Professor in Nursing 

Education whose primary language was Portuguese performed this part of the process 

and final version of BAVIQ tool in Portuguese language was developed. 

Step 2: 

The step 2 involves validation of the translated BAVIQ instrument for each item 

and whole instrument for its use in Portuguese settings.  

2.10 Validation of Tool: 

Validity is defines as “the extent to which a concept is accurately measured in a 

quantitative study” (Heale & Twycross, 2015, p.66). Content Validity Index (CVI) 

proposed by Lynn (1986) was used to achieve the validity of tool in this study. 

Content Validity Index (CVI): 

  Content Validity is described as ‘‘. . .whether or not the items sampled for 

inclusion on the tool adequately represent the domain of content addressed by the 
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instrument’’ (Waltz, Strickland, & Lenz, 2005, p. 155 as cited in Polit & Beck, 2006).  

Lynn (1986) stated that content validity represents relevance of the items in two stages: 

development or judgement. The developmental stage content validity is determined in 

earliest development of instrument by scale developer. The second phase is judgment 

quantification.  It involves agreement of experts on content validity of each item and 

then the content validity of the entire instrument as described in Figure 2. Philip Moons 

already performed the first phase validity of the BAVIQ tool in 2007. The second phase 

was conducted in this study to determine its relevance in Portuguese settings. Polit & 

Beck (2006) also stated that CVI is the most commonly used tool among nurse 

researchers for content validity. The number of experts are asked to rate the items based 

on four ordinal rating scale where 4 denotes extremely relevant and succinct, 3 denotes 

relevant but needs minor alteration, 2 describes unable to assess relevance without item 

revision or item is in need of revision that it would no longer be relevant and 1 connotes 

not relevant item (Refer Appendix 13). It requires three minimum experts based on 

availability (Lynn, 1986). The calculations are applied to both content validity index of 

the item (I-CVI) and entire instrument/scale content validity index (S-CVI). The experts 

are instructed to identify the areas to omit, areas of improvement or modifications. The 

recommended criteria for excellent content validity proposed by Lynn (1986) for 3 to 5 

experts is 1.0 and .78 for 6 to 10 experts. 

Sampling technique for Content Validity Index (CVI): 

The non-probability purposive sampling approach was used in this phase. 

Gerrish and Lacey (2010) explained, “a purposive sample is one where people from a 

pre specified group are purposely sought out and sample” (p.149). According to Polit & 

Beck (2006) purposive sampling is justifiable as the team of experts is selected 

deliberately to judge strong conceptualization of constructs. The individuals are 

recruited on the bases of their knowledge or experience with the phenomenon of interest 

(Cresswell & Plano-Clark, 2011). This type of sampling is used in quantitative studies 

based on researcher’s judgment when predetermined number of people is sampled to 

provide needed information required for the study (Kumar, 2011). Hence, the 

recruitment of the judges in this phase was based on the verdict that participants will 

provide best information on the construct of “BAVIQ” in Portuguese context; keeping 
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in view their contribution in nursing profession as professors in a School of Nursing in 

Portugal. 

 

  

 

 

 

 

 

 

 

 

 

 

Sample size for Content Validity Index (CVI): 

According to Lynn (1986) the number of judges depend on how many accessible 

and agreeable to developer or user and is not based on population estimation principle. 

The sample in this phase was consisted of three Professors from a school of nursing 

with rich knowledge and experience in field of critical care nursing who could best 

provide the judgment on concepts and constructs of BAVIQ tool in Portuguese context. 

According to Lynn (1986), a minimum of three experts should be included for CVI.  

Data Collection for Content Validity Index (CVI): 

The content validity index scale was used in this phase to evaluate the validity of 

instrument. Polit and Beck (2006) stated that experts are given clear instructions 

regarding construct and rating tasks. Researchers then revise, delete or substitute items 

using 4-point Likert scale, which eliminates risk of neutral or midpoint outcomes.  

Hence, the panel of three experts was provided with tool and content validity scale to 

mark the relevancy of items. The responses were collected via email, as it was 

 
CVI 

Degree to which an instrument has 

an appropriate sample of items for 

construct being measured 

 

I-CVI 

Content validity of individual 

items: Proportion of content 

experts giving item a relevance 

rating of 3 or 4 

 

S-CVI 

Content validity of overall scale 

 

SCVI/UA 

Proportion of items on a scale 

that achieves a relevance rating 

of 3 or 4 by all the experts 

 

S-CVI/Ave 

Average of the I-CVI for 

all items on the scale 

 

Content validity index (Polit & Beck, 2006) 

 

Figure 2: Content Validity Index 
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convenient for the judges. They were instructed to return the ratings in 3 days due to 

time constraints. They were instructed to use 4-point ordinal rating scale to evaluate 

relevancy of each item on scale (Refer Appendix13) while the proportion of total item 

scoring was used to judge the validity of entire instrument. 

Data Analysis of Content Validity Index (CVI): 

The data analysis was performed using the scoring sheet where each item 

received scoring by the panel members using 4 point Likert scale. According to Lynn 

(1986) “the actual CVI is the proportion of the items that received ratings of 3 or 4 by 

the experts” (p.384) on CVI scale. The 4 on CVI Likert scale denotes extremely relevant 

and succinct, 3 denotes relevant but needs minor alteration, 2 describes unable to assess 

relevance without item revision or item is in need of revision that it would no longer be 

relevant and 1 connotes not relevant item. Hence, the items which received score of 3 

and 4 were content valid and remained part of the scale. The item scored 3 was then re-

evaluated for restructuring with the consensus of three expert panels. The Content 

validity of items (I-CVI) was performed by using (countif) method on Excel Word as 

Polit and Beck (2006) stated that “I-CVI is computed as the number of experts giving a 

rating of either 3 or 4, divided by the total number of experts” (p.491). To assess Scale 

Content Validity (S-CVI), Polit and Beck (2006) stated to compute “an average of items 

and divide by total numbers of items” (SCVI/Ave) (p.492).  

Results of Content Validity Index (CVI): 

The overall Scale Content Validity Index (S-CVI) scored 1.0, which meets the 

standard value set by Lynn (1986) which states that with 3 experts the overall scale 

validity (S-CVI) must meet score of 1.0.  

 Out of 34 items, 20 items received score of 4 and 14 items received score of 3. 

These items scored I-CVI of 1.0 as according to Lynn (1986) the items receiving score 

of 3 and 4 are considered content valid (Refer Appendix 10). However, the items 

scoring 3 were reviewed by the panel of experts and 9 items were restructured on 

consensual bases keeping in view the Portuguese language. No changes were made in 

remaining 5 items scoring 3 based on expert’s judgment. None of the item was omitted. 

The purpose of restructuring 9 items was to give clear understanding of the construct to 

the participants in Portuguese settings. There were few words omitted and few words 

added to the item to give it a clearer understanding. Refer Appendix 9 for the rephrased 
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items for use in Portuguese setting as adapted from BAVIQ questionnaire. In 

demographic section, changes were made in responses of “level of education”. The 

option “Certified Nurse” was removed as there is no diploma based Nursing program in 

Portugal. The option “Post-registration education: specialization course in 

emergency/intensive care nursing” was replaced with “Postgraduate: specialization 

course in surgical medical nursing” as it is the offered course in Portugal. The minor 

changes were also made in “Visitation Practice Questionnaire”. The responses on 

“Limit on maximum visiting time” were changed to “10 to 30 minutes, 30 to 60 

minutes, 1 to 2 hours, others and no time limit” to make the numbers realistic for study 

participants(Refer Appendix 12). These changes did not impact the overall theme of 

instrument. Besides, instructions were added in the beginning of the instrument to 

define term “visit” in the questionnaire that it can be referred to a person, family 

member or other. The other instructions were established to direct nurses on how to fill 

the questionnaire (Refer Appendix 11). This way the valid Portuguese version of 

BAVIQ tool was finalized (Refer Appendix 12).  

2.11 Data Collection (Administration of Tool): 

The data was collected using a self-administered questionnaire “BAVIQ” which 

was translated and validated for its use in Portuguese setting. Survey design was used 

to administer questionnaire to the study participants. Bryman (2012) stated that self-

administer questionnaires are cheaper and quick to administer, it does not have 

interviewer effects and also convenient for respondents. Once written approvals were 

obtained from both the hospitals, the unit supervisors of General Intensive care Units, 

Cardiac Intensive care Units and Acute Care Units were approached. A debriefing 

session was arranged to explain the purpose of study, aims and objectives, study tool, 

and data collection process. The purpose of this approach was to involve unit 

supervisors in data collection process so that information was conveyed in relevant 

language.  They were thoroughly instructed on how to fill the questionnaire and how 

to return the filled questionnaire. Once the debriefing was accomplished, a list of 

nurses was obtained from the unit supervisors and nurses were invited to participate in 

the study based on their willingness. Willing nurses were provided with the packet 

containing consent form with information sheet outlining the aims and objectives of the 

study, instruction sheet on how to fill the questionnaire, questionnaire itself and an 
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envelope. The nurses were allowed to participate in the study once verbal and written 

consent were achieved. Nurses were ensured that given information will not influence 

participants carrier goals. All the information was provided in Portuguese language to 

ensure participants understand provided content. The participants were instructed to 

return the filled questionnaire in a sealed envelope to keep the participants identity 

anonymous and to keep the responses secure and confidential. The participants were 

instructed to return the filled questionnaire within 2 to 3 days due to time limitations for 

data collection process. The complete forms were returned in a sealed envelope and kept 

in another envelope in unit supervisor’s office. The principle investigator collected the 

filled questionnaires from each unit twice per week.  The participants were ensured to 

approach principle investigator in case of any queries with provided contact details. 

With that, frequent visits were made sure to resolve queries. 

2.12 Data Management and Quality control: 

Data Monitoring: 

The unit supervisor took the charge to collect data. The proper briefing and 

details were provided before the data collection to prevent errors and misconceptions. 

Frequent visits were made by the primary researcher to avoid confusions. The unit 

supervisor and the study participants were provided with contact details of primary 

investigator to seek help in need. The filled questionnaire was returned sealed by the 

participants to avoid manipulation of data and to keep the identity and responses 

confidential and secured. The filled questionnaires were collected from the units at 

least twice per week. 

Data Editing: 

The filled questionnaires were scanned daily for errors and accuracy and if the 

forms were complete. This way incomplete sections in forms and errors were identified. 

Minor language errors were edited with research supervisor whose primary language 

was Portuguese. The hard copies were kept in a secure place for  data entry and 

cleaning.   

 Data entry and cleaning: 

 A data base was created in IBM SPSS Version 22. The questionnaire was entered 

as it appears on hard copy and a code was designated to each statement on 

questionnaire. The data was entered for each participant designated with unique Ids. The 
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data was cleaned for entry errors and corrections were made by pulling out respective 

forms with unique Ids. Once the corrections were made, 20 records were rechecked 

randomly and crosschecked with original data to check the accuracy and quality of data. 

The logical errors were identified by running frequencies of different variables. Once 

data quality was assured, data was finalized for analysis. 

2.13 Data Analysis: 

  The data was analysed using IBM SPSS version 22. Descriptive analysis was 

used to describe demographic data of the participants. Descriptive statistics such as 

mean ± SD, median (IQR), mode, maximum and minimum was calculated for 

quantitative (continuous) variables. Frequency and percentages were calculated for 

categorical variables. Descriptive analysis was also performed for the responses on 

beliefs and attitudes section of the tool. One sample t test was performed to assess the 

level of significance of the response. Pearson correlation was used to determine the 

relationship between age, years of experience and educational level with nurses’ belief 

and attitude towards open visitation. Two sided p-value of ≤.05 was taken as criteria of 

statistical significance. 

 The questionnaire contains both positive and negative statements. The responses 

ranged from 0 strongly disagree to 4 strongly agree. To calculate overall score, the 

responses on negatively formulated statements were recoded.  

2.14 Legal and ethical considerations 

Ethical Approval: 

 Approval of the study was taken from “Ethics Committee of the Ipsantarém 

Research Unit” (Refer Appendix 4). Permission also gained from Hospital Distrital de 

Santarem (Refer Appendix 5) and Villa Franca de Xira Hospital (Refer Appendix 6). A 

debriefing session was organized in both hospitals to explain about the aims and 

objectives, study tool and data collection process.  

Consent: 

The ethical consideration of right to participate in study was ensured. The details 

of the study were incorporated in consent forms so that participants can read it 

thoroughly and decide voluntarily to participate. Written consent forms were signed to 

participate in study. The consent form was made available in Portuguese language to 

make it comprehensible for the participants (Refer appendix 7). No incentives were 
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provided to the participants neither harm in any context. They were also given liberty to 

quit the study.  

Privacy and Confidentiality: 

The participants were given separate envelops to return the filled questionnaire 

without mentioning any identity and to keep the information confidential. The details of 

the participants were coded so that personal information could be kept confidential. All 

the hard copies of questionnaire were kept sealed and secured. The data was only 

accessible to primary investigator. No information or any personal details of the 

participants was disclosed or used except for the study. 

Dissemination of finding: 

 The findings were disseminated by arranging workshops in both tertiary care 

hospitals. It helped built sensitivity for the topic and recommendations were provided to 

bring more flexible visitation for patient and family.  

2.15 Reliability:  

The valid BAVIQ tool in Portuguese language was also tested for its reliability. 

The reliability is defined as “the consistency with which an instrument measures the 

attribute” (Polit & Beck, p.305). The internal consistency of the items was assessed 

using Cronbach’s Alpha. Cronbach’s Alpha “is a function of the average inter-

correlations of the items and the number of items in the scale” (Kimberlin & 

Winterstein, 2008, p.2277). The Cronbach’s Alpha range from 0 to 1. The higher value 

indicates strong relationship between items and lower values determines weaker 

relationship between test items. The value within .70 to .90 is acceptable (Mohamad, 

Sulaiman, Sern & Salleh, 2015). The results indicated acceptable reliability with 

Cronbach’s Alpha value of .70 for beliefs section and .71 for attitudes section. The 

overall scale reliability showed Cronbach’s Alpha value of .70. Hence, the internal 

consistency of BAVIQ is acceptable.  

  

 

 

 

 



 
  

40 

 

Chapter 3 

3.1 Results: 

Descriptive analysis was performed to determine mean, median, mode, standard 

deviation, minimum and maximum for continuous demographic data. Frequencies and 

percentages were also applied for categorical demographic data and visitation practices. 

Descriptive analysis was also performed for beliefs and attitudes section of the BAVIQ. 

The tool contains both positive and negative statements in beliefs section. The positive 

statements coded as 0 for strong disagreement and 4 for strong agreement. The 

negatively formed statements were recoded for the responses (Refer Appendix 14). One 

sample t test was performed to find statistical significance of obtained mean with 95% 

level of confidence. The one sample t test determines significant difference of mean 

with fixed value called test value. The test value indicates a midpoint of the responses 

(Parsanik & Maroofnezhad, 2017). Hence, the test value for this study was set as 2.5. 

The responses were classified as significant if p≤ .05 which indicates to reject null 

hypothesis that sample mean is not significantly different from hypothesized population 

mean.  

Pearson correlation coefficient was used to identify relationship between age, 

years of experience and level of education with beliefs and attitudes of nurses. The 

coefficient correlation is defined by Rebekić, Lončarić, Petrović & Marić (2015) as 

“measures of statistical correlation”(p.48). The results display strength and direction of 

relationship among variables. The values (r) range from -1.0 to 1.0.  The r > 0 indicates 

positive relationship and r < 0 indicates negative relationship while r=0 denotes no 

relationship. The overall scores of beliefs and attitudes were determined by calculating 

average score for beliefs and attitudes items. The negatively formed items were recoded 

to compute the average score. Then the variables were tested for correlation coefficient. 

3.2 Visitation practice questionnaire: 

       The study took place in two tertiary care regional hospitals in Portugal. The units 

were found to have visiting slots per day where 60% revealed that they had two visiting 

slots per day, 20% had one visiting slot in 24 hours and 20% had four or more visiting 

slots per day. More than half (60%) had two visitors allowed at a time and 40% had one 

visitor allowed at a time. It was also discovered that 60% had no restrictions on who can 

visit the patient and 40% only allowed relatives and others approved by the 
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patient/family.  The 60 % of the units had visiting slot for 30 to 60 minutes, 20% had 10 

to 30 minutes and 20% had no time limits. The majority (80%) had exceptions on 

visitation restrictions if the family had practical problem in complying with the policy, 

in terms of emotional needs, when patient in dying and if health care personnel have 

practical needs and 20 % had exceptions only when patient is dying. The units had 

specific times during the day when no visitors were allowed. Moreover, 60% revealed 

that restrictions are implied based on scheduled restrictions, 20% revealed that 

restrictions are held in unit from 13:30 hrs to 20:30 hrs and 20% had visitor’s restriction 

from 00:00 hrs to 07:00 hrs. All units (100%) had official, written  restricted visiting 

policy in the Intensive care units. 

3.3 Demographic and professional data:  

The sum of hundred (n=100) nurses participated in the study, out of which 79 

(79%) were females while remaining 21 (21%) were males. Most of the participants, 

67(67%) had Bachelor’s Degree, 19(19%) had Post graduation: Specialization in 

Nursing subjects and 13(13%) had Masters in Nursing. However, 1 participant did not 

reveal the level of education.  More than half: 55 (55%) participants worked in hospital 

EPE (Entidades Públicas Empresariais) which stands for Corporate Public Entities in 

Portugal. The other 45 (45%) worked in hospital PPP (Parcerias Público-Privadas) 

which stands for Public-Private Partnerships in Portugal. About 46 (46%) nurses 

worked in General Intensive Care Units, 35 (35%) worked in Acute Care Units and 19 

(19%) in Cardiac Intensive Care Units. Most of the nurses, 93 (93%) mentioned that 

they did not hold executive position and 6 (6%) mentioned that they hold executive 

position while 1(1%) did not mention if the participant held an executive position at 

workplace. Refer table 3. 
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Table 3: The Statistical distribution of demographic data 

Gender  Frequency Percent Cumulative Percent 

Male 21 21.0 21.0 

Female 79 79.0 100.0 

Level of education    

Bachelors of Science in Nursing 67 67.0 67.0 

Post-graduation: Specialization in Nursing 

Subjects 

19 19.0 86.0 

Masters in Nursing 13 13.0 99.0 

Missing 1 1.0 100.0 

Type of hospital    

hospital EPE 55 55.0 55.0 

hospital PPP 45 45.0 100.0 

Type of ICU    

Acute Care Unit 35 35.0 35.0 

Cardiac Intensive Care Unit 19 19.0 54.0 

General Intensive Care Unit 46 46.0 100.0 

Executive Position    

Yes 6 6.0 6.1 

No 93 93.0 100.0 

Missing 1 1.0  

 

The age of nurses working in ICU ranged from a minimum of 22 years to 

maximum of 60 years. The mean age was 36.20 years (SD =8. 94) with one missing 

data. On the other hand, the years of experience of nurses working in ICU ranged from a 

minimum of 0.6 years to maximum of 26 years. Five participants refused to mention 

years of experience. The mean years of experience of nurses was 7.88 years (SD=7.34).  

Refer Table 4. 

Table 4: Descriptive Statistics of Age and Working Experience 

 Μ Md Mo SD Mini Max 

Age 36.20 34.00 29 8.947 22 60 

Working experience 7.880 5.000 1.0 7.3466 .6 26.0 
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3.4 Beliefs about the consequences of visitation on patient, family and organization 

of care: Pro Statements 

Pro statements: The pro statements were positively formed items. 

The participants significantly supported the belief that visitation has a beneficial 

effect on the patient (M=3.12; SD=0.715; t (99) = 8.676; p≤ .000) and that an open 

visiting policy decreases family’s anxiety (M=2.69; SD=0.961; t (99) = 1.978; p≤.050). 

Majority of the nurses significantly believed that visitation is a helpful support for the 

caregivers (M=2.69; SD=0.884; t (99) =2.149; p≤.034). Nurses also supported the 

beliefs that visitors can help the patient interpret information (M=2.53; SD= 0.915; t 

(99) = 0.328; p=.744) without significant mean value. Lastly, nurses significantly 

remained neutral about the belief that visitation contributes to the improvement of 

patient-centred care (M=2.24; SD=0.878; t (99) = -2.963; p≤.004). Refer table 5. 

Table 5: Statistical Distribution of Supported Beliefs: Pro statements 

 Μ Md Mo SD Mini Max 

Visitation has a beneficial effect on the 

patient. 

3.12 3.00 3 .715 1 4 

Open visiting policy decreases family’s 

anxiety. 

2.69 3.00 3 .961 0 4 

Visitation is a helpful support for the 

caregivers. 

2.69 3.00 3 .884 0 4 

Visitors can help the patient interpret 

information. 

2.53 3.00 3 .915 0 4 

Open visiting policy contributes to the 

improvement of patient-centred care. 

2.24 2.00 2 .878 0 4 

 

Most of the nurses significantly disagreed to the belief that an open visiting 

policy is important for the recovery of the patient (M=1.64; SD=1.049; t (99) = -8.195; 

p≤.000) and that it offers more comfort to the patient (M=1.95; SD=0. .968; t (99) = -

5.682; p≤.000). Refer table 6.  

Table 6: Statistical Distribution of less supported Beliefs: Pro statements 

 Μ Md Mo SD Mini Max 

Open visiting policy is important for the 

recovery of the patient. 

1.64 1.00 1 1.049 0 4 

Open visiting policy offers more comfort to 

the patient. 

1.95 2.00 1 .968 0 4 
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3.5 Beliefs about the consequences of visitation on patient,  family and organization 

of care: con statements 

Con statements: The con statements were negatively formed items which were 

recoded. 

Majority of nurses significantly agreed that open visitation policy interferes 

with direct nursing care (Mean=2.82; SD=1.067; t (99) = 2.998; p≤ .003). Nurses also 

supported the belief that open visitation policy infringes upon patient’s privacy 

(Mean=2.65; SD=1.104; t (99) = 1.358; p=.177) and makes nurses spend more time in 

providing information to the family (Mean=2.54; SD=0.968; t (99) = 0.413; p=.680). 

The mean values were not significant for these two items as t test results reveal p>.05. 

Besides, nurses were not sure about the belief that open visitation policy hampers 

adequate planning of the nursing care process (Mean=2.33; SD=1.146; t (99) = -1.483; 

p=.141) without significant mean value. Also, nurses neither agree or nor disagreed 

significantly about the belief that open visitation increases the risk of errors 

(Mean=2.02; SD=1.092; t (99) = -4.397; p≤.000). Refer table 7. 

Table 7: Statistical Distribution of supported Beliefs: Con statements 

 Μ Md Mo SD Mini Max 

OVP interferes with direct nursing care. 2.82 3.00 3 1.067 0 4 

OVP infringes upon patient’s privacy. 2.65 3.00 3 1.104 0 4 

OVP makes nurses to spend more time in 

providing information to the family. 

2.54 3.00 3 .968 0 4 

OVP hampers adequate planning of the 

nursing care process. 

2.33 3.00 3 1.146 0 4 

OVP increases the risk of errors. 2.02 2.00 3 1.092 0 4 

The nurses significantly did not support the beliefs that visitation hinders the 

patient's rest (Mean=1.99; SD=0.948; t (99) = -5.379; p≤.000), causes physiological 

stress for the patient (Mean=1.86; SD=0.841; t (99) = -7.609; p≤.000) and creates 

adverse hemodynamic responses in patients (Mean=1.95; SD=0.903; t (99) = -6.090; 

p≤.000). They also did not support the belief significantly that it causes psychological 

stress for the patient (Mean=1.94; SD=0.919; t (99) = - 6.093; p≤.000), exhausts family 

(Mean=1.96; SD=0.942; t (99) = -5.733; p≤.000) and that it interferes with humor 

between nurses (Mean= 1.89; SD=1.109; t (99) = -5.500; p≤.000).  Additionally, nurses 

significantly disagreed to the belief that open visiting policy make nurses nervous, 
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because they are afraid to err (Mean= 1.16; SD=.929; t (99) = -14.424; p≤.000) and that 

it makes nurses feel controlled (Mean=1.65; SD=1.114; t (99) = -7.634; p≤.000). Refer 

Table 8. 

Table 8: Statistical Distribution of less supported Beliefs: Con statements 

 Μ Md Mo SD Mini Max 

Visitation hinders the patient's rest 1.99 2.00 1 .948 0 4 

Visitation causes physiological stress for the 

patient 

1.86 2.00 1 .841 0 4 

Visitation creates adverse hemodynamic 

responses in patients. 

1.95 2.00 1 .903 0 4 

Visitation causes psychological stress for the 

patient 

1.94 2.00 2 .919 0 4 

OVP exhausts family, because they feel forced 

to be with the patient. 

1.96 2.00 1 .942 0 4 

OVP interferes with humor between nurses. 1.89 2.00 1 1.109 0 4 

OVP makes nurses nervous, because they are 

afraid to err. 

1.16 1.00 1 .929 0 4 

OVP makes nurses feel controlled. 1.65 1.00 1 1.114 0 4 

 

3.6 Attitudes towards visiting: 

The study participants were asked to respond to a statement to decide the 

number of visitors to be limited in a 24h time range. To which the participants 

responded that minimum 0 to maximum of 10 persons should be limited in 24h time 

range. The mean persons to be limited in 24 hours was 2.75(SD=2.113). Four 

participants did not respond to item. The nurses were also asked to decide on the 

number of persons to be allowed at the same time. To which, study participants 

responded that minimum of 0 to maximum 4 persons can visit the patient at the same 

time. The mean persons who can visit the patient at same time was 1.56 (SD=0.641). 

Refer table 9 

Table 9: Statistical distribution of number of visitors to be limited in 24h and at the same time 

 Μ Md Mo SD Mini Max 

In a time range of 24h the number of 

visitors should be limited to ……. 

persons. 

2.75 2.00 1 2.113 0 10 

Only ……. persons can visit the patient at 

the same time. 

1.56 2.00 2 .641 0 4 

 

Nurses significantly agreed that visiting policy must be adapted when patient is 

dying (Mean=3.52; SD=0.689; t (99) = 14.810; p≤.000), when the patient has 
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emotional needs (Mean=2.94; SD=0.722; t (99) = 6.092; p ≤.000) and when the family 

has practical problems adhering to the policy (Mean=2.73; SD=0.908; t (99) =2.532; 

p≤.013). The nurses also agreed to the attitude that everyone is allowed to visit, if it is 

approved by the patient (Mean=2.47; SD=1.096; t (99) = -2.74; p=.785) without 

significant mean value. Lastly, nurses were not sure significantly about the attitude that 

strict starting hour is important, but the length of a visit can be flexible (Mean=2.22; 

SD=0.970; t (99) =-2.886; p≤ .005). Refer table 10. 

Table 10: Statistical Distribution of supported Attitudes 

 Μ Md Mo SD Mini Max 

Visiting policy must be adapted when 

patient is dying 

3.52 4 4 .689 0 4 

Strict visiting hours must be adapted when 

the patient has emotional needs. 

2.94 3.00 3 .722 1 4 

Strict visiting hours must be adapted when 

the family has practical problems adhering 

to the policy. 

2.73 3.00 3 .908 0 4 

Everyone is allowed to visit, if it is approved 

by the patient. 

2.47 3.00 3 1.096 0 4 

Strict starting hour is important, but the 

length of a visit can be flexible. 

2.22 2.00 3 .970 0 4 

The nurses disagreed to the statements significantly that the number of people 

who are visiting the patient at the same time should not be limited (Mean=0.85; SD= 

.672; t (99) = -24.542; p≤.000) and number of visitors in a time range of 24h should not 

be limited (Mean=1.03; SD=0.81; t (99) = -18.154; p≤.000). Nurses also disagreed 

significantly that length of a visit should not be limited (Mean=1.20; SD= 0.953; t (99) 

= -13.635; p≤.000) and that an open visiting policy should be carried out in our unit 

(Mean=1.25; SD= 0.999; t (99) = -12.516;  p≤.000). Most of the nurses disagreed to the 

attitude significantly that when the patient is capable, he/she should have control in 

when, how long and how many visitors he/she can have (Mean= 1.79; SD=1.122;  t 

(99) = -6.329;  p≤.000). Lastly, nurses significantly disagreed that visiting policy must 

be flexible during the first 24h of hospitalization (Mean= 1.96; SD=0.984; t (99) = -

.5.488; p≤.000) and visiting policy must be adapted to the culture/ethnicity of the 

patient (Mean= 1.99; SD=1.105; t (99) = -4.613; p≤.000). Refer table 11. 

 

 



 
  

47 

 

Table 11: Statistical Distribution of less supported attitudes 

 Μ Md Mo SD Mini Max 

Number of people who are visiting the 

patient at the same time should not be 

limited. 

.85 1.00 1 .672 0 3 

Number of visitors in a time range of 24h 

should not be limited. 

1.03 1.00 1 .810 0 4 

Length of a visit should not be limited. 1.20 1.00 1 .953 0 4 

Open visiting policy should be carried out in 

our unit. 

1.25 1.00 1 .999 0 4 

When the patient is capable, he/she should 

have control in when, how long and how 

many visitors he/she can have. 

1.79 2.00 1 1.122 0 4 

Visiting policy must be flexible during the 

first 24h of hospitalization. 

1.96 2.00 3 .984 0 4 

Visiting policy must be adapted to the 

culture/ethnicity of the patient. 

1.99 2.00 3 1.105 0 4 

 

Pearson’s r correlation test revealed significant weak negative relationship 

among age and nurses beliefs about open visitation (r= -.22; p≤ .02) while there was a 

non-significant weak positive relationship between age and attitudes of the nurses 

(r=.10; p=.32). It reveals that nurses’ age is inversely proportional to beliefs of the 

nurses. Secondly, there was a significant weak negative relationship between working 

experience and nurses beliefs about open visitation (r=-.20; p ≤.04) while significant 

weak positive relationship found among years of experience and attitudes of the nurses 

regarding open visitation (r= .23; p=.02). It means that years of experience has some 

influential effect on beliefs and attitudes of the nurses towards open visitation. Lastly, 

there was a non-significant weak negative relationship found among level of education 

and beliefs about open visitation (r=-.10; p=.31) and there was a no relationship found 

among level of education and attitudes of the nurses towards open visitation (r=-.01; 

p=.88).Refer table 12. 
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Table 12: Correlations of age, experience and educational status with beliefs and attitudes 

 Beliefs Attitudes 

Age Pearson Correlation -.221
*
 .100 

Sig. (2-tailed) .028 .326 

N 99 99 

Working 

experience 

Pearson Correlation -.207
*
 .230

*
 

Sig. (2-tailed) .044 .025 

N 95 95 

Education Pearson Correlation -.102 -.015 

Sig. (2-tailed) .314 .881 

N 100 100 

**. Correlation is significant at the 0.01 level (2-tailed). 

*. Correlation is significant at the 0.05 level (2-tailed). 
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Chapter 4 

4.1 Discussion: 

This is the first survey in Portugal to assess belief and attitudes of the nurses 

regarding open visitation in ICUs. The overall response rate was 65.7%, which 

relatively gives a picture of visiting policies in Portugal. However, limitations must be 

acknowledged that non-probability sampling with small sample size from two regional 

hospitals is less representative of the population.  

4.2 Visitation Practices: 

The overall results on visitation practices showed that there are some restrictions 

on when, who and for how long family can visit the patient in ICU. It was convincing to 

know that most of the units had two visiting slots; two persons allowed at a time, no 

restrictions on who can visit the patient, maximum visitation time range from 30 to 60 

minutes at one time and most importantly exceptions were permissible as patient, family 

or nurses’ needs. The literature suggests that visiting policies in Portugal seems more 

flexible than other European countries. In Italy, 55 percent of the ICUs had one visiting 

slot daily (Giannini, Miccinesi & Leoncino, 2008), only immediate family members are 

allowed to visit in Italy and Belgium (Giannini, Miccinesi & Leoncino, 2008; Vandijck, 

Labeau & Geerinckx, 2010) and the maximum visiting time in Netherlands is 120 

minutes per day (Noordermeer et al., 2013). Though, some similarities were also found 

in visitation practices as in Netherlands maximum two persons can visit patient in ICU 

at same time (Noordermeer et al., 2013) and flexibility in restrictions is also seen in 

Netherlands (94.1%) and Belgium (96%) when patient is dying (Berti, Ferdinande & 

Moons, 2007; Noordermeer et al., 2013). The flexibility in visitation is also seen 

internationally as a study in UK revealed that 96.1 percent units allowed visits in case of 

a dying patient (Hunter et al., 2010). However, in Italy (21%) policies were not flexible 

for a dying patient (Giannini, Miccinesi & Leoncino, 2008). One of the interesting 

finding of the study is that there are some slots where visitation is restricted in a day. 

For example, one unit admitted that there are restrictions on family visitation from 1330 

hrs to 2030 hrs .This finding can be acknowledged by Vandijck et al. (2010) as cited in 

Khaleghparast et al. (2016) that most ICUs in Europe follow restricted time and 

duration on family visitation in ICUs. 
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4.3 Demographic data: 

The demographic results revealed that most of the nurses are female which is 

very much similar to other European countries like Italy (72.5%) and Spain (87.2%) 

(Biancofiore et al., 2010; García et al., 2016). It was interesting to know that the 

minimum age of the participant was 22 years old with minimum experience of six 

weeks and maximum age of 60 years with 26 years of experience. In Portugal, the 

number of nurses have been increased which has raised the concerns with 

unemployment and increased the migrations rates (Simões, Augusto, Fronteira & 

Quevedo, 2017).  Silva, Araújo & Santos (2017) also revealed the fact that higher 

numbers of Portuguese nurses are employed in UK due to low wages and market 

saturation. Most of the nurses hold bachelor’s degree in nursing. According to Ordem 

dos Enfermeiros (2009), nurses in Portugal can enroll in six-specialization courses post 

degree in Bachelors. Hence, many nurses (19%) had post-graduation: specialization in 

nursing subjects. Nurses choose specialized courses to seek better working conditions 

and salary (Parreira-Mendes & MantovanI, 2010). The results also discovered that only 

6% nurses hold executive positions. For which, a voice has been raised by Portuguese 

nurses to include a position with salary increment to bring stability in public employees 

(Parreira-Mendes & MantovanI, 2010). 

4.4 Beliefs about the consequences of visitation on patient, family and organization 

of care 

Benefits of visitation on patient: 

The majority of nurses in study believed that visitation has beneficial effect on 

patient and did not support the beliefs that visitation hinders the patient’s rest, causes 

physiological stress, creates adverse hemodynamic responses and causes psychological 

stress. Literature also supports findings as Khaleghparast et al. (2016) cited that it was 

misconception that visitation increases intracranial pressure and cardiovascular 

parameters rather evidences have shown that visitation reduces stress and helps patient 

to rest. Cook (2006) also mentioned that patients appreciate visitation as it provides 

reassurance and comfort to the patient.  

Benefits of visitation on family: 

Most of the nurses believed that open visitation decreases family anxiety and did 

not support the belief that it exhausts family as they are forced to be with the patient. 



 
  

51 

 

These results were consistent with  literature as Escudero et al. (2014) revealed that 

families desire to take part in patient’s care and they can collaborate in personal 

hygiene, meals or physiotherapeutic exercises.  Allowing families in care have positive 

effects on patient and caregiver as it reinforces closeness and communication. Sims & 

Miracle (2006) also concluded that open visitation balances the needs of patient, family 

and staff.  

Visitation as Facilitation: 

The study outcomes support the beliefs that visitor helps nurses to interpret 

information and helpful support for caregivers. Sims & Miracle (2006) mentioned that 

one of the benefits of open visitation is that it facilitates communication. Ghiyasvandian 

et al. (2009) also reported that open visitation helps nurse obtain valuable information 

about patient, which helps in planning of care. Riley et al. (2014) also reported that 

family participation in basic patient’s care helps nurses to complete other tasks. Besides, 

nurses in the study also showed disagreement to the beliefs that nurses feel controlled 

during visitation, it interferes with humor between nurses and makes nurses nervous, 

because they are afraid to err. Khaleghparast et al. (2016) supported the finding by 

mentioning that open visitation help reduce conflicts and build cooperative relationship 

among family and health care providers.  

Visitation as barrier: 

Majority of the nurses believed that it takes more time in providing information 

to the visitors and interferes with direct nursing care. Olsen et al. (2009) also claimed 

that sometime family fails to comprehend what kind of support is needed from which 

those providing support may get affected negatively. This creates additional stress on 

nurses working already in stressful environment. Khaleghparat et al. (2016) reviewed 

that continuous influx of visitors, intends to control nurses, frequent requests for case 

reviews and reports, demanding particular nurses and insisting detailed information may 

make nurses feel disappointed. Monroe & Wofford (2017) added that nurses report 

continuous family presence hinders delivery of care and affects organization of care. 

However, Sims & Miracle (2006) emphasized that nurses must know how to 

acknowledge family needs, crises management and ways to deal with the visitors.  

Nurses also believed in the study that open visitation infringes upon patients privacy. 
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About the invasion of patient’s privacy, Chapman et al. (2016) also mentioned that open 

visitation makes it difficult to protect patient’s privacy.  

Ambiguity in Beliefs: 

The nurses in the study did not support the beliefs that open visiting policy is 

important for recovery of the patient and that it offers more comfort to the patient. The 

nurses were also not sure if it is important for patient centered care. However, literature 

shows contrast evidences that it reduces patient’s anxiety, they feel more relaxed, and it 

promotes patients outcomes (Sims & Miracle, 2006). In conclusion, the nurses 

appreciated the belief that visitation has beneficial effects but still ambitious to the 

belief that it is important for patient centered care. This ambiguity could be result of the 

lack of knowledge, skills and assurance to acknowledge the genuine effects of 

visitation. 

4.5 Attitudes towards Visitation 

Exceptions on Restricted Visitation:  

The study findings revealed that an average of 2 to 3 people should be limited to 

visit the patient in 24 hours and 1 to 2 people can visit the patient at same time. Findings 

can be supported by literature, as in Italy (53%) nurses wanted two visitors at a time 

(Giannini et al., 2008). The majority of nurses in study agreed that everyone can visit 

the patient if approved by patient; adaptations should be taken when family has practical 

problems, when patient needs emotional support and when patient is dying. The 

flexibility in visitation is also seen in Netherlands (94.1%), Belgium (96%) and UK 

(96.1%) when patient is dying (Berti, Ferdinande & Moons, 2007; Noordermeer et al., 

2013; Hunter et al., 2010).  

Skeptical Attitude towards open visitation:  

The study results revealed that nurses do not want visitation policy to be flexible 

during first 24h of hospitalization and it must be adapted to the culture/ethnicity of the 

patient. The nurses also wanted limitations on number of visitors in 24 hours of 

admission, on length of visits and on the number of person’s visiting at same time. 

Bertie et al. (2007) also concluded that nurses preferred some restrictions on visitation. 

This attitude may be influenced by various environmental and work practices such as 

insufficient space, inadequate measures to maintain privacy and noise and the nurse 

patient ratio. 
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Ambiguity in Attitudes: 

Majority nurses did not want open visitation in their units neither they supported 

the attitude that the patient can decides on who, when and the length of visits. This was 

again an interesting finding as they acknowledged the benefits of open visitation but 

they did not want an open visitation in their unit. This confusion in their beliefs and 

attitudes reveal that the nurses are skeptical towards liberalization of visitations when it 

comes to practical implications of open visitation. The literature also raised the same 

concern that nurses’ beliefs are based on judgement instead of extensive research. 

Hence, the nurses must consider which is best for patient outcomes (Khaleghparast et 

al., 2016). The study also found that years of experience has influential effect on 

attitudes of the nurses. To which, Plowright (1998) as cited in Cook (2006) stated that 

nurses with more experience in ICUs have been exposed to various situations and hence 

they can better comprehend the overall effects of visitation on patients. However, other 

social and environmental factors must be evaluated for this attitude. 

4.6 Integration to conceptual Framework: 

 Nurse’s beliefs and attitudes are shaped by various personal, social and 

environmental factors. The study findings suggest that nurses appreciate valuable 

effects of visitation on patient, family and nurses yet skeptical when it comes to its 

application in units. It means that they are aware of advantages of open visitation but  

may lack confidence to implement it. This lack of confidence can be determined by lack 

of skills and knowledge to tackle situations. It can also be  influenced by various factors 

in clinical settings. Additionally, ambiguity was found in nurse’s beliefs, as most of the 

nurses were not sure if it promotes patient centred care. It also determines lack of 

comprehensive knowledge about the consequences of visitation on patient. One of the 

important finding was positive relationship with years of experience and attitudes of the 

nurses. It means that exposure plays important role in changing point of views. The 

study results were also consistent with visitation practices at workplace. As it was noted 

that flexibility was found on visits when patient, family and nurses had obvious need in 

respective units, which were synchronized with nurse’s views.  

Hence, a model of transformation is proposed which insists to assess the status 

of basic indicators like level of knowledge, confidence, skills and current practices 

regarding liberalization of visitation. It will help identify basic perspectives of the 
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nurses regarding liberalization of visitation. Further, interventions must be organized at 

personal, social and institutional level to strengthen facilitating factors and to reduce 

inhibiting factors. This approach will help clarify ambiguities and develop role mastery 

in nurses to handle various transitions that come across in system of care. Collectively, 

it would help bring healthier vision towards open visitation.  

Figure 3: Proposed "Model of Transformation" based on study findings 

 

4.7 Significance of study: 

 The study findings may be significant for patient and family members as it 

would help bring patient and family centred care. 

  The study findings might help nurses to develop clear views and understanding 

regarding liberalization of visitation.  

 The research may contribute to develop administrative and legal protocols at 

organizational level to bring more flexibility in visitation practices.  

 The views of nurses in the study will help fill the gap in literature to understand 

barriers, facilitators and challenges to liberalization of visitation. 

 The translated and validated tool would provide opportunities for Portuguese 

nurses to utilize it for further studies. 

4. 8 Limitations of the study:    

Some of the limitations were found in the study, which are as below:                                                                               
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 The limitation of the study is a non-parametric small sample size so; results 

cannot be generalized to large population.  

 There is also capacity to conduct more research which covers other health care 

workers, patient and family perspectives.  

 The study took place in two regional tertiary care hospitals in Portugal which 

cannot be true representative of the population. 

 The questionnaire was translated and validated for Portuguese settings; however, 

there could still be possibility that it may give inconsistent results when and if 

the study is replicated.  

4.9 Conclusion: 

Overall, the study revealed that nurses acknowledge beneficial effects and 

flexibility on visitation in certain circumstances. However, still ambiguity in opinion 

was found. Therefore, it is recommended to include guidelines in universities and 

hospitals to facilitate understanding about current health practices. It was the very first 

study taken place in Portugal on liberalization of visitation. Hence, it would provide a 

base to conduct further researches in this field. The study particularly focused on nurses 

therefore, further researches are recommended to include other health care workers, 

patient and family to come up with rich evidences. Lastly, various personal, social and 

environmental factors could be studied to identify different dynamics to benefit nurses, 

patient and family collectively.  

.  
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Appendixes 

Appendix 1: Timeline 

Main activities and its distribution in the selected time: 

 

Activities July August September October November December January February 

Weeks 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 1 2 1 

Translate 

Questionnaire 

into Portuguese 

                           

Approval from 

ESSS IRB 

                           

Approval from 

Santarem and 

Villa Franca 

Hospital 

                           

Tool translation                            

Tool validation                            

Data Collection                            

Data 

Management and 

entry  

                           

Analysis and 

Interpretation 

                           

Report writing                            

Dissemination of 

findings 

                           

Thesis 

Submission 
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Appendix 2: Budget  

 

Main Activities: 

 

Activities Quantity Duration Amount 

(Euros) 

 

Transport Twice per week 

(8 trips) 

From 

November 06, 

2017 to 

December 06, 

2017 

49.6 Euros 

Printing of tool for CVI 3 (4 pages each)  2 

Photocopying of tool 

for administration 

150 sets (4 pages 

each) 

 50 Euros 

Envelops (small) 150  4 Euros 

Envelops (Large) 20  6 Euros 

Total (Euros)   111.6 Euros  
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Appendix 3: Permission letter for Instrument 

 

Philip Moons <philip.moons@kuleuven.be> 

 

May 2 

 

 
 

 
to me 

 
 

 

 

Dear 

  

Thank you for your interest in the BAVIQ. Please find attached the inspection copy of the 

BAVIQ, as well as the questionnaire that we have used to assess current visitation policy. For 

your information, I am also attaching the coding manual. 
  
If you consider the BAVIQ useful for your study, I would like to ask you to complete and return 

the "User agreement". Permission is granted, free of charge. Upon reception of the completed 

user agreement, I will send you the official version (without watermark). 
  
In case you plan to translate the BAVIQ into another language, a standard academic 

translation procedure is require. 
  
If you have further questions, don’t hesitate to contact me. 
  
Best regards, 
Philip Moons 
  

  

From: farzana jabeen [mailto:fj.mohdali@gmail.com]  

Sent: maandag 1 mei 2017 22:10 

To: Philip.Moons@med.kuleuven.be 

Subject: BAVIQ and the questionnaire 

 

 

 

 

 

 

mailto:fj.mohdali@gmail.com
mailto:Philip.Moons@med.kuleuven.be
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Appendix 4: Study Approval letter from Instituto Politécnico de Santarém 
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Appendix 5: Permission Letter from Hospital A 
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Appendix 6: Permission Letter from Hospital B 
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Appendix 7: Consent form for study participants in Portuguese Language 

Consentimento para participar de um estudo de pesquisa 

Título do estudo Visita Aberta em Unidade de Cuidados Intensivos na 

perspectiva dos Enfermeiros: Um Estudo Quantitativo 

Investigator Farzana Jabeen 

Supervisor Jose Amendoeira 

Introdução: 

 I, Farzana Jabeen, RN, BScN, estudante no Instituto Politécnico de Santarém 

(IPSantarem) da Escola Superior de Saúde - Santarém. Estudante de mestrado no 

curso de Erasmus Mundus Enfermagem em Emergência em Cuidados Críticos 

(EMMECC) na Escola de Superior de Saúde de Santarém.  

 O objetivo do estudo é identificar as crenças e atitudes das enfermeiras em 

relação à visita aberta em unidades de cuidados intensivos 

Objetivos do estudo: 

 Quais são as crenças dos enfermeiros face à visita aberta em unidades de 

Cuidados Intensivos? 

 Quais são as atitudes dos enfermeiros face à visita aberta em unidades de 

Cuidados Intensivos? 

 Quais são os fatores que podem influenciar as crenças e atitudes dos enfermeiros 

face à visita aberta em unidades de cuidados intensivos? 

Descrição do Procedimento de Estudo: 

 Os participantes no estudo serão convidados a preencher um questionário 

"BAVIQ" sobre crenças e atitudes das enfermeiras sobre visitas abertas nas 

unidades de cuidados intensivos, incluindo os dados demográficos. 

 O questionário demora de 10 a 15 minutos para ser concluído. 

Riscos / benefícios do estudo:  

 O estudo não será prejudicial para os participantes. As informações fornecidas 

pelos participantes permanecerão confidenciais para evitar o risco de violação da 

confidencialidade. 

 O estudo não afetará o status atual do participante no local de trabalho. 

 Não haverá benefícios adicionais para os participantes, embora o estudo ajude a 

planear e implementar alguma medida para promover horas de visita flexíveis na 

unidade de cuidados intensivos. 

 



 
  

70 

 

 Confidencialidade:  

 A identidade do participante e as informações serão mantidas confidenciais. 

 Somente o investigador principal terá acesso à informação. 

 As conclusões do estudo serão compartilhadas com o comitê de ética e quando 

publicadas será mantida a confidencialidade. 

 Os registros eletrônicos serão mantidos seguros com senhas e outros documentos 

serão mantidos seguros e selados. 

Publicação do estudo: 

 O estudo será publicado em revistas científicas e publicações gerais sem 

divulgar a identidade dos participantes.  

Direito de recusar ou abandonar o estudo: 

 Os participantes têm o direito de recusar e abandonar o estudo em qualquer 

momento. Isso não influenciará o participante em nenhum contexto. 

Acesso a informações ao estudo: 

 Os participantes têm direito de fazer perguntas sobre o questionário e 

clarificação sobre qualquer ponto. O participante pode contactar pelo número 

facultado.  

Consentimento: 

 Li e entendi o formulário de consentimento e decidi participar voluntariamente 

da pesquisa. 

 Entendo que recebo uma cópia deste formulário de consentimento e isso não me 

afetará de maneira legal, pessoal ou profissional. 

Detalhes do contato:  351920046381,  fj.mohdali@gmail.com 

Eu li e compreendo as informações relevantes que me foram transmitidas. 

 Nome do participante  Nome do investigador  

Assinatura do 

participante 

 Assinatura do 

investigador 

 

 

______/__/__ 

 

 

 

 

 

 

 

mailto:fj.mohdali@gmail.com
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Appendix 8 : BAVIQ Original Instrument 
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Appendix 9: Modifications made in BAVIQ Portuguese Version 

Item Original statement  

 

Translated statement Validated statement  Remarks 

7 I believe that visitors 
can help the patient 
interpret information. 

Acredito que as visitas 

podem ajudar o doente 

a interpretar a 

informação. 

Acredito que as 

visitas podem ajudar 

o doente a 

interpretar a 

informação clinica e 

contextual. 

Add more 

information to 

the statement 

with “clinica e 

contextual” 

which means 

clinical and 

contextual. 

13 I believe that an open 

visiting policy make 

nurses nervous, because 

they are afraid to err. 

Acredito que uma 

política de visita aberta 

tornam os enfermeiros 

nervosos / inseguros , 

porque têm medo de 

errar.  

Acredito que uma 

política de visita 

aberta torna os 

enfermeiros 

inseguros, porque 

têm medo de errar.  

Omitted the 

word 

“nervosos” to  

replace with 

word 

“ Inseguros” 

which means 

“ unsafe”  

14 I believe that an open 

visiting policy makes 

nurses feel controlled 

Acredito que uma 

política de visita aberta 

faz os enfermeiros 

sentirem-se 

controlados.  

Acredito que uma 

política de visita 

aberta faz os 

enfermeiros sentirem 

que são controlados.  

Add “que são” 

to make it 

clearer. It means 

“feel that they 

are controlled”.  

15 I believe that an open 

visiting policy hampers 

adequate planning of 

the nursing care 

process. 

Acredito que uma 

política de visita aberta 

dificulta o 

planeamento adequado 

do processo de 

cuidados de 

enfermagem 

Acredito que uma 

política de visita 

aberta dificulta o 

planeamento 

adequado dos 

cuidados de 

enfermagem. 

Omitted 

“processo” to 

give clear 

understanding 

to nurses. It 

means process. 

16 I believe that an open 

visiting policy interferes 

with humor between 

nurses. 

 Acredito que uma 

política de visita aberta 

interfere com o humor 

entre enfermeiros.  

 Acredito que uma 

política de visita 

aberta interfere com 

o humor dos 

enfermeiros.  

The word 

“ entre” 

replaced with 

word “dos” to 

make it clear to 

understand in 
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language.  

17 I believe that an open 

visiting policy makes 

nurses to spend more 

time in providing 

information to the 

family. 

Acredito que uma 

política de visita aberta 

faz os enfermeiros 

gastarem mais tempo a 

providenciar 

informação à família.  

Acredito que uma 

política de visita 

aberta faz os 

enfermeiros 

gastarem mais 

tempo com a  

informação à 

família.  

Changes made 

in statement 

with “com a  

informação à 

família”to make 

it more clear in 

Portuguese 

settings.it 

means “ with 

information to 

the family” 

20 I believe that an open 

visitation policy 

contributes to the 

improvement of patient 

centered care.  

Acredito que uma 

política de visita aberta 

contribui para o 

aumento da 

centralidade do 

cuidado.  

 

Acredito que uma 

política de visita 

aberta contribui para 

o aumento da 

centralidade do 

cuidado colectivo. 

 

The addition of 

word 

“Colectivo” 

which means 

collectively. 

28 I think that strict 

visiting hours must be 

adapted when the 

family has practical 

problems adhering to 

the policy. 

Penso que as restrições 

à hora da visita devem 

ser adaptadas quando a 

família tem problemas 

reais na adesão à 

referida política.  

Penso que a política 

de restrições à hora 

da visita deve ser 

adaptada aos 

problemas reais da 

família na adesão à 

referida política.  

The statement 

was restructured 

to give clear 

meaning. 

32 I think that a strict 

starting hour is 

important, but the 

length of a visit can be 

flexible. 

Eu penso que a 

restrição ao início da 

visita é importante, 

mas a duração da 

mesma deve ser 

flexível.  

Penso que a restrição 

ao início da visita 

pode ser importante, 

mas a duração da 

mesma deve ser 

flexível.   

The word 

“visita é 

importante”, 

with “pode ser” 

for clear 

understanding 

in targeted 

language. It 

means “can be”. 
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Appendix 10 : Computation of Content Validity Index (I-CVI) and Scale Content 

Validity Index ( S-CVI) of BAVIQ. 

Item Description Expert 1 Expert 2 Expert 3 Number of agreements Item Content Validity Index 

(I-CVI) 

Item 1 4 4 4 3 1 

Item 2 4 4 4 3 1 

Item 3 4 4 4 3 1 

Item 4 3 4 4 3 1 

Item 5 4 3 4 3 1 

Item 6 4 4 3 3 1 

Item 7 3 4 3 3 1 

Item 8 4 4 4 3 1 

Item 9 4 4 4 3 1 

Item 10 4 4 4 3 1 

Item 11 4 4 4 3 1 

Item 12 4 4 3 3 1 

Item 13 4 4 4 3 1 

Item 14 4 4 3 3 1 

Item 15 4 4 4 3 1 

Item 16 4 4 4 3 1 

Item 17 4 3 4 3 1 

Item 18 4 3 4 3 1 

Item 19 4 4 4 3 1 

Item 20 3 4 4 3 1 

Item 21 4 4 4 3 1 

Item 22 4 3 4 3 1 

Item 23 4 3 4 3 1 

Item 24 4 3 4 3 1 

Item 25 4 3 4 3 1 
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Item 26 4 4 4 3 1 

Item 27 4 4 4 3 1 

Item 28 4 4 4 3 1 

Item 29 4 4 4 3 1 

Item 30 4 4 4 3 1 

Item 31 4 4 4 3 1 

Item 32 4 3 4 3 1 

Item 33 4 4 4 3 1 

Item 34 4 4 4 3 1 

Scale Validity Index= S-CVI/Ave 1 

Total Agreements  34 
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Appendix 11: Instructions to use BAVIQ in Portuguese Language 
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Appendix 12: BAVIQ Portuguese Version 
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Appendix 13: Content Validity Index  (CVI): Relevancy Scale 

Assessment of Content Validity: BAVIQ part 1 

1. Not relevant 2. Unable to assess relevance without item 

revision 

3. Relevant but needs minor 

alterations  

4. Relevant and succinct 

 

Items Relevance 

1.   

2.   

3.   

4.   

5.   

6.   

7.   

8.   

9.   

10.   

11.   

12.   

13.   

14.   

15.   

16.   

17.   

18.   

19.   

20.   

 

Assessment of Content Validity: BAVIQ part 2 

Items Relevance 

21  

22  
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Appendix 14: BAVIQ Coding 
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Appendix 15:  Consent form for study participants in English 

Consent to participate in Research Study 

Title of Study  Open Visitation In Intensive Care Units, Nurses Perspective: A Quantitative Study 

Investigator Farzana Jabeen  Supervisor  Jose Amendoeira 

Introduction: 

 I, Farzana Jabeen, RN, BScN, Student in the School of Nursing at Santarem. I am 

currently a master student in the course of Erasmus Mundus Emergency and Critical 

Care Nursing (EMMECC) in the Polytechnic Institute of Santarem at the School of 

Nursing, Santarem.  

 The purpose of the study is to identify nurses' beliefs and attitudes regarding the open 

visit in intensive care units 

Objectives of study 

 What are the nurses' beliefs about the open visit in intensive care units? 

 What are the nurses' attitudes towards the open visit in intensive care units? 

 What are the factors that can influence the nurses' beliefs and attitudes toward the open 

visit in intensive care units? 

Description of the Study Procedure: 

 The participants who would take part in the study will be asked to fill a 

questionnaire “BAVIQ” regarding nurse’s belief and attitudes about open 

visitation in Intensive care unit and it also includes their demographic data 

without identity. 

 The questionnaire will take 10 to 15 minutes to complete.  

Risks/Benefits of the Study: 

 The study would not be harmful to participants. The information provided by the 

participants would be kept confidential to prevent the risk of breach of confidentiality. 

 The study will not affect current status of the participant at workplace. 

 There will be no added benefits to the participants although the study will help to plan 

and implement some measure to promote flexible visiting hours in Intensive care unit. 

 Confidentiality:  

 The identity of the participant and information would be kept confidential. 

 Only principal investigator will have the access to information. 

 The findings of the study would be shared to ethical committee and will be published in 

journal without disclosing identity. 

 The electronic records will be kept locked with passwords and other documents would 

be kept locked and sealed. 

Publication of study: 

 The study will be published in medical journal and general publications without 

disclosing identity of the participants. 

Right to Refuse or Withdraw: 

 The participants have right to refuse and withdraw from the study at any point and 

time. This will not influence the participant in any context. 

 

 



 
  

90 

 

 

Access to study Information: 

 The participants have right to ask questions regarding the questionnaire and study at 

any point and time. The participant can approach at provided contact number. 

Consent: 

I have read and understand the consent form and I have decided to participate in the 

research voluntarily.  

I understand that I will receive a copy of this consent form and this will not affect me in 

any aspects legally, personally or professionally. 

 

Contact details :351920046381,  fj.mohdali@gmail.com 

 

I have read and understand the information and the relevant information is provided to me. 

Participants Name  Investigator Name  

Participants signature  Investigator Signature  
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