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Abstract

Background: Restricted visitation policies in acute care settings because of the COVID-19 pandemic have negative
consequences. The objective of this scoping review is to identify impacts of restricted visitation policies in acute care
settings, and describe perspectives and mitigation approaches among patients, families, and healthcare professionals.

Methods: We searched Medline, Embase, PsycINFO, Healthstar, CINAHL, Cochrane Central Register of Controlled Tri-
als on January 01/2021, unrestricted, for published primary research records reporting any study design. We included
secondary (e.g., reviews) and non-research records (e.g., commentaries), and performed manual searches in web-
based resources. We excluded records that did not report primary data. Two reviewers independently abstracted data
in duplicate.

Results: Of 7810 citations, we included 155 records. Sixty-six records (43%) were primary research; 29 (44%) case
reports or case series, and 26 (39%) cohort studies; 21 (14%) were literature reviews and 8 (5%) were expert recom-
mendations; 54 (35%) were commentary, editorial, or opinion pieces. Restricted visitation policies impacted cop-
ing and daily function (n=31, 20%) and mental health outcomes (n =29, 19%) of patients, families, and healthcare
professionals. Participants described a need for coping and support (=107, 69%), connection and communication
(n=107,69%), and awareness of state of well-being (=101, 65%). Eighty-seven approaches to mitigate impact of
restricted visitation were identified, targeting families (n==61, 70%), patients (=51, 59%), and healthcare profession-
als (n=40, 46%).
Conclusions: Patients, families, and healthcare professionals were impacted by restricted visitation polices in acute
care settings during COVID-19. The consequences of this approach on patients and families are understudied and
warrant evaluation of approaches to mitigate their impact. Future pandemic policy development should include the
L perspectives of patients, families, and healthcare professionals.
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Trial registration: The review was registered on PROSPERO (CRD42020221662) and a protocol peer-reviewed prior to

data extraction.
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Introduction

Family members of hospitalized patients are increasingly
recognized as crucial to delivery of patient- and family-
centred care to aid in mobility, offer emotional support
to patients, and inform the health care team about the
person they are caring for—before and beyond their ill-
ness [1]. Family members are not passive bystanders and
play an important role in the care of patients [2]. They
may be the first to recognize subtle changes in a patient,
help provide a locus of familiarity for the patient, assist in
improving processes of care associated with transitions
in care, and may act as proxies or advocates for patient
treatment decisions [3, 4]. Family presence at the bed-
side can improve communication and build trust among
patients, families, and healthcare professionals [5].

Restricted visitation in acute care settings may occur
during times of public health crises such as the COVID-
19 pandemic [6]. Policies that mandate restricted family
member visitation in acute care settings have been com-
monly enacted throughout the COVID-19 pandemic
to help limit spread of the severe acute respiratory syn-
drome coronavirus 2 (SARS-CoV-2) virus, reduce use of
personal protective equipment (PPE), and organize care
[7, 8]. These restrictions have been reported to result in
consequences for patients and families alike, such as dis-
tress [9], grief [10], impaired coping [10], and reduced
quality-of-life [11]. Restricted visitation policies have also
been reported to impact mental health and well-being of
healthcare professionals, including peritraumatic disso-
ciation [12], moral distress (when one feels the ethically
correct action is different from what one is doing) [13,
14], burnout (exhaustion from excessive, prolonged stress
and general stressors in the work environment), and
compassion fatigue (triggered by continual use of empa-
thy and emotional energy) [15].

Despite intentions to ensure patient, family and
healthcare professional safety, there is a growing body
of evidence suggesting that restricted visitation poli-
cies enacted in acute care settings due to the COVID-19
pandemic have had unintended consequences warrant-
ing further exploration [16—20]. The purpose of this
scoping review is to synthesize the literature reporting
on restricted visitation policies in acute care settings
enacted because of the COVID-19 pandemic, describe
perspectives on and impacts of restricted visitation poli-
cies among patients, families, and healthcare profes-
sionals, and identify mitigation approaches aimed at

improving patient- and family-centred care during peri-
ods of restricted visitation.

Methods

The research question and methods for study selection
and data charting were prespecified (PROSPERO ID:
CRD42020221662), published (accepted, BM] Open), and
performed as recommended by Arksey and O’Malley [21]
and refined using the Scoping Review Methods Manual
of the Joanna Briggs Institute [22] and Levac et al. [23].
Investigators adhered to and reported on the PRISMA-
ScR Extension for Scoping Reviews [24].

Review questions

1. What are the impacts of restricted hospital visitation
policies due to the COVID-19 pandemic on patients,
family members or healthcare professionals of hospi-
talized patients?

2. What approaches have been taken to mitigate the
impact on patients, family members, or healthcare
professionals?

Eligibility criteria
The components of population, exposure, comparator,
outcome, study design, and timeframe are as follows:

« Population Patients, family members (i.e, rela-
tives, close friends), or healthcare professionals (e.g.,
nurses, physicians, respiratory therapists) of adult
patients (>17 years of age, or as defined in the indi-
vidual study) who were hospitalized at acute care
facilities (i.e., tertiary academic or community hospi-
tals, or specialized care centers part of a larger hospi-
tal) during the COVID-19 pandemic.

o Exposure Restricted visitation for hospitalized
patients because of the COVID-19 pandemic.

+ Comparator Any comparator.

+ Outcomes Perspectives (i.e., views or prospects),
experiences (i.e., encounters), or quantitative impacts
(listed below) among patients, family members or
healthcare professionals, as well as approaches or
strategies taken to mitigate impact (e.g., support
groups, virtual communication platforms).

o Study Design Any observational or interventional
primary research study, including focus groups and
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qualitative inquires, as well as reviews, commentar-
ies, editorials, opinions, case studies and case reports,
or reports from expert advisory groups

+ Timeframe Publications from December 01, 2019 to
January 01, 2021.

Search strategy

We performed systematic searches that were unrestricted
by date and language in Medline, Embase, PsycINFO,
Healthstar, the Cumulative Index to Nursing and Allied
Health Literature (CINAHL) database, and the Cochrane
Central Register of Controlled Trials. Experienced
librarians developed (N.D.) and PRESS reviewed (D.L.)
all searches that were performed on January 01, 2021
using subject headings, keywords, and related synonyms
from a combination of the following terms: COVID-19;
restricted visitation policies; patients, family members,
and healthcare professionals; perspectives, experiences,
and impacts. We searched bibliographies of identified
records for additional relevant records. The full Medline
search strategy is available in an online appendix (Addi-
tional file 1: Table S1). Given the evolving nature of the
COVID-19 pandemic and the wealth of relevant, primary
data reported in unpublished sources, we performed
manual searches in web-based resources: Google, Google
Scholar, three journals (i.e., Journal of the American
Medical Association, New England Journal of Medicine,
The Lancet), and websites (e.g., United States Center for
Disease Control, United States National Health Coun-
cil, World Health Organization). We also performed
manual searches in ProQuest (for dissertations) and
medRxiv (the preprint server for health sciences). The
terms “COVID-19” and “Hospital Policy” were searched
separately, and the first five pages screened with no limi-
tations by study design, language, or year. Sources and
dates for grey literature and key journal searches are
presented in Additional file 1: Table S2. References were
exported and managed using EndNote X9 (Clarivate
Analytics).

Record selection

We selected records that reported perspectives (i.e., men-
tal views or prospects) on or impacts (i.e., any diagnosed
psychopathologies or symptoms of psychopathologies,
neurocognitive disorders or symptoms of neurocogni-
tive disorders; health-related quality of life, self-efficacy
[ability to function and maintain relationships], general
well-being [coping, sense of meaning, purpose, optimism
and hopefulness]) of restricted visitation policies enacted
in acute care settings in response to the COVID-19 pan-
demic. We included primary (e.g., quantitative, qualita-
tive) and secondary (e.g., reviews, recommendations)
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research, as well as non-research records (e.g., com-
mentaries, editorials, opinions). We defined restricted
visitation policies in acute care settings as restrictions
to visitation for hospitalized (i.e., tertiary academic and
community hospitals [including specialized care cent-
ers]) patients to limit the spread of COVID-19, reduce
use of PPE, or help organize care [7, 8].

We included adult patients (>17 years of age, or as
defined in the individual record), their family members
(i.e., relatives, close friends) or healthcare professionals
(e.g., nurses, physicians, respiratory therapists) caring
for adult patients. We excluded records if they described
a restricted visitation policy for hospitalized children
(as the restricted visitation policies and exceptions to
these policies vary according to the patient-family mem-
ber/provider relationship) or those in a specialized care
center or long-term care facility (e.g., senior residences).
We included records regardless of patient location (e.g.,
emergency, ward, ICU) or COVID-19 status.

After a calibration exercise to ensure reliability among
reviewers, we used a two-stage unblinded process to
select records. In the first stage, reviewers (S.M., M.A.,
L.H., K.M.) independently in duplicate reviewed titles
and abstracts of publications identified through the
search strategy. Any record selected for inclusion by
any reviewer progressed to the next stage. Following a
second calibration exercise prior to the second stage,
two reviewers (S.M., M.A.,, L.H., K.M.) independently
in duplicate reviewed all full-texts of remaining records,
selecting those that satisfied all inclusion criteria. In this
stage, two-reviewer agreement was needed for a record
to move forward, with discrepancies being resolved in
consultation with a third reviewer (K.K.).

Data charting

In another calibration exercise to achieve>75% inter-
rater agreement, we trained the same reviewers from
record selection (S.M., M.A.,, L.H.,, K.M.) to indepen-
dently abstract data in duplicate using a standardized
form. We abstracted the following data: record identifiers
and type (e.g., purpose, sample size, measures), partici-
pants (i.e., patients, family members, healthcare profes-
sionals), exposure (i.e., restricted visitation policy), and
outcome (i.e., perspectives, impacts) information, as well
as information on approaches or strategies (e.g., edu-
cation, support groups) taken to mitigate impact, and
conclusions and recommendations. We contacted cor-
responding authors if reported policies were unclear and
we subsequently categorized all policies by a classifica-
tion scheme based on the number of visitors allowed per
adult patient in acute care settings (by Valley and col-
leagues, Additional file 1: Figure S1) [25].
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In addition, we assessed approaches or strategies
to mitigate impact using a six-step model aimed at
addressing our research objectives based on the method
described by Kastner et al. [26]: (1) steps or guiding
principles to conduct the approach (e.g., elements, or a
step-wise protocol); (2) derivation of the approach from
empirical evidence (i.e., if derived from observation and
experiment, or published theory); (3) minimum expertise
to conduct the approach (i.e., whether additional person-
nel are required [e.g., social worker, psychiatrist]); (4) lim-
itations to the approach (e.g., dependence on sufficient
supply of PPE, requirement of stable WiFi connection
or personal device); (5) reproducibility of the approach
(i.e., operationalized, evidenced by use in multiple sites);
(6) feasibility of the approach to other contexts (i.e., gen-
eralizable, considering internal validity should precede
external validity). Two reviewers (S.M., M.A.) indepen-
dently in duplicate summed strategies using a scoring
system developed by our team (range: 0, lowest; 6, high-
est) wherein one point was assigned for each of these six
domains if mentioned in the record. Following discussion
of discrepancies, a second round of summation by the
same two reviewers (S.M., M.A.) was taken to reach 100%
agreement.

Collating, summarizing, and reporting results

Two reviewers (S.M., M.A., L.H., KM.) independently
and in duplicate analyzed data in a two-stage process
according to validated guidelines for narrative synthe-
sis of quantitative studies [24] and thematic synthesis of
qualitative studies for reviews on health research [27].
Qualitative thematic analysis was performed to compare
and contrast findings across studies as we had to include
literature of variable types to conduct a rich, compre-
hensive review due to lack of published, peer-reviewed
research evaluating the effects of visitation restrictions.
We evaluated all articles in both stages by identifying
key outcomes and themes described. Impacts reported
(or hypothesized for non-primary research records) to
be associated with restricted visitation policies were
grouped by theme and classified as patient-, family-, or
provider-related. Considering heterogeneity of the quan-
titative data, we grouped studies according to outcomes
measured and summarized data as counts with propor-
tions using STATA 16.1 (StataCorp, TX). We evaluated
contextual (e.g., setting, population) and methodologi-
cal (e.g., tools, timing) factors to explain variability in
quantitative outcomes. We evaluated qualitative studies
(that reported on perspectives) by inductive line-by-line
coding, followed by development of descriptive themes
representing themes reported in the record, and gen-
eration of analytical themes to develop new interpretive
constructs, explanations, or hypotheses. The qualitative
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analysis focused on identifying key concepts that over-
lapped between records to refine our findings into core
themes for future research.

Results

We identified 7810 unique records, of which 526 full texts
were reviewed and 155 eligible records included. Records
were written in five languages (142 [92%] English; 4 [3%]
French; 4 [3%] Korean; 3 [2%] Italian; 2 [1%] Spanish)
and translated to English for review (Fig. 1). Records that
reported qualitative findings that required translation
(3/4 [75%] French; 1/3 [33%] Italian; 2/2 [100%] Span-
ish) were translated by fluent individuals. Records that
reported quantitative findings only that required trans-
lation (1/4 French [25%]; 4/4 [100%] Korean; 2/3 [66%]
Italian) were translated online (Yandex.translate). Most
(n=297/371, 80%) records were excluded because they
did not report a restricted visitation policy in an acute
care setting.

Description of records

Of the 155 records included in this review (Additional
file 1: Table S3), most were primary research (n =66, 43%)
including case reports or case series (n=29, 44%) and
cohort studies (n=26, 39%). Secondary records (n=29,
19%) included literature reviews (n=21, 72% [n=1 sys-
tematic review, 5%; n=20 narrative reviews, 95%) and
expert recommendations (n=38, 28%). Among the 60
(39%) unpublished, non-research records retrieved, 90%
(n=54) were commentary, editorial, or opinion pieces
and 10% (n=6) were online web articles or blog posts; all
non-research records (100%) reported primary, relevant
data. Additional file 1: Figure S2 illustrates the countries
and acute care settings, and Additional file 1: Figure S3
presents the characteristics of restricted visitation poli-
cies among the included records. Records primarily
originated from the United States (n="72, 46%), United
Kingdom (=13, 8%), or Italy (n=11, 7%), reported
on restricted visitation policies enacted hospital-wide
(n=238, 25%) or in palliative care settings (n=36, 23%),
and were published or posted January through December
2020. Of the 30 (19%) records reporting on the impacts
of restricted visitation policies in hospital, most focused
on the impacts on healthcare professionals (n =14, 47%)
with few records assessing the impacts on patients (n =38,
27%) and families (n=7, 23%). One hundred and forty
records (90%) described perspectives on restricted visi-
tation policies. These were predominantly perspectives
among healthcare professionals (n=74, 53%), followed
by patients (n=13, 9%), and families (=38, 6%). Out-
comes (impacts and perspectives) are summarized below
and in Additional file 1: Table S4.
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Additional records identified?

Records identified through database searching’
7810

161 >

Grey literature searches 125
Key journals online databases 34
Reference lists of included studies 2 \ 4

> Dupllcatezs7excluded

1CINAHL, EMBASE, Healthstar, Medline, PsychINFO,

Records after duplicates removed
7944

Cochrane Reviews & Trials Databases

2Duplicates of records previouly excluded not counted
3Records were excluded in the title and abstract screen
if they did not report impacts, perspectives or '

experiences from patients, family members or
healthcare professionals in the COVID-19 pandemic

Records screened by title and abstract
7944

4Records were excluded in the full-text review if they

3
> Records excluded

did not assess impacts, perspectives or experiences
from restricted visitation policies enacted after
December 01, 2019 in acute patient care settings
SDefined as the collection of data for the first time or v

7418

the transformation of raw data into new forms as a
precursor of analysis
SDefined as reusing or revisiting the primary research

Full-text records assessed for eligibility
526

Records excluded*
371

of other research projects

"Defined as records which fall between primary and
secondary sources; research that is either unpublished
or has been published in non-commercial form \ 4

P Not restricted visitation in acute care setting 297
No impact, perspectives, or experiences 42
Full-text not available 32

60

Full-text records on impacts, perspectives, and experiences
of restricted visitation policies among patients, family
members, and healthcare professionals in acute care

settings during the COVID-19 pandemic
155

Primary Research Records®
66
Case report or case series 29
Quantitative 20

Qualitative 11
Mixed methods 6

Secondary Research Records®
29

Literature reviews 21
Expert recommendations 8

Non-research Records’

Commentaries, editorials, opinions 54
Online web articles or blog posts 6

Fig. 1 Record selection flow chart

The impact of restricted visitation

Thirty (19% of 155) records reported impacts of
restricted visitation policies that were assessed by meas-
uring neurocognitive (e.g., delirium) (n=6/30, 20%) and
mental health outcomes (e.g., depression) (n=23/30,
77%), quality of life and well-being (e.g., life satisfaction)
(n=22/30, 73%), and coping and daily function (e.g., dis-
abilities, access to support) (n=23/30, 77%) (Table 1).
Eighteen records (n=18/30, 60%) specified restricted
visitation policies that included mandating no visitors
without exceptions (n=13/30, 43%), no visitors except
during end-of-life care (n=4/30, 13%), or one visitor at
any time (n=1/30, 3%). Twelve records (n=12/30, 40%)
did not specify the restrictions on visitation. Figure 2a
depicts impacts of restricted visitation policies by type

of policy restriction from all included records that reflect
published literature at that point in time. The impact
of no visitations without exception differed by partici-
pant group. These included mental health outcomes for
patients (n=3/13, 23%), coping and daily functioning for
families (n=6/13, 46%), and quality of life and well-being
for healthcare professionals (n=6/13, 46%). Impacts on
patients, families, and professionals from restricted visi-
tation policies among primary research records are syn-
thesized in Table 2.

Perspectives on restricted visitation

Table 3 summarizes perspectives from patients, fami-
lies, and healthcare professionals on restricted visita-
tion policies in acute care settings during the COVID-19
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Table 1 Measured outcomes on impacts of restricted visitation
policies during the COVID-19 pandemic from patients, family
members, and healthcare professionals

Impacts® Patients Family members Healthcare
professionals
N=16 N=11 N=18
Neurocognitive 3(18.8%) 1(9.1%) 1(5.6%)
Delirium 3(100%)° 0 (0.0%) 0 (0.0%)
Euphoria 0(0.0%)  0(0.0%) 1(100%)°
Exaltation 0 (0.0%) 0 (0.0%) 1(100%)°
Insomnia 0(0.0%) 1 (100%)b 1 (100%)b
Mental health 12(75%) 8(72.7%) 9 (50.0%)
Anxiety 4(333%)° 3(37.5%) 5 (55.6%)"
Burnout 0(00%)  0(0.0%) 5 (55.6%)°
Depression 1(8.3%) 0 (0.0%) 3(33.3%)
Distress 3(25.0%) 4 (50.0%)° 1(11.1%)
Grief 2(16.7%) 4 (50.0%)° 1(11.1%)
Mental health disorders 2 (16.7%) 0 (0.0%) 1(11.1%)
Peritraumatic stress 0 (0.0%) 0 (0.0%) 1(11.1%)
disorder
Posttraumatic stress 2(16.7%) 0 (0.0%) 1(11.1%)
disorder
Psychosocial isolation 1(83%)  0(0.0%) 0 (0.0%)
Quality of life and well- 8 (50%) 8 (72.7%) 10 (55.6%)
being
Ethical climate 0 (0.0%) 0 (0.0%) 1 (10.0%)
Fear, physical 1(125%) 1(12.5%) 2 (10.0%)
Quality of life 2(250%) 3 (35.6%)° 4(40.0%)°
Recovery 3(37.5%)° 0 (0.0%) 0 (0.0%)
Satisfaction 2(250%) 2 (25.0%) 1(10.0%)
Well-being 2(25.0%) 2 (25.0%) 2 (20.0%)
Coping and daily 9(56.3%) 10 (90.9%) 12 (66.7%)
functioning
Access to support 5(556%) 7 (70.0%)° 5 (41.7%)°
Disabilities, hearing and 0 (0.0%) 2 (20.0%) 0 (0.0%)
sight
Education and guide- 0 (0.0%) 0 (0.0%) 3(25.0%)
lines
Leadership 0(0.0%)  0(0.0%) 4(33.3%)
Palliative and spiritual 4(44.4%) 2 (20.0%) 0 (0.0%)
care
Post-discharge care 4(44.4%) 3 (30.0%) 0 (0.0%)

Percentages do not add up to 100 due to the possibility of multiple outcomes
per record

2 Categories determined from data charting of included records

P Impacts that were predominantly reported

pandemic from 140 included records (90% of 155).
Table 2 also summarizes perspectives as reported in
primary research records. The most common perspec-
tives were related to connection and communication
(e.g., consistency and clarity) (n="70/140, 50%), coping
and accessing support (e.g., availability and processes)
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(n=68/140, 49%), and state of well-being (e.g., burnout)
(n=61/140, 44%). Relatively few records reported per-
spectives related to overwhelming grief (e.g., complicated
grief) (n=45/140, 32%) and loss of touch and physical
connection (7=29/140, 21%). Of the 81 (57%) records
that specified enacted policies, 46 (57%) mandated no
visitors without exceptions. Common perspectives from
patients were state of well-being (n=5/46, 11%) and
coping and accessing support (n=5/46, 11%). Figure 2b
illustrates perspectives on restricted visitation policies by
type of policy restriction. Perspectives from family mem-
bers that experienced no visitor restrictions focused on
touch and physical presence (n=3/46, 7%), coping and
accessing support (n=3/46, 7%), and connection and
communication [with isolated patients] (n=3/46, 7%).
Healthcare professionals mainly commented on inten-
tional practices to facilitate [virtual] connection and
communication [for isolated patients] to sustain person-
alized patient care (n=30/46, 65%).

Approaches to mitigate the impact of restricted visitation
Additional file 1: Table S5 summarizes 87 approaches
(from 87 unique records, 56% of 155 records included)
to mitigate the impact of restricted visitation policies.
Details on approaches to mitigate the impact by catego-
ries considered in our summation procedure are pro-
vided in Additional file 1: Table S6. Approaches were
targeted to mitigate impact among families (n=61/87,
70%), patients (n=51/87, 59%), or healthcare profes-
sionals (n=40/87, 46%). Most records that reported
approaches to mitigate impact provided steps or guid-
ing principles for professionals (n=37/40, 93%), families,
(n=51/61, 84%), or patients (n=41/51, 80%). Authors of
many approaches to mitigate impact of restricted visita-
tion policies reported that approaches were derived, at
least in part, from peer-reviewed empirical evidence (i.e.,
primary research) (patients, n=29/51, 57%; families,
n=37/61, 61%; professionals, n=26/40, 65%). Similarly,
approaches to mitigate impact were used in multiple
sites (patients, n=26/51, 51%; families, n=37/61, 61%;
professionals, #=23/40, 56%) and could be applied to
other stakeholders (patients, n=26/51, 51%; families,
n=36/61, 59%; professionals, n=23/40, 56%).

Using our summation procedure, 14 records (n=14/87,
16%) reported approaches to mitigate the impact of
restricted visitation policies that addressed at least five
out of six criteria targeting patients (n =7, 50%), families
(n=12, 86%), and healthcare professionals (n =10, 71%).
These (n=14) approaches used seven main strategies,
including: (1) telehealth and videoconferencing platforms
[for family members to visit isolated patients] (n=3/14,
21%); (2) providing palliative care [at end-of-life]
(n=3/14, 21%); (3) communicating difficult news [over
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A. Impacts

Patients
N=8 records

Neurocognitive

Mental health

Quality of life & well-being

Coping & daily functioning

Impact of restricted visitation policies

B. Perspectives

Patients
N=13 records

Overwhelming grief

State of well-being

Touch & physical presence
Coping & accessing support

Connection & communication

Perspectives of restricted visitation policies

Families
N=7 records

Families
N=8 records

Professionals
N=14 records

%
X
&
I
) %,00
& £ ©E
.\0 .\O K\S
¥ © ® s S
R R A R R AR

Number of visitors allowed per patient

Professionals
N=74 records

SpPJ022a1 papnoul 0 Jaquiny

30

25

SpP1022a1 papn[oul JO Jaquiny

Number of visitors allowed per patient
Fig. 2 Total number of reported A impacts' and B perspectives? of restricted visitation policies in acute care settings during the COVID-19
pandemic on patients, family members, and healthcare professionals, by number of visitors allower per patient*. 'Eighteen unique included
records specified restricted visitation policies and assessed impact on participants quantitatively. “Seventy-eight unique included records specified
restricted visitation policies and reported perspectives from participants
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Table 2 Number of reported impacts® on and perspectives® from restricted visitation policies in acute care settings during the COVID-
19 pandemic on patients, family members, and healthcare professionals among primary research records® included in the review, by

the number of visitors allowed per patient

Population Impacts

N=17 (30%)

Perspectives
N=39 (70%)

Neurocognitive Mental Quality of Coping Overwhelming Stateof  Touch Coping Connection and
health life and and daily grief well- and and communication
well- functioning being physical  accessing
being presence support
N=2(12%) N=16 N=15 N=17 N=16 (41%) N=21 N=8 N=28 N=25 (64%)
(94%) (88%) (100%) (54%) (21%) (71%)
Patients 2 (100%) 6 (38%) 4(27%) 5 (29%) 6 (38%) 6 (29%) 5 (63%) 9 (32%) 8 (32%)
N=13 (23%)
Family 0 (0%) 6 (38%) 8 (53%) 8 (47%) 4 (25%) 2 (10%) 4 (50%) 5(18%) 6 (24%)
members
N=9 (16%)
Professionals 0 (0%) 4(25%) 3 (20%) 5 (29%) 14 (88%) 17(81%)  5(63%) 23(82%) 22 (88%)

N=35(63%)

2 Seventeen primary research records specified restricted visitation policies and assessed impact on participants quantitatively

b Thity-nine primary research records specified restricted visitation policies and reported perspectives from participants qualitativel
Yy p y p p p persp p p: q y

¢ Sixty-six primary research records were included in the scoping review; fifty-six of which specified restricted visitation policies

9 Impacts or perspectives reported from > 50% of records for patients, families, or healthcare professionals

telephone] (n=2/14, 14%); (4) plans to preserve continu-
ity of care (n=13/14, 21%) and (5) a triage system [for lim-
ited personnel and resources] (n=1/14, 7%); (6) a mental
health hotline for professionals (n=1/14, 7%); and (7)
and psychological interventions [to protect against post-
traumatic stress and complicated grief] (n=1/14, 7%) for
professionals and families of isolate patients.

Discussion
We have synthesized the evidence examining the impacts
of and perspectives on restricted visitation policies in
acute care settings enacted in response to the COVID-19
pandemic among patients, their families, and healthcare
professionals. Across stakeholders, frequently reported
impacts occurred among mental health outcomes, qual-
ity of life and well-being, and coping and daily function.
Common perspectives were related to states of well-
being, connection and communication, and coping and
accessing support. We identified many approaches to
mitigate the impact of restricted visitation policies. Four-
teen comprehensive approaches focused on using tel-
ehealth and videoconferencing platforms to enable family
visitation, providing palliative care, communicating dif-
ficult news by telephone, establishing contingency plans
and a triage system for limited personnel and resources,
and providing mental health hotlines/psychological
interventions for healthcare professionals and families.
Restricted visitation policies in the COVID-19 pan-
demic are likely to have significant short- and long-
term consequences on patients, families, and healthcare

professionals, and more broadly the healthcare sys-
tem, but studies carefully demonstrating these poten-
tial effects are limited. Restricting visitation is necessary
from a public health perspective but can have unintended
but deleterious consequences [28] as patients and their
families are in a state of heightened psychological distress
owing to the lethality of the SARS-CoV-2 virus [29]. In
line with existing literature, we identified that patients are
isolated and distressed and restricted families are having
to navigate the shared decision-making process differ-
ently [30, 31]. The COVID-19 pandemic has also placed a
heavy toll on healthcare professionals, who grappled with
fatigue while navigating unfamiliar virtual modalities (to
connect competent patients with their loved ones), cared
for their own colleagues who fell ill, and comforted dying,
isolated patients [32]. However, caring for patients at the
end of life, clinicians also expressed their humanity, tried
to ensure dignity-conserving care, adopt new roles, and
catalyze connections [33]. More data on the impact of the
COVID-19 pandemic on patients and families is needed
to inform healthcare professionals how to better care for
patients, with attention to promoting patient- and family-
centred care and mitigate against potential health inequi-
ties [32, 34].

Existing evidence, though limited, does not support
that restricted visitation in acute care settings reduces
hospital-related transmission of COVID-19. Health-
care professionals may account for 10-20% of nosoco-
mial COVID-19 diagnoses as they are exposed to the
SARS-CoV-2 virus and at high risk of infection and thus
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Table 3 Themes and subthemes on perspectives on restricted visitation policies during the COVID-19 pandemic from patients, family

members, and healthcare professionals

Perspectives? Patients Family members Healthcare
professionals
N=26 N=13 N=139
Overwhelming grief 8(30.8%) 5(38.5%) 62 (44.6%)
Absent 1(12.5%) 1 (20.0%) 7 (11.3%)
Anticipatory 0 (0.0%) 0 (0.0%) 3 (4.8%)
Common 1(12.5%) 1 (20.0%) 5(8.1%)
Complicated 3 (37.5%) 3 (60.0%)° 34 (54.8%)°
Delayed 3(37.5%) 1 (20.0%) 5(8.1%)
Disenfranchised 4 (50.0%)° 3(60.0%)° 16 (25.8%)
Exaggerated 0 (0.0%) 0 (0.0%) 8 (12.9%)
Inhibited 2 (25.0%) 0 (0.0%) 6(9.7%)
Process of grieving 4 (50.0%) 1 (20.0%) 2 (19.4%)
State of well-being 13 (50.0%) 5(38.5%) 83 (59.7%)
Anxiety 0 (0.0%) 0 (0.0%) 9(10.8%)
Burden 2 (15.4%) 1 (20.0%) 19 (22.9%)
Burnout 0 (0.0%) 0 (0.0%) 6 (7.2%)
Depression 1(7.7%) 1 (20.0%) 6 (7.2%)
Distress 6 (46.2%)° 5 (100.0%)° 23 (27.7%)°
Emotional well-being 2 (15.4%) 1(20.0%) 5(18.1%)
Mental health disorders 2 (15.4%) 0 (0.0%) 17 (20.5%)
Posttraumatic stress disorder 0 (0.0%) 0(0.0%) 3(3.6%)
Professional support 4 (30.8%) 2 (40.0%)° 23 (27.7%)°
Psychosocial isolation 1(7.7%) 0 (0.0%) 9 (10.8%)
Stress 0 (0.0%) 1 (20.0%) 5 (6.0%)
Trauma 0 (0.0%) 0 (0.0%) 5 (6.0%)
Touch and physical presence 7 (26.9%) 5 (38.5%) 29 (20.9%)
Eye contact 0 (0.0%) 0 (0.0%) 4(13.8%)
Humanization 1 (14.3%) 2 (40.0%) 10 (34.5%)
Personal protective equipment 3 (42.9%) 3 (60.0%) 19 (65.5%)°
Physical presence 4(57.1%)P 5 (1009%)° 15 (51.7%)
Physical touch 2 (28.6%) 1(20.0%) 8 (27.6%)
Coping and accessing support 12 (46.2%) 7 (53.9%) 88 (63.3%)
Abandonment and inattention 4(33.3%) 3 (42.9%) 2 (13.6%)
Availability for support 5 (41.7%)° 2 (28.6%) 32 (36.3%)
Education and training 0 (0.0%) 0 (0.0%) 8 (9.1%)
Emotion-focused 1(8.3%) 1(14.3%) 10 (11.4%)
Problem-focused 3 (25.0%) 2 (28.6%) 17 (19.3%)
Process of coping 2(16.7%) 2 (28.6%) 38 (43.2%)°
Connection and communication 13 (50.0%) 8(61.5%) 86 (61.9%)
Access and limitations 1(7.7%) 0(0.0%) 36 (41.9%)°
Compassion delivery 3(23.1%) 1(12.5%) (32 6%)
Consistency and clarity 6 (46.2%)° 6 (75.0%)° 3(384%)
e-Health/telehealth 6 (46.29%)° 6 (75.0%)° 6 (41.9%)°
Education and training 2 (15.4%) 1(12.5%) ( 7.4%)
Non-verbal cues 1(7.7%) 0 (0.0%) (4.7%)

Percentages do not add up to 100 due to the possibility of multiple outcomes per record
2 Perspectives determined from inductive thematic analysis of included records
b perspectives that were predominantly reported
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contributing to further spread [35]. A systematic review
of nosocomial infection reported that only 2% were
from a source other than a healthcare professional [36].
Patients admitted to hospital without COVID-19 were
also unlikely to acquire infection in hospital, with a recent
study from an academic health centre in the United
States “within a region of moderate community corona-
virus disease” reporting an incidence of 12/11482 [37].
In one study, only 1/697 patients positive for COVID-19
were thought to have acquired the infection in hospital
from an asymptomatic visitor [38]. Evidence that visitors
to acute care settings are a source of nosocomial trans-
mission or at higher risk of becoming infected is lack-
ing. Stakeholders in policy development should carefully
weigh the potential harms of restricted visitation policies
against the risk of viral transmission when considering
and revising these policies during the COVID-19 pan-
demic [39].

Restricted visitation policies in acute care settings are
not unique to the COVID-19 pandemic. Restricted visi-
tation policies enacted during seasonal influenza (to pre-
vent outbreaks of respiratory viruses) [40] were relaxed
given evidence that presence of a family member (or sur-
rogate decision-maker) had beneficial effects for patients
(e.g., reduction in delirium and anxiety), their support
persons (e.g., satisfaction with care), and healthcare
professionals [2, 41]. A pre-(COVID-19)-pandemic sys-
tematic review found that accommodating, as opposed
to restrictive, ICU visitation policies did not increase
acquired infections or septic complications [41]. A sub-
sequent analysis found that more liberal visitation poli-
cies had been adopted by 73% of hospitals, compared
with only 32% of hospitals in 2015 [42]. Extensive evi-
dence shows that family members are critical to delivery
of patient-centred care by, for examples, participating in
rounds, advocating for the patient, overcoming language
barriers, and assisting with transitions to critical care
[43—-46]. As healthcare systems adapt restricted visitation
policies to the ongoing COVID-19 pandemic, they may
unintentionally impact patient engagement with families
in provision of care including shared decision-making
with the healthcare team [34].

An important strength to our review is that we
searched multiple databases without restrictions and
several sources of unpublished literature to report major
impacts and perspectives on restricted visitation policies
in acute care settings, along with proposed approaches
to improve ensuing impact. Our review also has limita-
tions. First, during the COVID-19 pandemic, there has
been dissemination of results pre-publication, and it is
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possible despite exhaustive attempts, that some reports
could be missed. The results of the literature searches
were greater than anticipated. We worked closely with a
health research librarian (i.e., information specialist) to
ensure that timely completion of the review was feasible.
The rapidly evolving COVID-19 evidence base means
that study findings may change with time. Second, nearly
half of the included studies reported the impacts of the
pandemic in the United States. Policy making processes
and allocation of resources may vary across healthcare
systems and jurisdictions. Consequently, our results
may not be generalizable to other regions. Third, some
impacts on patients, families, and healthcare profes-
sionals may manifest in a delayed fashion and published
reports may have inadequate follow-up time to identify
late consequences (e.g., mental health problems, work-
place attrition) of these policies. Fourth, we could not
report on local customization, adaptation, or specific
exceptions to restricted visitation policies. A limitation
of the published work to date identified in our review is
the absence of research formally evaluating the effects of
visitation restrictions. Such work is important to inform
ongoing management of COVID-19, and policy develop-
ment for future pandemics, or situations such as multi-
ple casualty incidents. Fifth, while we contacted several
authors for information on policies that were enacted but
it was not possible to extract accurate data on restricted
visitation policies from all records or granular detail
(e.g., assessment tools used) for each outcome. Finally,
our review focused on reporting the restricted visitation
policies in acute care settings and approaches to mitigate
their impact that could be adapted or adopted through
quality improvement initiatives and tested in future
research, contextualized in light of issues such as status
of the pandemic or vaccination prevalence.

Conclusions

The COVID-19 pandemic has resulted in restric-
tions that have been implemented to reduce poten-
tial nosocomial infection or spread but without clear
evidence of benefit and with potential adverse conse-
quences. In particular, the negative consequences on
hospitalized patients and their families are understud-
ied or unknown. Further evaluation of the impact of
restricted visitation and potential efforts at mitigating
negative effects are important for ongoing pandemic
planning and for other events that may be associated
with strain on healthcare systems such as mass casu-
alty incidents.



Moss et al. Crit Care (2021) 25:347

Supplementary Information

The online version contains supplementary material available at https://doi.
0rg/10.1186/513054-021-03763-7.

Additional file 1. Supplementary material to “Restricted visitation policies
in acute care settings during the COVID-19 pandemic: a scoping review".

Acknowledgements
We would like to acknowledge Nicole Dunnewold for development of the
search strategies and Dr. Diane Lorenzetti for the PRESS review.

Authors’ contributions

All those designated as authors have met all four ICMJE criteria for authorship:
1. Substantial contributions to the conception or design of the work; or the
acquisition, analysis, or interpretation of data for the work; and 2. Drafting

the work or revising it critically for important intellectual content; and 3. Final
approval of the version to be published; and 4. Agreement to be accountable
for all aspects of the work in ensuring that questions related to the accuracy or
integrity of any part of the work are appropriately investigated and resolved.
All authors read and approved the final manuscript.

Funding

Funded by the Canadian Institutes of Health Research-Canadian 2019 Novel
Coronavirus (COVID-2019) Rapid Research Funding Opportunity (Grant
Number 447521) to KMF. Dr. Burns holds a PSI -50 Mid-Career Clinical Research
Award. D Cook holds a Canada Research Chair from the Canadian Institutes of
Health Research.

Availability of data and materials
All data generated or analysed during this review are included in the pub-
lished records.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details

1Department of Critical Care Medicine, Cumming School of Medicine,
University of Calgary, Calgary, AB, Canada. 2Department of Medicine,
Cumming School of Medicine, University of Calgary, Calgary, AB, Canada.
3Department of Critical Care Medicine, Faculty of Medicine and Dentistry,
University of Alberta, and Alberta Health Services, Edmonton, Canada.
“Interdepartmental Division of Critical Care, University of Toronto, Toronto,
ON, Canada. 5Departmem of Medicine, McMaster University, Hamilton,

ON, Canada. ®Department of Medicine, University of Toronto, Toronto, ON,
Canada. ’School of Rehabilitation Science, McMaster University, Hamilton, ON,
Canada. 8Department of Clinical Health Psychology, University of Manitoba,
Manitoba, Canada. 9Departmem of Pediatrics, University of British Columbia,
British Columbia, Canada. '°Department of Medicine, University of Manitoba,
Manitoba, Canada. ”Department of Psychiatry, Cumming School of Medicine,
Cuthbertson and Fischer Chair in Pediatric Mental Health, University of Cal-
gary, Calgary, AB, Canada. '*Department of Critical Care Medicine, University
of Alberta, Edmonton, AB, Canada. "*Department of Critical Care Medicine,
Cumming School of Medicine, University of Calgary and Alberta Health
Services, Calgary, AB, Canada. '“Chinook Regional Hospital, Lethbridge County,
Alberta, Canada. "*Canadian Society of Respiratory Therapists, Saint John,

NB, Canada. '®School of Health Administration, Faculty of Health, Dalhousie
University, Halifax, NS, Canada.

Page 11 of 12

Received: 2 August 2021 Accepted: 7 September 2021
Published online: 25 September 2021

References

1. Kleinpell R, Zimmerman J, Vermoch KL, Harmon LA, Vondracek H,
Hamilton R, Hanson B, Hwang DY. Promoting family engagement in the
ICU: experience from a national collaborative of 63 ICUs. Crit Care Med.
2019;47(12):1692-8.

2. Goldfarb MJ, Bibas L, Bartlett V, Jones H, Khan N. Outcomes of patient-
and family-centered care interventions in the ICU: a systematic review
and meta-analysis. Crit Care Med. 2017,45(10):1751-61.

3. Rosa RG, Falavigna M, da Silva DB, Sganzerla D, Santos MMS, Kochhann
R, de Moura RM, Eugenio CS, Haack T, Barbosa MG, et al. Effect of flexible
family visitation on delirium among patients in the intensive care unit:
the ICU visits randomized clinical trial. JAMA. 2019;322(3):216-28.

4. Burns KEA, Devlin JW, Hill NS. Patient and family engagement in design-
ing and implementing a weaning trial: a novel research paradigm in
critical care. Chest. 2017;152(4):707-11.

5. Hurst H, Griffiths J, Hunt C, Martinez E. A realist evaluation of the imple-
mentation of open visiting in an acute care setting for older people. BMC
Health Serv Res. 2019;19(1):867.

6. Cook D, Burns K, Finfer S, Kissoon N, Bhagwanjee S, Annane D, Sprung CL,
Fowler R, Latronico N, Marshall J. Clinical research ethics for critically ill
patients: a pandemic proposal. Crit Care Med. 2010;38(4 Suppl):e 138-142.

7. Subramanian S, Pamplin JC, Hravnak M, Hielsberg C, Riker R, Rincon F,
Laudanski K, Adzhigirey LA, Moughrabieh MA, Winterbottom FA, et al.
Tele-critical care: an update from the society of critical care medicine
tele-ICU committee. Crit Care Med. 2020;48(4):553-61.

8. Dhala A, Sasangohar F, Kash B, Ahmadi N, Masud F. Rapid implementation
and innovative applications of a virtual intensive care unit during the
COVID-19 pandemic: case study. J Med Internet Res. 2020;22(9):e20143.

9. Arnetz JE, Goetz CM, Arnetz BB, Arble E. Nurse reports of stressful situ-
ations during the COVID-19 pandemic: qualitative analysis of survey
responses. Int J Environ Res Public Health. 2020;17(21):8126.

10. Holland DE, Vanderboom CE, Dose AM, Moore D, Robinson KV, Wild E,
Stiles C, Ingram C, Mandrekar J, Borah B, et al. Death and grieving for fam-
ily caregivers of loved ones with life-limiting ilinesses in the era of COVID-
19: considerations for case managers. Prof Case Manag. 2020;26:1-9.

11. Sasangohar F, Jones SL, Masud FN, Vahidy FS, Kash BA. Provider burnout
and fatigue during the COVID-19 pandemic: lessons learned from a high-
volume intensive care unit. Anesth Analg. 2020;131(1):106-11.

12. Azoulay E, Cariou A, Bruneel F, Demoule A, Kouatchet A, Reuter D,
Souppart V, Combes A, Klouche K, Argaud L, et al. Symptoms of anxiety,
depression, and peritraumatic dissociation in critical care clinicians man-
aging patients with COVID-19. A cross-sectional study. Am J Respir Crit
Care Med. 2020,202(10):1388-98.

13. Coronavirus: Doctor ‘has nightmares'as his patients die alone https://
news.sky.com/story/coronavirus-doctors-heartbreak-at-seeing-covid-19-
patients-die-alone-11972105.

14. The L. Palliative care and the COVID-19 pandemic. Lancet.
2020;395(10231):1168.

15. Matsuo T, Kobayashi D, Taki F, Sakamoto F, Uehara Y, Mori N, Fukui T. Preva-
lence of health care worker burnout during the coronavirus disease 2019
(COVID-19) pandemic in Japan. JAMA Netw Open. 2020;3(8):e2017271.

16. Disability advocates say B.C's woman’s death shows need for clearer
COVID-19 policy. https://globalnews.ca/news/6869079/coronavirus-bc-
disability-death-reaction/.

17. In America’s largest city, COVID patients are dying alone. https://www.
nationalobserver.com/2020/03/30/news/americas-largest-city-covid-
patients-are-dying-alone.

18. Family member says long-term care patient diagnosed with COVID-19
has died. https.//www.cbc.ca/news/canada/saskatoon/covid-19-fifth-
death-in-saskatchewan-1.5545724.

19. Hall DE. We can do better: why pastoral care visitation to hospitals is
essential, especially in times of crisis. J Relig Health. 2020;59(5):2283-7.


https://doi.org/10.1186/s13054-021-03763-7
https://doi.org/10.1186/s13054-021-03763-7
https://news.sky.com/story/coronavirus-doctors-heartbreak-at-seeing-covid-19-patients-die-alone-11972105
https://news.sky.com/story/coronavirus-doctors-heartbreak-at-seeing-covid-19-patients-die-alone-11972105
https://news.sky.com/story/coronavirus-doctors-heartbreak-at-seeing-covid-19-patients-die-alone-11972105
https://globalnews.ca/news/6869079/coronavirus-bc-disability-death-reaction/
https://globalnews.ca/news/6869079/coronavirus-bc-disability-death-reaction/
https://www.nationalobserver.com/2020/03/30/news/americas-largest-city-covid-patients-are-dying-alone
https://www.nationalobserver.com/2020/03/30/news/americas-largest-city-covid-patients-are-dying-alone
https://www.nationalobserver.com/2020/03/30/news/americas-largest-city-covid-patients-are-dying-alone
https://www.cbc.ca/news/canada/saskatoon/covid-19-fifth-death-in-saskatchewan-1.5545724
https://www.cbc.ca/news/canada/saskatoon/covid-19-fifth-death-in-saskatchewan-1.5545724

Moss et al. Crit Care (2021) 25:347

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

Cook DJ, Takaoka A, Hoad N, Swinton M, Clarke FJ, Rudkowski JC, Heels-
Ansdell D, Boyle A, Toledo F, Dennis BB, et al. Clinician perspectives on
caring for dying patients during the pandemic : a mixed-methods study.
Ann Intern Med. 2020;174(4):493-500.

Arksey H. Scoping the field: services for carers of people with mental
health problems. Health Soc Care Community. 2003;11(4):335-44.
Joanna Briggs I. The Joanna Briggs Institute best practice informa-

tion sheet: the effectiveness of pelvic floor muscle exercises on

urinary incontinence in women following childbirth. Nurs Health Sci.
2011;13(3):378-81.

Levac D, Colquhoun H, O'Brien KK. Scoping studies: advancing the meth-
odology. Implement Sci. 2010;5:69.

Tricco AC, Lillie E, Zarin W, O'Brien KK, Colquhoun H, Levac D, Moher

D, Peters MDJ, Horsley T, Weeks L, et al. PRISMA extension for scop-

ing reviews (PRISMA-ScR): checklist and explanation. Ann Intern Med.
2018;169(7):467-73.

Valley TS, Schutz A, Nagle MT, Miles LJ, Lipman K, Ketcham SW, Kent M,
Hibbard CE, Harlan EA, Hauschildt K. Changes to visitation policies and
communication practices in Michigan ICUs during the COVID-19 pan-
demic. Am J Respir Crit Care Med. 2020;202(6):883-5.

Kastner M, Tricco AC, Soobiah C, Lillie E, Perrier L, Horsley T, Welch V, Cogo
E, Antony J, Straus SE. What is the most appropriate knowledge synthesis
method to conduct a review? Protocol for a scoping review. BMC Med
Res Methodol. 2012;12:114.

Thomas J, Harden A. Methods for the thematic synthesis of qualitative
research in systematic reviews. BMC Med Res Methodol. 2008;8:45.

Ng KYY, Zhou S, Tan SH, Ishak NDB, Goh ZZS, Chua ZY, Chia JMX, Chew
EL, Shwe T, Mok JKY, et al. Understanding the psychological impact of
COVID-19 pandemic on patients with cancer, their caregivers, and health
care workers in Singapore. JCO Glob Oncol. 2020;6:1494-509.
Dorman-llan S, Hertz-Palmor N, Brand-Gothelf A, Hasson-Ohayon |,
Matalon N, Gross R, Chen W, Abramovich A, Afek A, Ziv A, et al. Anxiety
and depression symptoms in COVID-19 isolated patients and in their rela-
tives. Front Psychiatry. 2020;11:5898.

Family presence during a pandemic: guidance for decision-making. In:
Institute for Patient- and Family-Centred Care; 2020.

Patel A, Feltman DM, Paquette ET. Integrating public health ethics into
shared decision making for children during the novel coronavirus dis-
ease-19 pandemic. J Pediatr. 2021,231:259-64.

Mehta S, Machado F, Kwizera A, Papazian L, Moss M, Azoulay E, Herridge
M. COVID-19: a heavy toll on health-care workers. Lancet Respir Med.
2021,9(3):226-8.

Cook DJ, Takaoka A, Hoad N, Swinton M, Clarke FJ, Rudkowski JC, Heels-
Ansdell D, Boyle A, Toledo F, Dennis BB, et al. Clinician perspectives on
caring for dying patients during the pandemic: a mixed-methods study.
Ann Intern Med. 2021;174(4):493-500.

Page 12 of 12

34. Raphael JL, Kessel W, Patel M. Unintended consequences of restrictive
visitation policies during the COVID-19 pandemic: implications for hospi-
talized children. Pediatr Res. 2021;89(6):1333-5.

35. Characteristics of Health Care Personnel with COVID-19 - United
States, February 12-April 9, 2020. MMWR Morb Mortal Wkly Rep 2020;
69(15):477-481 https://doi.org/10.15585/mmwr.mm6915e6.

36. Zhou Q GaoY,Wang X, Liu R, Du P, Wang X, Zhang X, Lu S, Wang Z, Shi
Q, et al. Nosocomial infections among patients with COVID-19, SARS and
MERS: a rapid review and meta-analysis. Ann Trans| Med. 2020;8(10):629.

37. Pryor RJ, Doll M, Stevens MP, Cooper K, Godbout EJ, Hess O, Bearman G:
Healthcare-associated COVID-19: The experience of an academic medical
center. Infect Control Hosp Epidemiol 2020:1-3.

38. Rhee C, Baker M, Vaidya V, Tucker R, Resnick A, Morris CA, Klompas
M. Program CDCPE: incidence of nosocomial COVID-19 in patients
hospitalized at a large US academic medical center. JAMA Netw Open.
2020;3(9):22020498.

39. MunshiL, Evans G, Razak F. The case for relaxing no-visitor poli-
cies in hospitals during the ongoing COVID-19 pandemic. CMAJ.
2021;193(4):E135-7.

40. Salgado CD, Farr BM, Hall KK, Hayden FG. Influenza in the acute hospital
setting. Lancet Infect Dis. 2002;2(3):145-55.

41. Nassar Junior AP, Besen B, Robinson CC, Falavigna M, Teixeira C, Rosa RG.
Flexible versus restrictive visiting policies in ICUs: a systematic review and
meta-analysis. Crit Care Med. 2018;46(7):1175-80.

42. Re-integration of family caregivers as essential partners covid-19. In:
Canadian Foundation for Healthcare Improvement; 2020.

43. Burns KEA, Misak C, Herridge M, Meade MO, Oczkowski S. Patient, family
partnership committee of the canadian critical care trials G: patient and
family engagement in the ICU. Untapped opportunities and underrecog-
nized challenges. Am J Respir Crit Care Med. 2018;198(3):310-9.

44, Cene CW, Johnson BH, Wells N, Baker B, Davis R, Turchi R. A narrative
review of patient and family engagement: the “foundation” of the medical
"home!"Med Care. 2016;54(7):697-705.

45. Brown SM, Rozenblum R, Aboumatar H, Fagan MB, Milic M, Lee BS, Turner
K, Frosch DL. Defining patient and family engagement in the intensive
care unit. Am J Respir Crit Care Med. 2015;191(3):358-60.

46. BombardY, Baker GR, Orlando E, Fancott C, Bhatia P, Casalino S, Onate
K, Denis JL, Pomey MP. Engaging patients to improve quality of care: a
systematic review. Implement Sci. 2018;13(1):98.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions . BMC



https://doi.org/10.15585/mmwr.mm6915e6

	Restricted visitation policies in acute care settings during the COVID-19 pandemic: a scoping review
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Introduction
	Methods
	Review questions
	Eligibility criteria
	Search strategy
	Record selection
	Data charting
	Collating, summarizing, and reporting results

	Results
	Description of records
	The impact of restricted visitation
	Perspectives on restricted visitation
	Approaches to mitigate the impact of restricted visitation

	Discussion
	Conclusions
	Acknowledgements
	References


