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I n an attempt to mitigate excess transmission of severe acute 
respiratory syndrome coronavirus 2 (SARS-CoV-2), Canadian 
hospitals adopted “no visitor” policies during the first wave 

of the pandemic. A reflexive and almost complete restriction of 
visitors occurred across all hospitals surveyed in a pan-Canadian 
study involving 35 hospitals.1 Such policies were designed to bal-
ance the interests of patients and their caregivers against soci-
ety’s utilitarian responsibility to mitigate transmission into and 
within hospitals, with the secondary objective of preserving per-
sonal protective equipment (PPE) when concerns existed sur-
rounding its supply. In the midst of a second wave, it is prudent 
to consider whether visitor restrictions should be kept stringent 
to fulfill infection prevention and control (IPAC) concerns and the 
precautionary principle, or whether they should be relaxed to 
mitigate harms to patients and families.

Visitor restrictions in hospitals are not unique to the coronavi-
rus disease 2019 (COVID-19) pandemic and have existed for many 
decades. Lessons learned from seasonal influenza suggest that 
preventing outbreaks of respiratory viruses in the acute care hos-
pital sector is vital to ensure that hospitals can provide needed 
care for all.2 However, a progressive relaxation of hospital rules 
for visitors began after mounting evidence of the beneficial effect 
of family or designated support persons being present for 
patients admitted to hospital.3,4 Before the COVID-19 pandemic, 
a systematic review that evaluated liberal versus restrictive visi-
tation policies in adult intensive care unit (ICU) settings found no 
increase in acquired infections or septic complications with more 
liberal visitation policies.3 A 2020 review (before the pandemic) 
found that 73% of hospitals had adopted accommodating visita-
tion policies compared with only 32% in 2015.1

At present there is limited evidence to support visitors having an 
important role in hospital-related transmission of COVID-19. Early 
in the pandemic, before the widespread implementation of public 
health and IPAC measures, a systematic review of nosocomial 
acquisitions of COVID-19 from case series in Wuhan, China, 
reported that only 2% were from people other than medical staff 
(e.g., visitors).5 A more recent study of 9149 patients admitted to 
hospital in the United States from Mar. 7 to May 30, 2020, found low 
rates of hospital-acquired COVID-19.6 Only 1.7% (12/697) of patients 

with COVID-19 were defined as having a positive test result 3 days 
after admission or within 14 days of discharge and 10 of the 12 were 
most likely late identification of community-acquired cases. Only 1 
was deemed to be acquired from a presymptomatic visitor before 
restrictions were implemented. The low rates cannot be attribut-
able solely to visitor restrictions because restriction policies were 
implemented at the midpoint of this study time period.

Widespread, indiscriminate policies restricting visitors are 
associated with multiple risks for patients, families and health care 
providers.3,4,7–10 Although the term visitors generally includes any 
person who has a relationship with a patient, it is important to dis-
tinguish general visitors from “family” or “designated support per-
sons” (also known as care partners). Family or designated care 
partners are increasingly recognized as being key to the delivery of 
patient-centred care (e.g., assisting with feeding, mobility, 
hygiene, orientation, emotional support). Accommodating visita-
tion policies have been shown to improve communication and 
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KEY POINTS
• Restrictive “no-visitor” policies were adopted in Canada during 

the first wave of the pandemic in an attempt to mitigate 
introduction and spread of severe acute respiratory syndrome 
coronavirus 2 (SARS-CoV-2) within hospitals, and to preserve 
personal protective equipment (PPE) for health workers.

• Available literature does not support a substantial role for 
family members and designated support persons in the 
transmission of SARS-CoV-2 in hospitals.

• Extensive evidence has shown that family members or 
designated support persons are important in the delivery of 
patient-centred care, particularly for patient advocacy, feeding, 
mobility, orientation, emotional support in settings of delirium, 
cognitive impairment, language barriers, end-of-life care, labour 
and delivery, and transitions to critical care.

• We argue that in the current wave of the coronavirus disease 
2019 (COVID-19) pandemic, hospitals should adopt more 
accommodating visitor policies with careful use of PPE and 
monitoring, paying careful attention to community prevalence 
of COVID-19 and, in the future, immunization status.
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build trust between families and care providers, especially when 
patients do not speak the same language as their health care 
workers.7 Family members are essential in communication about 
escalation of care in the event a patient is incapable and often act 
as patient advocates.

Preliminary research has suggested that delirium is common 
among acute and critically ill patients with COVID-19.8 Patients 
with delirium have longer hospital stays and increased risk of 
death. In the ICU setting, family participation and flexible visitor 
policies have been shown to be associated with reduced delirium 
and improved longer-term psychologic recovery.3 In general, 
family-centred care interventions have shown decreased ICU 
length of stay and improved patient experience and patient and 
family mental health.4

A recent observational study evaluated the effect of visitor 
restrictions on postoperative experiences of patients undergoing 
surgery during the COVID-19 pandemic.9 Patients exposed to visi-
tor restrictions had delays in receiving medications, greater 
social isolation, difficulty in getting out of bed and were more 
likely to not have their discharge preferences adequately con-
sidered compared with patients who did not have restrictions on 
visitors before visitor restriction policies were initiated.

Data are limited regarding the impact of restrictive visitation 
policies on families. However, a 2017 observational study found 
that a dying patient’s inability to say goodbye to their family was 
associated with complicated grief for the family.10 Dying alone is 
distressing and confusing for patients and psychologically dis-
tressing for loved ones. Health care workers have reported sub-
stantial distress associated with being a “placeholder” for fami-
lies at the end of life.11 Participants in a study of health care 
providers across ICUs in France from April to May 2020 expressed 
deep regret and symptoms of anxiety or depression about the 
COVID-19 visitor restrictions.12

How can we balance these risks as the pandemic contin-
ues? To ensure adequate IPAC measures as the community 
prevalence of COVID-19 rises, some restrictions will be needed. 
Higher visitor numbers will increase challenges to maintaining 
adequate physical distancing (e.g., in elevators and entrances). 
Nosocomial outbreaks have been seen in both waves of the 
pandemic in Canada. Some may have originated from asymp-
tomatic health care workers infected in the community using 
shared spaces for breaks and meals, whereas others could 
have originated from asymptomatic visitors without sufficient 
education in PPE use or who did not articulate symptoms on 
entry screening.

In the second wave of the pandemic, many institutions in 
Canada have begun to adopt a less restrictive policy that recog-
nizes the importance of family and care partners after reflecting 
on their experiences in the first wave. For example, some institu-
tional contexts that should make exceptions for family members 
or designated care partners include hospices and palliative care, 
ICUs, labour and delivery suites, and surgical recovery wards. 
Patients transitioning to critical or end-of-life care, as well as 
patients with delirium, cognitive impairment, language barriers 
or severe psychiatric conditions, could also benefit from relaxed 
visitation policies.

How different visitation policies affect the risk of acquiring 
COVID-19 is unknown. Community prevalence of infection, 
including rate of asymptomatic infection, mode of transmission 
and quality of contact tracing, will affect rates of transmission to 
a hospital setting. However, rigorous IPAC measures (e.g., 
masks, handwashing and screening upon hospital arrival) and a 
well-performing, rapid COVID-19 test could mitigate the risk of 
transmission substantially. Data are needed to better determine 
the balance between these competing factors. The substantial 
between-jurisdiction variation in prevalence of COVID-19 means 
that risks should be assessed at the regional or hospital level 
and visitation policies tailored accordingly. Steps to reduce 
transmission risk include enhanced visitor screening and educa-
tion, limiting visitors to a specified number of family members 
or designated care partners per patient, limiting the duration of 
the visit, selected use of point-of-care testing (if available), con-
tact tracing by the region (if feasible) and ensuring appropriate 
PPE for visitors. 

Safe visitation is anchored on visitors accurately and honestly 
reporting their symptoms, and their availability and compliance 
with PPE. A 2018 survey of visitors to patients with Clostridium 
difficile infection found that nurses are fundamental in educating 
visitors in the effective use of PPE.13 There may be a need for 
additional staffing and visitor education to ensure appropriate 
use of PPE. Given the greater challenges of ensuring appropriate 
PPE use for those visiting patients with COVID-19, tighter restric-
tions on visitation may be required for this subgroup of patients.

If visitors must be kept away, easy access to video conferencing 
can reduce the risks associated with patient isolation. A study that 
evaluated the feasibility and acceptability of e-communication for 
palliative care family meetings during the pandemic found that 
video conferencing was scheduled successfully across 97% of 
cases, and 80% of family members felt comfortable articulating 
questions and expressing thoughts throughout the meeting.14 How-
ever, video conferencing requires access to devices and facilitation 
by health care staff, increasing their work load. It does not allow for 
impromptu conversations, is often challenging when escalation or 
end-of-life care must be discussed, and it is not clear that patient 
information is being shared only with people that the patient would 
consent to involving in such discussions. Furthermore, the use of 
mobile communication could be associated with fomite transmis-
sion, and, therefore, IPAC measures should guide disinfection of 
these devices.15 Where feasible, some centres have used outdoor 
spaces to facilitate visits between patients and families.

The existing literature does not support any scenario where a 
complete restriction of visitors across all patient subtypes from 
hospitals is required. Although the evidence is not conclusive, we 
believe that restrictive visitor policies may do more harm than 
good in specific settings, and there are specific circumstances 
where hospital visitation policies should be relaxed with careful 
use of PPE and monitoring, paying careful attention to commun-
ity prevalence of COVID-19 and community immunization status 
in the future. A Canadian study is currently underway to evaluate 
the pandemic’s impact on visitation policies across Canadian 
hospitals (https://cumming.ucalgary.ca/research /calgary -critical 
-care-research-network/research/COVID-19). 
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