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Abstract: Background/Objectives: The COVID-19 pandemic compelled countries world-
wide to implement stringent visitation restrictions across hospitals, nursing homes, and
long-term care facilities to mitigate viral transmission. While initially justified by the un-
certainty surrounding the virus, these restrictions often lasted well beyond the acute stage
of the pandemic, leading to substantial psychological and physical harm, particularly for
older adults. This study assesses the effects of these controls and offers strategies to balance
public health priorities with patients’ rights and psychological well-being during public
health crises. Methods: An integrative review and comparative analysis of legislative mea-
sures and the psychological effects of visitation restrictions was undertaken. International
and national visitation regulations and case studies were reviewed, and ethical frameworks
were considered. Results: Our findings indicate that prolonged isolation due to extended
visitation restrictions led to higher rates of anxiety, depression, and delirium among pa-
tients, creating ethical dilemmas for healthcare providers. Legal responses to this challenge
varied globally. International human rights organizations called for policies bridging public
health priorities with patients’ rights to family and caregiver support. Some U.S. states
enacted proactive legislation to strengthen family visitation rights, while other jurisdictions
lack these visitation protections. Conclusions: Prolonged visitation restrictions during the
pandemic show the need for legislation integrating public health protections with in-person
family and caregiver support. The ethical imperatives of limiting the psychological harm
caused by healthcare isolation and the legislative solutions to protect public health and the
psychological well-being of patients during health crises are discussed.

Keywords: patient visitation rights; public health legislation; emergency decrees; human
rights law; healthcare regulation

1. Introduction
The COVID-19 pandemic prompted worldwide visitation controls across hospitals,

nursing homes, and other long-term care facilities to limit the spread of SARs-CoV-2. These
measures were implemented to maintain controlled healthcare environments and protect
patients and staff, particularly in the early stages, when the virus’s transmission pathways
were not well understood [1–3]. The primary focus of these regulations was to protect
high-risk groups, including older adults, individuals with pre-existing medical conditions,
and those undergoing intensive medical treatments [4,5].

The scope and intensity of these visitation restrictions were unparalleled. Surveys
show that during the pandemic’s first wave, 93 percent of U.S. hospitals and emergency de-
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partments adopted hospital-wide visitation bans, with only 58 percent allowing exceptions
for end-of-life care [6]. Among the 70 largest U.S. hospitals, 49 had a general no-visitor
policy [7]. Similar policies were implemented globally: in Taiwan, 11.8 percent of hospice
wards banned visitors entirely, and among those allowing visitation, 43.3 percent limited
visits to one hour per day [8]. In Germany, 10 out of 81 terminal patients died alone due
to visitation restrictions [9]. In Canada, family presence at the time of death in intensive
care units dropped dramatically from 86.6 percent pre-pandemic to 44.4 percent during the
pandemic [10]. These restrictions also significantly reduced family involvement in critical
treatment decisions [11].

Despite advances in COVID-19 knowledge and the widespread availability of per-
sonal protective equipment (PPE), many visitation restrictions persisted far past the initial
outbreak [12]. A survey conducted over a year into the pandemic showed that 83 per-
cent of U.S. hospitals allowed only one visitor per patient, and 69 percent maintained
prohibitions on visitors for ICU patients with COVID-19 [5]. The continued application of
these measures, even as safety protocols evolved, has raised significant ethical, legal, and
medical questions.

The medical evidence supporting extended visitation bans remains inconclusive.
Studies suggest minimal differences in transmission rates between facilities enforcing strict
no-visitation policies and those permitting limited family visits [2,3,13,14]. Visitor-related
transmission has also been identified as one of several potential pathways for hospital-
acquired COVID-19 cases [15]. At the same time, the psychological toll of extended isolation
was substantial, with patients experiencing an increased risk for anxiety, depression, and
health deterioration [16].

Healthcare providers had the difficult task of balancing viral transmission control
with protecting patients’ mental and emotional well-being. Balancing these conflicting
interests represents significant challenges, provided the irregularities in prohibitions across
jurisdictions, incomplete direction on ethical principles, and other related concerns such
as the right to freedom of association [17]. Moreover, limited access to various kinds of
patient support and assistance can have significant liability implications for healthcare
providers [18].

Limitations detected within the literature were the catalyst for the development of this
research. While previous discourse on visitation restrictions often centered on the psycho-
logical impact of these restrictions, this research devotes significant sections to legal, ethical,
and policy analysis. In evaluating the legal precedents and policy positions in the U.S. and
among international organizations, alternative perspectives to strict visitation restrictions
were forwarded. By assessing how various governing entities managed public health
protections and the legal and ethical duty to preserve human dignity and psychological
well-being, the wider implications of various healthcare positions are conveyed.

This narrative review evaluated the legal and ethical components of healthcare vis-
itation controls applied during COVID-19 and how they influenced patients and their
families’ health and well-being. Provisions from the U.S. and international organizations
were analyzed, such as Texas’s Essential Caregiver law, U.S. federal law, and the Interna-
tional Covenant on Civil and Political Rights (ICCPR). This study shows how legal and
ethical questions and mental health are interconnected under these circumstances and how
these connections can advise in the development of compassionate visitation rules during
subsequent public health emergencies.

2. Materials and Methods
Integrative, thematic, and comparative methods were employed to investigate the

implementation and consequences of family visitation restrictions in healthcare settings
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during the COVID-19 pandemic. An integrative method brought together legal, ethical,
medical, and mental health elements within the material evaluated. For instance, the
effects of visitation restrictions on mental health were merged with an analysis grounded
in utilitarian and deontological ethical frameworks. This method also guaranteed that this
study used quantitative results, such as measures of adverse health events among patients,
and qualitative perspectives, such as protecting dignity in long-term care facilities.

A thematic approach detected and developed recurrent ideas across the material
examined. The central themes involved the need for adaptive visitation guidelines, psy-
chological care and advocacy in medical and long-term care environments, and balancing
public health controls with mental health protections among individuals receiving care.
This approach provided organized accounts of complicated topics while preserving clarity.

A comparative method showed differences and likenesses in visitation rules, their ap-
plication, and results across populations. For instance, visitation rules during public health
emergencies were compared among U.S. states and various international organizations,
and the influence of visitation controls on different groups of patients was evaluated.

To guarantee consistency in the results, we performed searches across PubMed and
Google Scholar databases to obtain a broad set of academic studies and reports from
governments and international organizations. These databases were selected for their large
medical, mental health, and law-related collections of academic materials.

The search procedure involved using singular and combinations of specific search
terms to optimize relevance. The principal search terms included “healthcare/hospital
visitation regulations”, “patient visitation rights”, “COVID-19”, “Healthcare emergencies”,
“hospital isolation”, “psychological health”, and “international human rights guidelines”.
Boolean operators were not used. Articles published between 2020 and 2024 were the
primary focus, which corresponds to the pandemic timeframe. This period guarantees that
the results involve current issues in healthcare visitation controls.

Standards for inclusion and exclusion were used to improve this study’s thoroughness
and applicability. The criteria for inclusion were studies published in English, involving
healthcare visitation guidelines during public health emergencies (with a focus on mental
health, medical, and legal elements), centered on the psychological influence of visitation
controls on various groups (e.g., children, older adults, and individuals with cognitive
impairments), and those providing empirical evidence and policy perspectives. The criteria
for exclusion were studies centered predominately on unconnected public health issues
and those materials not subject to peer review, except when they were of substantial
policy importance.

Various sub-sections within this study were developed from thematic and comparative
methods that involved merging and evaluating resources corresponding to visitation
controls during COVID-19. These segments were designed and organized to meet the
review’s principal goal: to analyze the relationship between the law, healthcare visitation
controls, and mental health issues while stressing their influence on end-of-life care and
other vulnerable patients. For instance, the legislative actions and legal systems section
examined how various legal mechanisms were devised to accommodate infection control
and patients’ rights during COVID-19. The mental health and physical consequences
section focused on the influence of visitation controls on patient and family well-being.

Two primary avenues of investigation were pursued: (1) a legal analysis of inter-
national and U.S. regulations governing healthcare visitation rights and (2) a review of
empirical evidence on the psychological and physical effects of these visitation restrictions.

The legal analysis explored international guidelines and U.S. measures at the federal
and state levels. Internationally, this study evaluated directives issued by organizations
such as the United Nations (UN), the World Health Organization (WHO), and the European
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Centre for Disease Prevention and Control (ECDC). The core international human rights
frameworks analyzed included the Universal Declaration of Human Rights (UDHR), the
International Covenant on Civil and Political Rights (ICCPR), and the Convention on the
Rights of Persons with Disabilities (CRPD). These materials represent the global standard
in providing recommendations for balancing public health threats with the liberties of
patients and their families.

Within the U.S., the legal analysis focused on federal policy, state laws, and regulatory
measures that shaped visitation rules during the pandemic. Particular attention was given
to state-level legislative responses in Florida, Texas, and North Carolina, which enacted
strong family and caregiver visitation protections.

Empirical reports were gathered from various sources to understand the influence
of visitation controls on patients. This review prioritized data on vulnerable populations,
such as older adults and individuals with cognitive impairments. Central psychological
outcomes examined included anxiety, depression, delirium, cognitive decline, and feelings
of abandonment among patients. Physical health indicators, such as mobility and recovery
rates, were also evaluated. The experiences of healthcare personnel were also taken into
account, specifically their ethical considerations and psychological distress in administering
strict visitation restrictions.

3. Results
3.1. International Healthcare Visitation and Human Rights Guidelines

Prominent international organizations, including the World Health Organization
(WHO) and the United Nations (UN), set guidance on healthcare visitation policies, fo-
cusing on the principles of proportionality and non-discrimination. The WHO affirms the
value of family connection for overall well-being, defining health as “a state of complete
physical, mental, and social well-being” [19] (p. 1). During the COVID-19 pandemic, the
WHO provided guidance on visitation protocols, wherein initial guidelines recommended
stringent controls on hospital visitation, advising hospitals to “limit facility-based encoun-
ters” for safety reasons [20] (p. 8). However, subsequent updates advised policymakers to
align restrictions with patients’ rights to family care.

Central human rights organizations generally promote healthcare visitation rights.
During COVID-19, the UN Office of the High Commissioner for Human Rights (OHCHR)
stressed that measures restricting family and caregiver access to patients must be necessary,
proportionate, non-discriminative, and time-limited [21]. These measures were particularly
concerned with vulnerable populations, such as individuals with disabilities, who require
additional protections to prevent disruptions to support networks [21].

The Universal Declaration of Human Rights (UDHR) prohibits arbitrary interference
with family life under Article 12, stating, “No one shall be subjected to arbitrary interference
with his privacy, family, home, or correspondence”. Article 25 affirms the right to healthcare
and well-being, reinforcing the necessity for reasonable visitation during public health
crises [22]. Similarly, the International Covenant on Civil and Political Rights (ICCPR)
protects family privacy under Article 17, offering legal remedies against excessive visitation
restrictions [23] (Art. 2, Sec. 3 (a, b)).

The International Covenant on Economic, Social and Cultural Rights (ICESCR) ad-
vances the right to health, asserting that healthcare policies must not disproportionately
harm patient welfare [24] (Art. 12). Additionally, the Convention on the Rights of Persons
with Disabilities (CRPD) conveys the value of family involvement in supporting individuals
with disabilities and prohibits arbitrary interference with family life [25] (Art. 22).

At the regional level, the European Convention on Human Rights (ECHR) protects
family life under Article 8 [26]. The European Centre for Disease Prevention and Con-
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trol (ECDC) has also issued recommendations balancing safety measures with patients’
psychological needs [27].

3.2. Federal Guidelines and State Laws in the United States

In the U.S., federal and state authorities issued patient safety and visitation provisions
that evolved throughout the pandemic. At the federal level, the Centers for Medicare &
Medicaid Services (CMS), in consultation with the Centers for Disease Control and Preven-
tion (CDC), initially imposed strict visitation bans. In May 2020, the CMS directed nursing
homes to prohibit nearly all visitors, with exceptions for compassionate care situations, such
as end-of-life scenarios [28]. By September 2020, CMS eased these restrictions, allowing
broader visitation under less stringent control measures [29]. These federal regulations,
tied to Medicare and Medicaid funding, significantly influence healthcare policy (42 CFR §
482.13). Hospitals generally retain more independence in determining visitation policies
than nursing homes, which are more tightly bound by CMS guidelines.

State governments exercised autonomy, leading to significant variability in visitation
policies. States like New York and California implemented strict bans early in the pandemic
that extended later than many states. For example, New York State’s early pandemic
response included a total suspension of healthcare-related visitation except in end-of-life
situations [30]. In March 2021, it permitted hospitals and nursing homes to allow limited
family and caregiver visits [31,32].

Other states, such as Florida, Texas, North Carolina, and Arkansas, adopted more
flexible, pro-visitation policies [33]. Emblematic of its general flexibility, Florida enacted
its No Patient Left Alone Act in 2022, which guaranteed in-person visitation for essential
caregivers, mandating at least two hours of daily visitation during public health emergen-
cies [34]. North Carolina enacted similar legislation in 2021, requiring healthcare facilities to
allow visitation to the fullest extent permitted under federal guidelines, with fines imposed
for noncompliance [35] (Session Law 2021-171). Texas adopted a targeted approach with its
“Essential Caregiver” law, focusing on long-term care facilities like nursing homes. Under
this law, each patient may designate one essential caregiver whose visitation rights cannot
be revoked except under specific, limited circumstances, such as major public health threats.
Even then, suspensions are capped at 14 consecutive days and 45 days per year [36].

State legislation supporting visitation rights, such as Florida’s No Patient Left Alone
Act, may face legal challenges related to federal guidelines and hospital policy conflicts.
For instance, healthcare providers could argue that expanded visitation rights compromise
safety, potentially leading to liability risks. However, constitutional protections of family
autonomy, such as those affirmed in Troxel v. Granville, strengthen the argument for
visitation as a fundamental liberty interest [37].

3.3. The Psychological and Physical Impact of Isolation in Healthcare Settings

Family members are integral to patient care, providing emotional support, advocacy,
assistance with mobility, communication with staff, and facilitating decision-making dur-
ing important transitions in care [3]. However, during the pandemic, their roles were
significantly diminished, with families often relegated to being “insignificant others” or
“insignificant caregivers” [38]. Patient isolation created a “shadow pandemic” of mental
health challenges, increasing pre-existing vulnerabilities and fostering new ones [39,40].

Restricted family and caregiver access in healthcare settings prior to and during the
COVID-19 pandemic has been associated with substantial psychological and physical
disruptions for patients. The adverse effects of patient isolation include an increased risk
of loneliness, anxiety, depression, and cognitive decline [1,41]. A Dutch survey of family
members of nursing home residents found that 66 percent were concerned that their family
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member was experiencing heightened sadness during visitation restrictions. At the same
time, 76 percent expressed concerns about their family members having increased feelings
of loneliness during visitation restrictions [42]. A study conducted in China involving
in-patients and their family members showed that during visitor restrictions, 42.44 percent
of in-patients experienced anxiety, leading the researchers to conclude that “significant psy-
chological impacts, such as feelings of loneliness and anxiety among hospitalized patients
and their families, were evident” [43] (p. 8). An integrative review of research spanning
from 1991 to 2022 reported that 40 percent of studies identified a positive relationship
between the prevalence of family visitation and reduced incidences of depression [44].

In Japan, the incidence of delirium among emergency patients rose significantly from
1.8 percent pre-restrictions to 6.2 percent during restricted visitation [45]. Similarly, patients
with acute cerebrovascular disease displayed a heightened risk of delirium during the
pandemic restrictions, with the incidence of delirium at “6.3 percent during pandemic-
associated absolute visitation restriction, 5.8 percent with limited visitation policy, and
5.1 percent with pre-pandemic visitation policy” [46] (p. 273). A large-scale study of
more than 2000 critically ill patients with COVID-19 found that family visitation was
linked to a 30 percent decrease in the likelihood of delirium among these patients [47].
Thilges et al. determined that during the COVID-19 visitor restrictions, the incidence of
delirium among patients in a large medical system in the Midwest U.S. was 11.26 percent, a
significant increase compared to the pre-pandemic rate of 9.28 percent [48]. A study by Qin
et al. reported a 24 percent reduction in the risk of ICU delirium when family visitation
was permitted [49], corroborating findings from a pre-pandemic meta-analysis linking
restrictive visitation policies in ICUs to elevated anxiety and delirium rates [50].

Increased loneliness was reported among patients experiencing visitation restric-
tions [51]. Loneliness has been strongly correlated with depression [52], anxiety [53],
suicidal ideation, and cognitive decline [54]. Physical health issues linked to loneliness in-
clude weakened immune responses [55], systemic inflammation [56,57], and cardiovascular
problems [54,58,59].

Specific populations were disproportionately affected by visitation restrictions. Older
adults in long-term care facilities experienced significantly higher rates of decline in physi-
cal functioning, including the reduced ability to perform activities of daily living (ADL)
and deteriorating physical capabilities [60,61]. They also experienced a higher probability
of mental health conditions such as negative mood [62], loneliness [63], stress, and memory
loss [61].

Family and caregiver presence has been linked to improved physical recovery, in-
cluding shorter hospital stays [64], fewer complications [65], reduced physical pain [1],
lower fall rates [66], more timely medication administration, and better daily activity per-
formance [67]. Pediatric patients particularly benefit from family involvement, which has
been linked to better detection of medical errors and other adverse events [68,69]. This
is because “Parents know their children best and often recognize when something is not
right with their child and alert the nurse. This lack of parental presence during critical
times, due to visitor restrictions, provides opportunity for negative outcomes” [70] (para.
6). Ultimately, the emotional and advocacy roles of family members have been shown to
mitigate harm and facilitate recovery [67,71].

Restricted visitation policies imposed substantial psychological burdens on families
and healthcare providers [72]. Restricted families of ICU patients reported significantly
higher levels of anxiety, depression [73], and post-traumatic stress symptoms [74]. Families
of pediatric patients in ICUs reported higher levels of distress under restricted visitation
conditions [75–77]. For healthcare providers, particularly those in ICU and end-of-life
care settings, the absence of family support has increased the propensity for emotional
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exhaustion, “compassion fatigue”, and stress, impeding the ability to deliver compassionate,
high-quality care [78–81].

Not all studies indicated adverse outcomes from restricted visitation. Some research
reported minimal or no significant associations between visitation policies and specific out-
comes, such as ICU delirium [82,83], mechanical ventilation use, or mortality rates [49,64].
These results indicate that the negative influence of visitation controls may fluctuate in re-
sponse to patient characteristics, healthcare conditions, and the standard of alternative care.

4. Discussion
4.1. Utilitarian and Deontological Ethics

Utilitarian and deontological ethical frameworks provide contrasting views for as-
sessing healthcare visitation restrictions implemented during public health crises. Utili-
tarianism justifies these restrictions as necessary to prevent widespread infection, protect
public health, and reduce overall mortality [84]. This perspective considers the emotional
distress experienced by patients and families as a tolerable trade-off for the broader goal of
maximizing social well-being. Such reasoning is derived from the principle of achieving
“the greatest good for the greatest number” [85].

In contrast, deontology challenges the morality of these restrictions, asserting that
individual rights and dignity must not be subordinated to collective goals. According to
this ethical framework, denying patients physical access to their families—particularly
during end-of-life care and for vulnerable populations—inflicts emotional anguish on those
most at risk and represents an inherent violation of their dignity and moral worth [70].
Ethical duties, such as preserving family connections, should supersede broader utilitarian
considerations, even in the context of significant public health risks [86,87]. This perspec-
tive conveys that the ends cannot justify the means if the means encroach on essential
human rights.

These ethical principles illustrate a fundamental tension in healthcare visitation re-
strictions [88]. While utilitarianism prioritizes collective welfare [85], it risks marginalizing
vulnerable individuals whose needs conflict with broader priorities. Conversely, deontol-
ogy emphasizes safeguarding individual rights [84,86], even when doing so may complicate
public health management. Visitation policy during public health crises must find a balance
between these ethical principles.

4.2. The Need for a Unified Visitation Policy

The COVID-19 pandemic revealed the inadequacy of fragmented visitation policies,
particularly in the U.S., where rules varied widely across states and healthcare facilities.
This inconsistency in visitation policy created inequalities in access [89]. Applying uni-
form national and international rules could attend to these disparities, offer a lucid legal
framework, and minimize disputes and litigation. These unified rules should recognize
visitation as a fundamental part of patient care, particularly in nurturing psychological
health, supporting recovery, and maintaining dignity. Expanding these guidelines into
national and international standards could allay misunderstandings and inequalities.

International human rights guidelines, such as the Universal Declaration of Human
Rights (UDHR) and the Convention on the Rights of Persons with Disabilities (CRPD), offer
important direction, as they stress proportionality, non-discrimination, and the protection
of family life. Unified rules could also adopt a flexible tiered approach, using data on
viral transmission, hospital capacity, and patient vulnerability to adjust restrictions in
real-time. Ultimately, standardization can safeguard equitable access to visitation and
improve readiness for future crises by instituting clear and humane rules.
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4.3. Supporting Psychological Health Through Family and Caregiver Presence

Studies consistently show the psychological and physical benefits of family and care-
giver presence in healthcare settings. Regular visitation has been found to reduce the risk
of anxiety, depression, and psychological distress while improving recovery outcomes
and minimizing complications [1,65,90,91]. Beyond psychological support, family mem-
bers and caregivers advocate for patients, facilitating communication between patients
and healthcare providers [92,93]. This dual position—emotional support and practical
advocacy—alleviates helplessness and stress for patients and their families [1,94].

For older adult patients, regular family visits have been linked to slower cognitive
decline [1]. Interaction with familiar individuals can stimulate cognitive function and
provide a sense of normalcy, which helps prevent delirium [45,47]. This is especially im-
portant in long-term care settings, where extended isolation heightens the risk of cognitive
deterioration [95,96]. Family presence is also vital in end-of-life care, providing patients
with emotional support and helping families in grieving [97–99].

Evidence suggests that, with appropriate infection prevention measures, the risks
associated with patient visitation during COVID-19 were minimal [2,13,14]. For instance,
the Ontario COVID-19 Science Advisory Table reports that family visits did not significantly
contribute to COVID-19 transmission in hospitals with stringent prevention protocols [3].
These findings challenge the necessity of blanket visitation bans and suggest that policies
should be recalibrated to include mental health and emotional considerations. More
permissive visitation policies could enhance patient well-being during low-risk periods,
while stricter controls may be warranted under high-risk conditions. However, even during
severe public health crises, exceptions for end-of-life patients and vulnerable populations
are necessary to uphold ethical responsibilities to dignity and human connection.

4.4. Optimizing Hospital Visitation Protocols for Public Health Crises

Public health crises like the COVID-19 pandemic have shown the necessity for safe
visitation. Hospitals must invest in resources and infrastructure to accommodate visitation
without jeopardizing safety. Designated visitation areas, increased staffing, and access
to rapid testing kits can reduce risks while preserving the quality of care [100]. Social
workers and healthcare coordinators can further support families by guiding them through
visitation protocols and addressing their concerns [2].

While virtual communication methods have been utilized during public health crises,
they are generally regarded as inadequate replacements for in-person support [101–103].
Virtual communication does offer a practical supplement when in-person visits are unfea-
sible, and it has shown some benefits. A survey conducted at a Toronto hospital during
COVID-19 found that a virtual family visiting (VFV) program was positively received
by patients and families [104]. Similar research has found that virtual visits increase feel-
ings of family unity [105], reduce patient distress, and help orient patients experiencing
delirium [106]. Physician–family virtual communication has also been shown to mitigate
emotional strain among family members [107]. However, these virtual methods sometimes
cannot cover the full psychological demands of patients and families and should generally
remain secondary. For instance, there is evidence that video calls did not influence PTSD
symptoms in ICU settings during COVID-19 [108], and ICU patients in France reported
negative experiences with virtual communication [103].

Hospitals should prioritize flexible visitation policies for vulnerable populations,
including patients with cognitive impairments, as these groups greatly benefit from in-
person caregiver presence [109,110]. Policymakers and hospitals should also attend to
inequities by establishing virtual communication options for families without access to
virtual communication technologies, guaranteeing that resource disparities do not worsen
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the effects of patient isolation [111]. Investments in staff training are also necessary to
maximize the effectiveness of in-person and virtual visitation in future crises. Studies have
shown that time constraints, inadequate preparation, and low technological literacy among
healthcare staff hinder the success of virtual visitation [3,112].

Patients and their families can take the initiative to moderate the negative influence
of healthcare isolation. To preserve contact, they can advocate for video and other virtual
communication applications in healthcare facilities. Also, they can appeal to government
officials for legislative changes prioritizing compassionate visitation. The No Patient Left
Alone Act, the Essential Caregiver law, and guidelines provided by international organiza-
tions like the United Nations are valuable sources when advancing change. Lastly, patients
and their families can seek out counseling and other mental health options, either through
in-person or video-based avenues, to attend to the influence of isolation and detachment.

4.5. Addressing Staff Concerns About Visitation Policies

Healthcare professionals, particularly nurses, have expressed concerns about more
lenient family visitation, citing disruptions to workflow and increased workloads [113,114].
These concerns are valid, especially in high-pressure environments where resources are
limited. However, it is equally important to recognize the extensive research showing the
benefits of family involvement for patients, their families, and even healthcare teams [115].

5. Conclusions
Healthcare visitation restrictions imposed during the COVID-19 pandemic raised

significant ethical and legal dilemmas related to patient mental health, showing the tension
between controlling the spread of infectious diseases and safeguarding patients’ psycho-
logical well-being. While infection control measures remain paramount in public health
crises, the detrimental effects of prolonged isolation on patients—such as higher anxiety,
depression, cognitive decline, and moderated recovery outcomes—should not be over-
looked. These issues present an opportunity to re-evaluate and refine visitation policies
so that future strategies are evidence-based, compassionate, and proportionate to the
risks involved.

Empirical data show that strict visitation controls during COVID-19 were linked with
negative consequences involving patient mental health and human dignity, principally
in long-term and end-of-life care. These controls often diverge from recognized ethical
standards and global human rights guidelines, which stress the value of family and care-
giver visitation in preserving psychological well-being. U.S. state-level provisions enacted
during COVID-19 to protect in-person family and caregiver presence at healthcare facilities,
developed in response to these challenges, can act as a framework for managing similar
crises in the future.

Governments should enact laws guaranteeing that family presence at healthcare facili-
ties is available for patients, even during times of crisis. During times of exceptional danger,
policymakers should stress adaptability, permitting exceptions for vulnerable groups and
end-of-life care with the integration of strict infection safeguards. Drawing on the views of
Dugdale et al. [12], balanced visitation policies should be developed that address public
health needs and the psychological well-being of patients. Adaptive strategies—such as
emphasizing in-person visitation for vulnerable groups, employing virtual communication
methods as a secondary option, and equipping healthcare sites with materials for safe
visits—can guarantee that patients are never detached from family support.

Healthcare systems should incorporate ethical considerations into their policy plat-
forms that strengthen in-person family and caretaker visitation protections. Healthcare
staff should be trained in handling in-person visitation procedures to decrease disruptions
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in contact and advance family involvement. Regularly reassessing visitation strategies
is also important to determine their effects on the patient’s mental and physical health.
Data-driven evaluations can guide refinements to optimize strategies for the best outcomes
for patients and healthcare facilities.

Future health emergencies may present unforeseen challenges, but safeguarding
visitation rights should remain constant. Preserving access to at least one visitor, even
during significant public health crises, will help maintain the human connections that
reduce psychological distress and enhance recovery outcomes. Compassionate visitation
rights protect the psychological health of patients and secure their dignity and humanity
during difficult periods. By combining public health interests with compassion-based
ethical principles, healthcare sites can be safe, supportive, and inclusive settings during
future public health crises.
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