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Flexible intensive care unit visitation: a valuable practice that requires  
contextual implementation
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While intensive care unit (ICU) visitation policies vary globally, it is widely acknowledged that most adult ICUs limit 
family presence at the patient’s bedside.(1) These restrictions are often justified by theoretical risks tied to visitor presence, 
such as infections, disruptions in care, and staff burnout.(2) However, the literature has not consistently confirmed these 
risks, and guidelines now advocate for flexible visitation as a strategy to enhance patient- and family-centered care.(3,4) 

Despite these recommendations, unrestricted ICU visiting hours remain rare. A survey by the World Federation of Societies 
of Intensive and Critical Care Medicine revealed that only 39% of member countries had fully embraced open visiting 
hours.(5) Additionally, the momentum toward visitation flexibility waned during the COVID-19 pandemic.(6)

Flexible visitation models are increasingly proposed not only to meet patient preferences but also to improve outcomes.(7) 
In a patient-centered context, more interaction between family members and ICU staff fosters shared decision-making, 
reducing exposure to modifiable risk factors for delirium, such as unnecessary sedation or benzodiazepines. However, the 
results regarding delirium remain controversial, with some studies indicating a reduction only when visits are extended up 
to 12 hours.(8) Flexible hours have also been linked to lower stress levels in patients. A systematic review and meta-analysis 
led by Nassar et al.(9) revealed reduced anxiety severity among patients in ICUs with flexible visitation. Furthermore, the 
review revealed no significant differences in ICU-acquired infections or mortality rates between the flexible and restricted 
visitation models.

Nevertheless, the term “flexible visitation” remains ambiguous. Does it mean 24-hour access? More than 12 hours? 
Unlimited entry and exit? An unrestricted number of visitors? This lack of a standardized definition could lead to 
misinterpretation and hinder comparisons across studies and implementations.(9) Thus, the authors urge the establishment 
of a clear operational definition in future research and institutional protocols. Moreover, the structuring of flexible visitation 
may play a critical role in outcomes. Variables such as the total time spent at the patient’s bedside, the number of visitors, 
scheduled rotations, and planned communication sessions with ICU staff could influence the success of this approach.(3) 

Communication strategies, whether scheduled or unrestricted, may affect family satisfaction and staff engagement.(3) In a 
Brazilian study exploring the perceptions of 92 family members, communication was often hindered by short interaction 
time with staff, inaccessible language, and inadequate locations for conversations. Family members highlighted the need 
for detailed information, emotional support, and participation in decision-making processes. Many also emphasized that 
poorly structured communication—including a lack of planning and standardization—heightened emotional distress and 
reduced confidence in care.(10)

While the real benefit of visitation flexibility appears to rest primarily with the family, families overwhelmingly 
prefer more open visitation policies.(3,8) A recent clinical trial involving over 1,200 close family members revealed 
that flexible visitation—combined with educational support—boosted satisfaction across key care domains: proximity 
to the patient, communication (how often and effectively information is shared), reassurance, emotional support, 
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and comfort.(8) Notably, the data also revealed reduced 
anxiety and depression among family members during 
ICU stays under flexible visitation, with effects persisting 
for up to 12 months post-ICU.(11) Family members felt 
more involved in the care of the patient, from emotional 
support to helping staff understand patient needs,(12) 

underscoring the value of this model in fostering both 
patient- and family-centered care.(3,7) However, one must 
also consider the psychological burden imposed on some 
families by the implicit obligation to remain constantly 
at the bedside, which may induce stress or guilt.

Hospital accreditation programs are designed to ensure 
and improve care quality and safety.(13) Accreditation 
evaluates health institutions on the basis of external 
standards of care(14) and often includes public reports, 
inspections, and performance-based incentives to promote 
ongoing improvements in care quality. Accreditation 
by organizations such as the Joint Commission or the 
Magnet Recognition Program often requires adherence 
to strict quality and safety standards, which can include 
specific guidelines for visitation policies.(13) Herein lies 
the problem. When accreditation demands visitation 
flexibility as a quality indicator, institutions may rush 
into compliance without proper preparation. Properly 
executed, flexible visitation requires comprehensive staff 
training (e.g., communication techniques), sufficient 
personnel, and psychological support within the unit. It 
also calls for educating families with respect to the unique 
environment of the ICU while ensuring that logistical 
considerations such as secure entry points are in place. In 
addition to logistical concerns, architectural and structural 
barriers must also be addressed. Facilities lacking designated 
spaces for rest, decompression, or basic amenities such as 
restrooms may inadvertently discourage family presence. 
These infrastructural limitations should be acknowledged 
and reflected in visual representations or figures to provide 
a more comprehensive view of the challenges.

Additionally, poorly planned visitation flexibility may 
backfire, resulting in anxious or overwhelmed family 
members, who, without proper guidance, could exhibit 
inappropriate behaviors, leading to staff dissatisfaction. 
This, in turn, may cause healthcare professionals to 
disengage from bedside care, lower their tolerance for family 
presence, and eventually experience job dissatisfaction and 
burnout.(2,8) In a large national survey conducted in Brazil 
with 903 ICU professionals, nearly half (49%) reported 
that limited family visitation contributed to their burnout. 
Furthermore, 78% believed that restricting visits had a 
negative effect on patient care. Despite these perceptions, 

multivariable analyses revealed that visitation policies 
themselves were not independently associated with burnout 
or psychological distress; rather, financial concerns and 
poor communication with supervisors were the strongest 
predictors of staff burnout.(15) Indeed, burnout often 
represents the final consequence of a poorly executed 
flexible visitation policy, turning what could be a beneficial 
practice into an administrative error with far-reaching 
implications. A large clinical trial involving more than 
800 ICU staff members revealed that flexible visiting hours 
did not significantly affect perceptions of disorganized 
care or increase conflicts with visitors when an educational 
strategy was in place to help visitors better understand 
the ICU environment.(8) This emphasizes the importance 
of clinician-centered strategies—workload reduction, 
communication training, and education for both families 
and staff—when implementing visitation flexibility to avoid 
staff burnout and maintain patient safety.(3,7) Another rarely 
discussed but increasingly relevant concern is staff safety. 
In some regions, the increase in societal violence and the 
threat of intergroup conflict can extend into healthcare 
facilities. In such contexts, changes in visitation policies 
must be accompanied by robust hospital safety protocols.

Ultimately, a flexible visitation policy, when appropriately 
executed, respects and preserves the crucial bond 
between critically ill patients and their families. Although 
implementing such a policy is complex, with many interacting 
components, it is both achievable and beneficial for all  
those involved.
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