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Abstract
Objective: Widespread visitor restrictions were implemented during the COVID-19 pandemic at acute

and inpatient rehabilitation hospitals. Family caregivers were physically isolated from their loved ones,

which challenged engagement in patient care and readiness for their role. Thus, we aimed to explore

the involvement of family caregivers in COVID-19 patients as they journeyed across the care continuum

during the early phase of the COVID-19 pandemic.

Design: We employed a qualitative descriptive approach.

Participants: We conducted interviews with family caregivers, COVID-19 patients, and healthcare

providers between August 2020 and February 2021.

1St. John’s Rehab Research Program, Sunnybrook Research Institute,

Sunnybrook Health Sciences Centre, Toronto, Ontario, Canada
2Department of Occupational Science and Occupational

Therapy & Rehabilitation Sciences Institute, Temerty Faculty of

Medicine, University of Toronto, Toronto, Ontario, Canada
3Rehabilitation Sciences Institute, Temerty Faculty of Medicine,

University of Toronto, Toronto, Ontario, Canada
4Musculoskeletal/STAR Rehab and Restorative Transitional Unit,

St John’s Rehab, Sunnybrook Health Sciences Centre, Toronto,

Ontario, Canada
5Department of Occupational Science and Occupational

Therapy & Rehabilitation Sciences Institute, Temerty Faculty of

Medicine, University of Toronto, Toronto, Ontario, Canada

6Division of Physical Medicine and Rehabilitation, Department

of Medicine, Temerty Faculty of Medicine, University of

Toronto, Toronto, Canada
7Toronto Rehabilitation Institute, University Health Network,

Toronto, Ontario, Canada

Corresponding author:
Marina Wasilewski, St John’s Rehab Research Program, 285

Cummer Avenue, Toronto, Ontario M2 M 2G1, Canada.

Email: marina.wasilewski@sunnybrook.ca

Original Research Article

Clinical Rehabilitation

1–10

© The Author(s) 2023

Article reuse guidelines:

sagepub.com/journals-permissions

DOI: 10.1177/02692155231191011

journals.sagepub.com/home/cre

https://orcid.org/0000-0003-1198-2292
mailto:marina.wasilewski@sunnybrook.ca
https://us.sagepub.com/en-us/journals-permissions
https://journals.sagepub.com/home/cre
http://crossmark.crossref.org/dialog/?doi=10.1177%2F02692155231191011&domain=pdf&date_stamp=2023-07-30


Setting: Participants were recruited from a single hospital network in Toronto, Ontario, Canada.

Interviews were recorded and transcribed. Data were analyzed thematically.

Results: A total of 27 participants were interviewed—12 healthcare providers, 10 patients, and 5 family

caregivers. Four themes were identified: (a) Caregivers were shut out in acute COVID care, (b) Patient

discharge from inpatient rehabilitation was turbulent for caregivers, (c) Caregivers were unprepared to

support loved ones in the community, and (d) Patient discharge to home was heavily dependent on care-

giver availability.

Conclusions: Visitor restrictions prevent family caregivers from being physically present at patients’ bed-
side, leading to complex and detrimental impacts such as caregivers feeling that they were not engaged in

their loved one’s care planning until they were discharged. In turn, discharge to the community was met

with several challenges including caregivers feeling underprepared and unsupported to meet their loved

one’s unique care requirements. This was exacerbated by a lack of community-based resources due to

ongoing pandemic restrictions.

Keywords
Caregiver, COVID-19, rehabilitation, qualitative

Received: 26 January 2023; accepted: 12 July 2023

Introduction

COVID-19 (COVID) is a respiratory disease asso-
ciated with multisystem consequences at the respira-
tory, neuromuscular, and psychosocial levels,
including shortness of breath, muscle aches, delir-
ium, depression, social isolation, and even death.1

For most patients, COVID presents in a “mild”
form; however, other patients experience more
serious consequences that must be addressed with
medical and rehabilitative care.2 During hospitaliza-
tion and throughout recovery, patients rely on a
family caregiver for emotional support, care coord-
ination, and assistance in the community.3–5

Despite the essential role that caregivers play in sup-
porting patients’ recovery, infection prevention, and
control rules during the pandemic resulted in wide-
spread “visitor restrictions”6 that physically isolated
caregivers from their loved ones and left them with
limited access to clinical supports and educational
opportunities.4,7 While visitor restrictions have
been recently eased in many locations with the
arrival of vaccines and less virulent strains, this is
likely to vary over time, by setting, and as new var-
iants of the virus emerge. In turn, it remains import-
ant to learn from the early period of the pandemic in

order to understand how care practices and family
involvement have evolved over time and to be pre-
pared for any future reversion to stricter visitation
policies.

While there is a growing body of literature illus-
trating the experiences of family caregivers to
COVID patients, most studies have focused on a
particular care setting (e.g., community, hos-
pital),8–10 thereby limiting our understanding of
how family caregiver involvement, experiences,
and needs evolved or changed across the care con-
tinuum, throughout patient recovery, and during
care transitions and discharges.11 As such, the
goal of this study was to explore the involvement
of family caregivers to COVID patients as they
journeyed across the care continuum (i.e., from
acute care, to inpatient rehabilitation, to the
community).

Methods

This paper reports on data pertaining to the role and
involvement of family caregivers, which was col-
lected as part of a study investigating the imple-
mentation and impact of COVID care within a

2 Clinical Rehabilitation 0(0)



single hospital network comprised of an acute care
hospital and a linked inpatient rehabilitation facility
based in Toronto, Canada. We employed a qualita-
tive descriptive approach, which entails a concise
and descriptively rich analysis that remains true to
participants’ own words.12,13 Thus, it produces a
data-near report that is representative of participants’
views, making it meaningful for key stakeholders
and relevant for justifying actionable change.12,13

Recruitment took place between March and
September 2020 and all interviews were conducted
between August 2020 and February 2021. At the
point of interview, all patient and caregiver partici-
pants had been living in the community for at least
3 months after being discharged from the inpatient
rehabilitation COVID zone and were able to reflect
on their experiences across the continuum of care
(i.e., during acute care, inpatient rehabilitation,
community living and at transition points across
these settings). Throughout the recruitment and
during the majority of the interviewing period,
strict visitor policies were in place at the hospital
network where the study was conducted and more
broadly across the province of Ontario. Between
March and May of 2020, patients were not
allowed any outside visitors in the hospital.
Towards the end of May 2020, the provincial
Ministry of Health (MOH) released guidelines
allowing only “essential visitors” for children/
youth, patients who were at the end of life, and
those requiring essential support.14 In December
2020, hospitals were directed by the MOH to
adjust visitor policies according to local outbreaks
where the hospital was located.14 Visitor restrictions
continued to loosen throughout 2021 in alignment
with the province’s “Roadmap to Re-Open.”15

To gain a more holistic and complete understand-
ing of caregiver involvement in COVID care across
the continuum, we sought the perspectives of
patients, caregivers, and healthcare providers
(HCPs). We recruited HCPs working in the hospital
network’s acute or rehabilitation COVID unit by
emailing HCPs on the hospitals’ COVID unit list-
servs. To recruit patients, we obtained their contact
information from the inpatient rehabilitation hospi-
tal’s patient database. We specifically recruited
patients who were discharged from the COVID

zone and had been receiving rehabilitation exclu-
sively for COVID. Patients were eligible to partici-
pate if they were 18 years or older, English
speaking, and cognitively able to provide consent.
We recruited caregivers by asking patients if they
had someone who was supporting them while reco-
vering from COVID. Patients would then provide
their caregivers’ contact information for us to
reach out to them. Caregivers were eligible if they
were a friend or family member supporting a
patient that met the criteria above and were them-
selves over 18, English speaking and cognitively
able to provide informed consent. Caregivers could
participate even if the patient chose note to.

This study was approved by the Research Ethics
Board at Sunnybrook Health Sciences Centre.
Informed consent was obtained prior to data collec-
tion. One trained qualitative researcher (SG) con-
ducted all interviews via telephone or Zoom (see
Table 1 for interview guide overview). Data were
collected until saturation of ideas was reached.
The interviewer and the research team were embed-
ded within the inpatient rehabilitation hospital
setting. Interviews ranged from 30 to 80 min were
audio-recorded and transcribed. All identifying
information was removed from the transcripts,
which were uploaded to NVivo16 for organization
and analysis. Sociodemographic information was
collected from patients and family caregivers as
well as clinical characteristics for patients. We
also collected professional practice information
from HCPs (e.g., profession, years of practice,
practice setting).

We used a codebook thematic analysis approach
guided by several works of Braun and Clarke.17–19

Codebook thematic analysis is characterized by the
deconstruction of data into isolated fragments using
a codebook that delineates the hierarchical relation-
ship between codes. This is then followed by the
reconstruction of data into overarching categories
and themes that describe “what’s going on” in the
data. Two independent researchers (ZS and SG)
engaged in an open-coding process to generate
first impressions that informed an exhaustive code-
book that was systematically applied to all tran-
scripts. The coding process was facilitated by
the use of NVivo 2010 qualitative software.16
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Table 1. Semi-Structured interview questions for stakeholders.

Stakeholder

group Interview questions

Patients • Could you tell me a little bit about your COVID-19 care journey?

• Could you tell me what happened when you arrived at [acute care site]?

• What was it like receiving care at [acute care site] for COVID-19?

• Overall, what went well during your stay at [acute care site] and what could have been

improved?

• Can you tell me a little bit about your experience of preparing to leave [acute care site] to go

rehabilitation?

• How prepared did you feel for the transition to rehabilitation? How did the transition go?

• What was it like receiving care at [rehabilitation facility] for COVID-19?

• Overall, what went well during your stay at [rehabilitation facility] and what could have been

improved?

• How did you feel about getting ready to go home? How did the discharge to home go?

• After returning to home, did you feel like you had the necessary information and resources to

support your continued recovery from COVID-19?

• Once you were home, what were your top concerns and needs?

Caregivers • Could you tell me a little bit about you and your loved one’s COVID-19 care journey?

• Could you tell me what happened when your loved one arrived at [acute care site]?

• What was it like to support your loved one while they were receiving care at [acute care site] for

COVID-19?

• Overall, what went well during your loved one’s stay at [acute care site] and what could have

been improved?

• Can you tell me a little bit about your experience as your loved one was preparing to leave

[acute care site] to go rehabilitation?

• How prepared did you feel for your loved one’s transition to rehabilitation? How did the

transition go?

• What was it like to support your loved one while they were receiving care at [rehabilitation

facility] for COVID-19?

• Overall, what went well during your loved one’s stay at [rehabilitation facility] and what could

have been improved?

• How did you feel about your loved one getting ready to go home? How did the discharge to

home go?

• After your loved one returned to home, did you feel like you had the necessary information and

resources to support their continued recovery from COVID-19?

• Once your loved one was home, what were your top concerns and needs?

HCPs • To start, could you tell me a little about your clinical role and work history?

• What were your thoughts and expectations when you first heard that a portion of [unit] was

going to be converted into a COVID Zone?

• What were your top concerns, questions, and needs when you learned that you would be

working in the COVID zone?

• How do feel your needs/questions/concerns were addressed by managers, administrators and

other senior leaders?

• For managers/administrators/senior leaders: How did you address the needs/questions/

concerns that staff had?

• What has the actual experience of working in the COVID Zone with COVID patients been like?

• What are your thoughts on the extent and quality of care that was delivered to COVID patients?

• Reflecting on your experience with working in the COVID Zone, what do you think the top

successes were?

• Reflecting on your experience with working in the COVID Zone, what do you think the top

areas for improvement were?

4 Clinical Rehabilitation 0(0)



Three additional researchers (CS, RS, and MBW)
participated in the subsequent stages of thematic
analysis, which entailed comparing and contrasting
the coded data, categorizing similar ideas, and then
grouping categories into distinct and saturated
themes (i.e., themes that did not overlap and had
enough data to substantiate them).

Analytic rigor was enhanced by triangulating
between multiple individuals throughout analysis
(thereby enriching the range of perspectives
on codes and themes), using a codebook book
for consistency across analysts, and providing
representative quotes to support researcher inter-
pretations of the data (i.e., enhancing reliability).
We also adhered to the COREQ reporting
guidelines.20

Results

We interviewed 27 participants for this study, which
included 10 patients, 5 caregivers and 12 HCPs.
Patients were all admitted for COVID rehabilitation,
with n= 5 having a primary pulmonary diagnosis,
n= 4 having a primary diagnosis of “medically
complex infection,” and n= 1 having COVID-
related stroke as a primary diagnosis. Healthcare pro-
viders worked in the acute care setting (n= 3)
and inpatient rehabilitation (n= 9). Healthcare provi-
ders were occupational therapists (n= 3), managers
(n= 2), registered nurses (n= 2), medical department
heads (n= 2), collaborative practice leaders (n= 2),
and a pharmacist (n= 1). All HCPs (n= 12) reported
a graduate-level education. Table 2 outlines add-
itional patient and caregiver characteristics.

The COVID pandemic changed the way family
caregivers were involved in and prepared for sup-
porting patient recovery across the continuum of
care. With public health restrictions preventing
family caregivers from visiting their loved ones
during acute care and in-patient rehabilitation,
they were forced to play a more distant role in the
care of their loved ones while they were in these
care settings. The themes below capture the diffi-
culties of family caregivers being physically
excluded from the care journey and their sudden
uptake of a supportive role in the community
setting.

Table 2. Patient and caregiver sociodemographic

characteristics (n= 15).

Characteristic (mean, SD)

Patient

(n= 10)

Caregiver

(n = 5)

Age in years 62.8 (17.9) 60.2 (4.3)

Length of stay in

rehabilitation in days

12.4 (1.8) NA

Characteristic (n, %) Patient

(n= 10)

Caregiver

(n = 5)

Positive COVID status

upon admission

4 (40) NA

Sex

Male 2 (20) 2 (40)

Female 7 (70) 3 (60)

Did not disclose 1 (10) -

Birth country

Canada 3 (30) 3 (60)

China 2 (20) -

Guyana 1 (10) -

Nigeria 1 (10) 1 (20)

Philippines 2 (20) 1 (20)

USA 1 (10) -

Ethnicity

Black 1 (10) 1 (20)

Chinese 2 (20) -

Filipino 2 (20) 1 (20)

Indian 1 (10) -

South Asian 1 (10) -

White 3 (30) 3 (60)

Marital status

Married 2 (20) 5 (100)

Widowed 4 (40) -

Single 2 (20) -

Common law 1 (10) -

Did not disclose 1 (10) -

Education

Some high school 3 (30) -

Completed college 3 (30) 2 (40)

Completed university 3 (30) 3 (60)

Graduate program 1 (10) -

Yearly income (CAD$)

10,000–19,999 2 (20) -

20,000–29,999 2 (20) -

30,000–39,999 2 (20) 1 (20)

40,000–49,999 - 1 (20)

50,000–59,999 - -

60,000–69,999 1 (10) 2 (40)

Did not disclose 3 (30) 1 (20)
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Theme 1: Caregivers were shut out in acute
COVID care: Active COVID infection clearly
impacted the way that patients’ needs were
addressed in acute care. Patients were not able to
be with their families in person due to restricted vis-
itation policies, and at most, they were able to
videoconference or telephone loved ones. In acute
care, caregivers described phone communication
as limited and “Strict. I requested that I communi-
cate with her on Skype, but we will always have the
problem acting on getting her Skype access. I was
only able to do that, maybe, two or three times the
whole time she was there” (CG07). Since care-
givers were limited in their abilities to talk directly
to their loved ones, they relied heavily on commu-
nicating directly with acute care HCPs to obtain
information about their loved one’s status, medica-
tion updates, and general state of health. Many
patients were critically ill, sedated, and unable to
communicate with loved ones, highlighting why
HCPs relayed patient updates by phone:

“So we know what’s going on […] I never felt like I
was being rushed off the phone. And if something,
some numbers or whatever they were using, if
metrics were changing in one way or the other, I
was able to see whether things were moving in a posi-
tive direction or a negative direction. They were quite
forthright with saying that, so I always knew that
stuff” (CG04).

Once in rehabilitation, family caregivers described
a different story regarding involvement in supporting
their loved one’s recovery. For example, the nature
and topics of conversation changed once in rehabilita-
tion. Communication between family caregivers and
HCPs was no longer focused exclusively on patients’
survival and health status and began to evolve
towards conversations about “[the patient’s] positive
mood and recovery” (CG07). Other caregivers high-
lighted how they were more “in on it” (CG03) due
to HCPs better communicating details about the
patient’s care directly to family members. Similarly,
caregivers described communicating with their
loved ones with greater ease when they were in
rehabilitation. To address issues of social isolation,
patients were provided access to technology by the

hospital, thereby facilitating freer communication
with their families. Some patients and caregivers
also described how they were more connected
through “window visits”: “I was able to see
[family] from my window, but unfortunately I
couldn’t open my window or have them come and
see me indoors” (PT05).

Despite communication having become more
feasible and established in rehabilitation, families
were still not able to be fully involved in supporting
their loved one because they were physically not
able to go into the hospital. This made it “difficult
to be engaged from the get go. You want them
also to be partners in the therapy, but that’s
tricky when they’re not there” (HCP06), leading
to an “impaired ability to bring families into the
building to teach them” (HCP03). In other words,
the protocols that inhibited family visitation also
prevented the opportunity for families to practice
and prepare for their new caregiving responsibil-
ities, which impacted discharge procedures.

Theme 2: Patient discharge from inpatient
rehabilitation was turbulent for caregivers: Upon
discharge from the inpatient rehabilitation facility,
caregivers were immediately thrust into a support
role after previously being involved only through
a telephone or computer screen. Although HCPs
and some caregivers described the discharge
process as “smooth” (HCP02, CG07), other care-
givers described feeling unprepared at discharge
since “there were a lot of concerns I didn’t even
think about” (CG03).

With families still being segregated physically
from their loved ones at the point of discharge,
much of the discharge planning with family care-
givers occurred virtually. Discharge meetings
were predominately focused on informing care-
givers of what physical equipment the patient
may have at home. For example, one caregiver
described how “[REHABILITATION] told me
they want her to have a certain bath bench or
stool or certain kinds of bars to help her be able
to get in and out of the tub” (CG04) but there
was less direction from HCPs about what else care-
givers should expect in the community (e.g., how
much caregivers would be responsible for, types
of supportive tasks they would have to undertake).
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The lack of communication and clarity was per-
ceived as frustrating by caregivers who wanted to
provide care out of a desire to “do whatever is in
the [patient’s] best interests” (CG03). Providing
this care, however, was described as difficult
without information perceived as necessary by
caregivers, such as knowing more about how to
support loved ones’ needs (e.g., optimizing recov-
ery, keeping them safe at home). Similarly, care-
givers were unclear about what to expect with
regard to frequency and duration of rehabilitation
in the community, perceiving that their loved
ones “weren’t getting enough physio for what
[patient] needs” (CG03).

Additional challenges that caregivers faced at dis-
charge included fears of contracting COVID, lack of
awareness about community-based supports, and
uncertainty regarding which services would help
most. Further, caregivers expected that their loved
one would be “more self-sufficient” (CG04) follow-
ing in-patient rehabilitation and were unprepared for
the level of dependency that they were confronted
with. Overall, caregiver needs and the support they
received were mismatched at a critical juncture in
patient care and at a time where standard operating
procedures for discharge to the community were
severely disrupted.

Theme 3: Caregivers were unprepared to
support loved ones in the community: Following dis-
charge, the return to home was the first time care-
givers saw their loved one in person since
contracting COVID. Although described as an
“exciting” time (PT05, CG07, CG10), caregivers
faced extensive difficulties when trying to support
home-based recovery for their loved one. The
context created by COVID accentuated this challen-
ging role, most notably by rendering home-based
services largely unavailable because “[community
workers] didn’t want to get COVID, plain and
simple” (HCP10). Caregivers highlighted that
“there is only so much I can do for [PATIENT]
[…] because I also have to care for myself and for
my husband too” (CG04). In the absence of
community-based services, caregivers had to
assume “extended” roles. This was perceived as
shocking for some caregivers, with one stating she
did not realize she would have to take “responsibility

for someone’s toileting, showering, and complete
care” (CG04).

Caregivers highlighted that support services
were disjointed when transitioning from inpatient
rehabilitation to the community. Already struggling
to actually provide the daily personal support
needed by loved ones, caregivers also described a
lack of continuity in information about equipment
needs. One caregiver frustratingly described that
the inpatient rehabilitation facility instructed them
to obtain certain equipment which was subse-
quently replaced by the community-based occupa-
tional therapist that did a home assessment. The
caregiver “resented that they had me get things
that weren’t used…[because] when the occupa-
tional therapist eventually arrived on the scene
four months or so after [patient] went home, [the
occupational therapist] ended up giving her all
new equipment. A new rollator. A new bath chair.
We had all of that already” (CG04). To compound
matters, caregivers were further hindered by a
general lack of practical information about how to
care for someone post-COVID. Another caregiver
highlighted that obtaining psychological support
for their loved one was difficult and “now that
[patient] is home, I think she’d benefit from some
kind of counseling just to help her understand
what she went through […] It wasn’t suggested to
us. I’m not sure how exactly to go about it”
(CG03). Although not a common experience for
all caregivers, some of those in the present study
had prior experiences of supporting their loved
ones, which influenced their capacity to support
patient recovery at home. As stated by CG05, “if
we didn’t have that expertise, that experience of
having family members go through the rehabilita-
tion process, then I don’t know what we would
have done.” However, even with prior experiences
and knowledge of home-based services, these same
caregivers still described difficulties and frustra-
tions supporting their loved one’s recovery after
being excluded from much of the care journey.

Theme 4: Patient discharge to home was heavily
dependent on caregiver availability: Patients
described difficulties in daily activities and house-
hold tasks upon discharge home. For some patients,
the situation was precarious in that they “live alone,
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if I cannot stand on my feet, then I’m really in
trouble. So I really struggled and struggled”
(PT15). One patient explained her apprehension to
leave inpatient rehabilitation without caregiver
support saying “if [my daughter] could not come,
then I dare not come home […] I would’ve stayed
at [REHABILITATION] longer.” Healthcare provi-
ders appeared to corroborate, explaining that they
“weren’t able to send [patients without caregiver
support] home because they wouldn’t get their
homecare services, so we had several people on
the COVID unit stuck [at REHABILITATION].
They were ready to go home, but because they had
COVID, the [HOMECARE ORGANIZATION]
wouldn’t put in their homecare services, so they
would go home without help, so we had to keep
them. That was a whole other level of stress for
the patients, the fear that we would send them
home with no help” (HCP05). Without access to
caregiver support in the community post-discharge,
the inpatient rehabilitation setting was described as
a “placeholder” for patients that had substantial
physical deficits.

Discussion

This qualitative study explored the experiences of
family caregivers, patients, and HCPs with COVID
care and recovery across the continuum of care
during the early phase of the COVID pandemic
(March 2020 – February 2021). Findings underscored
that caregivers were not well-integrated into patient
care planning early on in the recovery process and
that it was not until inpatient rehabilitation that their
involvement increased. Though involvement during
inpatient rehabilitation was enhanced, family care-
givers felt that discharge to home often happened
too quickly and without enough time for them to
prepare. This difficulty was compounded by a lack
of community-based support due to the ongoing
restriction in those normally available to patients
and families. These restrictions and lack of
community-based services rendered caregiver
support a necessity for patient discharge to home.

A notable and unique aspect of caregiving in the
context of the COVID pandemic was the inability

of family caregivers to be physically present
during their family member’s inpatient stay. This
lack of physical presence and integration into
patient care planning has been reported to deprive
caregivers of instructional and learning opportun-
ities that can equip them for the caregiving role.21

This was echoed by caregivers in our study who
felt that patients’ discharge to the community hap-
pened too quickly and that they lacked applied
knowledge about the patient’s specialized needs
to best support their recovery at home. Educating
caregivers throughout the course of a disease and
following hospitalization has been shown to
increase caregivers’ proficiency and self-efficacy
with supportive tasks, management skills, and
independence.22

Caregivers in our study desired information
about their family member’s hospitalization (e.g.,
health status, treatment, and prognosis) and
required information to help them support their
loved one at home (e.g., equipment, community-
based psychosocial supports, information about
physical care tasks required). These findings are
consistent with other COVID caregiving studies
that highlight caregivers want regular, scheduled
communication from HCPs while their family
member is an inpatient (e.g., updates about clinical
progress and recovery) and continuity of support
after discharge (e.g., to ask questions about
patient safety, hygiene, and recovery).8 Families
have also emphasized how they appreciate easily
accessible and frequent communication.8,23 Future
research should elucidate how to provide caregivers
with informational support, especially during
periods of physical separation as the pandemic
evolves.

Virtual care has expanded at an unprecedented
rate during the COVID pandemic. One of the
major applications of virtual and technological
innovations has been connecting patients and fam-
ilies during periods of physical separation.
Maintaining connection between families and
patients and involving families in care plans are
key tenets of family-centered care practices.23

Telehealth and e-communications also have high
utility for involving caregivers in patient care plan-
ning, allowing them to become educated and
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prepared for any forthcoming care responsibilities
as well as facilitating post-discharge follow-up
and support.11,24 However, most virtual care pol-
icies and programs that emerged during the pan-
demic simply encouraged caregivers to “keep in
touch” virtually or by phone and to ask their
family member’s care team to facilitate this.25

Given that HCPs had limited training and experi-
ence with virtual care prior to the pandemic, there
are gaps in their ability to use virtual platforms to
provide family-centered care and effectively
engage caregivers in shared decision-making.26

Future research should explore best practices for
enabling family-centered care using virtual modal-
ities across the care continuum, with a focus on the
resources, staff support, and training required to
optimize its implementation.

Finally, our study clearly showed that caregivers
felt ill-prepared and unsupported in their role in pro-
viding community-based care. While many of these
caregiving challenges are not new, they were certainly
exacerbated due to the COVID pandemic. Quarantine
and other infection prevention regulations created a
unique situation where home care services were
largely unavailable at a time when caregivers
needed them most. To compound a difficult situation,
caregivers’ own broader family support systems were
unavailable to them too.27 The pandemic also created
a situation where early discharge was heightened in
order to free up beds. This resulted in an increased
transference of care from hospital to home, with
family caregivers receiving even more limited train-
ing and resources than is encountered during non-
pandemic circumstances.22 The concerning increase
in caregiver burden among caregivers of COVID
patients should serve as a “red flag.” If societies are
to rely on family care during a crisis like this, then
lack of preparation and resourcing is a sure recipe
for disaster in this new care landscape. Our study
lends support to growing calls for more informative
training for family caregivers of COVID patients to
enhance their capacity for community-based care.22

As mentioned previously, one avenue that has poten-
tially been under-utilized to date for caregiver training
is virtual care.

A notable strength of this study is the inclusion
of patients, caregivers, and HCPs which enabled us

to explore the role and needs of families from mul-
tiple stakeholder perspectives. We were also able to
describe participant experiences across the con-
tinuum of care, which shed light on transition-
specific issues and discharge-related challenges.
Participants in our study were English-speaking
and had mid-to-high socioeconomic status (SES),
limiting findings’ transferability to linguistically
diverse individuals and those from lower SES.
Our study only included individuals that actually
took on the caregiving role and did not capture
the experiences of those who chose not to.
Finally, our study was conducted during the early
stages of the pandemic and thus the perspectives
of stakeholders may change or evolve as policies
and procedures are modified based on emerging
knowledge of COVID, vaccine availability, and
the emergence of new variants.

Clinical messages

• Clinicians must prioritize regular commu-
nication with family caregivers and
ensure availability of ongoing support
after discharge.

• Better training for family caregivers of
COVID patients is needed to enhance
their capacity for community-based care.

• Clinical best practices that enable family-
centered care using virtual modalities
would enhance cross-continuum support
for caregivers.

Acknowledgments
The authors would like to thank our Research Analyst,
Sarah Gould, MA, for conducting the qualitative
interviews.

Data availability statement
The data underlying this article will be shared on reason-
able request to the corresponding author.

Wasilewski et al. 9



Declaration of conflicting interests
The author(s) declared no potential conflicts of interest
with respect to the research, authorship, and/or publica-
tion of this article.

Funding
The author(s) disclosed receipt of the following financial
support for the research, authorship, and/or publication
of this article: The study was supported by the
Sunnybrook Research Institute COVID-19 Research
Initiative and the Sunnybrook Foundation 407 ETR
COVID-19 Research Fund.

ORCID iD
Marina B Wasilewski https://orcid.org/0000-0003-
1198-2292

References
1. Chen N, Zhou M, Dong X, et al. Epidemiological and clin-

ical characteristics of 99 cases of 2019 novel coronavirus
pneumonia in Wuhan, China: a descriptive study. Lancet
2020; 395: 507–513.

2. Rodriguez-Morales AJ, Cardona-Ospina JA, Gutierrez-
Ocampo E, et al. Clinical, laboratory and imaging features
of COVID-19: a systematic review and meta-analysis.
Travel Med Infect Dis 2020; 34: 101623.

3. Naylor MD, Hirschman KB and McCauley K. Meeting the
transitional care needs of older adults with COVID-19. J
Aging Soc Policy 2020; 32: 387–395.

4. Irani E, Niyomyart A and Hickman RL Jr. Family caregivers’
experiences and changes in caregiving tasks during the
COVID-19 pandemic. Clin Nurs Res 2021; 30: 1088–1097.

5. Moss SJ, Krewulak KD, Stelfox HT, et al. Restricted visit-
ation policies in acute care settings during the COVID-19
pandemic: a scoping review. Crit Care 2021; 25: 47.

6. Jaswaney R, Davis A, Cadigan RJ, et al. Hospital policies
during COVID-19: an analysis of visitor restrictions.
J Public Health Manag Pract 2022; 28: E299–E306.

7. Bergmann M and Wagner M. The impact of COVID-19 on
informal caregiving and care receiving across Europe during
the first phase of the pandemic. Front Public Health 2021;
9: 673874.

8. Picardi A, Miniotti M, Leombruni P, et al. A qualitative
study regarding COVID-19 inpatient family caregivers’
need for supportive care. Clin Pract Epidemiol Ment
Health 2021; 17: 161–169.

9. Rahimi T, Dastyar N and Rafati F. Experiences of family
caregivers of patients with COVID-19. BMC Fam Pract
2021; 22: 1–10.

10. Moss SJ, Krewulak KD, Stelfox HT, et al. Perspectives from
designated family caregivers of critically ill adult patients

during the COVID-19 pandemic: a qualitative interview
study. PLoS One 2022; 17: e0275310.

11. Sumikawa Y and Yamamoto-Mitani N. Transitional care
during COVID-19 pandemic in Japan: calls for new strat-
egies to integrate traditional approaches with information
and communication technologies. Biosci Trends 2021; 15:
55–57.

12. Sandelowski M. Whatever happened to qualitative descrip-
tion? Res Nurs Health 2000; 23: 334–340.

13. Sandelowski M. What’s in a name? Qualitative description
revisited. Res Nurs Health 2010; 33: 77–84.

14. Borden Ladner Gervais LLP. Ontario hospital visitor restric-
tions during the COVID-19 pandemic: December 2020
update, 2020.

15. Ontario Health. Toronto Region COVID-19 Hospital
Operations Table Recommended Visitor Restrictions with
Exceptions for Acute, Rehabilitation And Complex
Continuing Care Hospitals, 2021.

16. NVivo qualitative data analysis software. 10th ed. QSR
International Pty Ltd., 2010.

17. Braun V and Clarke V. Using thematic analysis in psych-
ology. Qual Res Psychol 2006; 3: 77–101.

18. Braun V and Clarke V. One size fits all? What counts as
quality practice in (reflexive) thematic analysis? Qual Res
Psychol 2021; 18: 328–352.

19. Braun V and Clarke V. Reflecting on reflexive thematic ana-
lysis. Qual Res Sport Exerc Health 2019; 11: 589–597.

20. Tong A, Sainsbury P and Craig J. Consolidated criteria for
reporting qualitative research (COREQ): a 32-item checklist
for interviews and focus groups. Int J Qual Health Care
2007; 19: 349–357.

21. Camicia ME, Cournan MC and Rye J. COVID-19 and
inpatient rehabilitation nursing care: lessons learned and
implications for the future. Rehabil Nurs 2021; 46: 187–196.

22. Mirzaei A, Raesi R, Saghari S, et al. Evaluation of family
caregiver burden among COVID-19 patients. Open Public
Health J 2020; 13: 808–814.

23. Ashana DC and Cox CE. Providing family-centered inten-
sive care unit care without family presence—human con-
nection in the time of COVID-19. JAMA Netw Open
2021; 4: e2113452.

24. Munshi L, Evans G and Razak F. The case for relaxing
no-visitor policies in hospitals during the ongoing
COVID-19 pandemic. CMAJ 2021; 193: E135–E137.

25. Fiest KM, Krewulak KD, Hiploylee C, et al. An environ-
mental scan of visitation policies in Canadian intensive
care units during the first wave of the COVID-19 pandemic.
Can J Anesth 2021; 68: 1474–1484.

26. Wittenberg E, Goldsmith JV, Chen C, et al. Opportunities to
improve COVID-19 provider communication resources: a
systematic review. Patient Educ Couns 2021: 438–451.
doi:10.1016/j.pec.2020.12.031

27. Dang S, Penney LS, Trivedi R, et al. Caring for caregivers
during COVID-19. J Am Geriatr Soc 2020; 68: 2197–2201.

10 Clinical Rehabilitation 0(0)

https://orcid.org/0000-0003-1198-2292
https://orcid.org/0000-0003-1198-2292
https://orcid.org/0000-0003-1198-2292
https://doi.org/10.1016/j.pec.2020.12.031

	 Introduction
	 Methods
	 Results
	 Discussion
	 Acknowledgments
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


