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Abstract 

Purpose: The immediate impact of coronavirus disease 2019 (COVID‑19) visiting restrictions for family members has 
been well‑documented. However, the longer‑term trajectory, including mechanisms for support, is less well‑known. 
To address this knowledge gap, we aimed to explore the post‑hospital recovery trajectory of family members of 
patients hospitalised with a critical care COVID‑19 admission. We also sought to understand any differences across 
international contexts.

Methods: We undertook semi‑structured interviews with family members of patients who had survived a COVID‑
19 critical care admission. Family members were recruited from Spain and the United Kingdom (UK) and telephone 
interviews were undertaken. Interviews were analysed using a thematic content analysis.

Results: Across the international sites, 19 family members were interviewed. Four themes were identified: changing 
relationships and carer burden; family health and trauma; social support and networks and differences in lived experi‑
ence. We found differences in the social support and networks theme across international contexts, with Spanish 
participants more frequently discussing religion as a form of support.

Conclusions: This international qualitative investigation has demonstrated the challenges which family members of 
patients hospitalised with a critical care COVID‑19 admission experience following hospital discharge. Specific sup‑
port mechanisms which could include peer support networks, should be implemented for family members to ensure 
ongoing needs are met.
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Introduction
The coronavirus disease 2019 (COVID-19) pandemic has 
had a profound impact on critical care services interna-
tionally [1]. Services and clinicians adapted care delivery 
rapidly to optimise clinical outcomes [2, 3]. One modi-
fication implemented to reduce the transmission of the 

virus was family visitation restrictions. Hospital visit-
ing was often completely prohibited or restricted, with a 
move to virtual visiting [4, 5]. These restrictions were in 
direct contrast to pre-pandemic practice, where critical 
care visitation aspired to an ‘open model’, in which fam-
ily members could visit in a family centred manner and 
actively participate in decision making and care delivery 
[6, 7].

This change in practice is known to have negatively 
impacted critical care staff alongside family members of 
patients hospitalised with COVID-19 [8, 9]. For exam-
ple, studies have demonstrated that family members of 
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patients hospitalized with COVID-19 disease, as com-
pared with other causes of acute respiratory distress 
syndrome (ARDS), were at a greater risk of developing 
symptoms of post-traumatic stress disorder (PTSD) at 
90 days following intensive care unit (ICU) discharge 
[10]. Although there is now a body of literature emerging 
around the immediate challenges for family members, 
the longer-term trajectory, including mechanisms for 
support, have been less well-documented.

To address this knowledge gap, we utilised qualitative 
enquiry with data from three European sites, to explore 
the recovery trajectory of family members of patients 
hospitalised with a critical care COVID-19 admission fol-
lowing hospital discharge. We also sought to understand 
any differences across international contexts.

Methods
This study was approved by Liverpool Central Research 
Ethics Committee (17/NM/0199) (UK approval) and 
the Hospital Clínic of Barcelona Medical Research Eth-
ics Committee (HCB/2021/1115) (Spanish approval). All 
participants provided informed consent.

Design and setting
We undertook individual semi structured interviews with 
family members following a hospital discharge, which 
involved a COVID-19 critical care admission. Qualitative 
inquiry was used to address the study aims as we wished 
to develop an in-depth understanding of participant 
experience. A family member was defined as a person 
who was in the role of Next of Kin for a patient admit-
ted to critical care during the COVID-19 pandemic. We 
identified one member of each family unit to participate 
in this study. However, in the United Kingdom (UK) two 
family members of the same patient asked to participate 
in the study on initial approach and both were included 
in this analysis.

Family members of patients admitted with COVID-19 
to three different hospital sites were recruited (two in 
the UK and one in Spain) to understand if family expe-
riences differed across international contexts. Details of 
the international policy related to hospital visitation is 
provided in electronic supplementary material (ESM) 
S1. Interviews were undertaken in the local language 
and translated into English. In the UK, family members 
were recruited via attendance at an ICU recovery service. 
Family members who attended the service, who were 
recruited within an existing study for outcomes following 
COVID-19, were invited to participate in an interview. 
During the follow-up appointment for this existing study, 
family members were asked if they would be interested 
in participating in this qualitative study. If they did wish 
to participate, they were contacted by the research team 

(JM), where more information was given, and a time and 
date set for interview if appropriate.

In Spain, survivors of a COVID-19 critical care admis-
sion were contacted by phone and asked about permis-
sion to contact their family members. Information and 
informed consent were sent and obtained via email. We 
recruited family members of patients between 18 and 32 
months following hospital discharge.

We utilised a purposive sampling approach to recruit-
ment across each site to capture a sample which could 
answer the research objectives. We considered the char-
acteristics of the participants and sought diversity in age, 
gender and relationship when recruiting family members.

Owing to the large geographical recruitment area of 
family members, telephone interviews were selected as 
the optimal method of data collection. Telephone inter-
views have been successfully used to collect ICU family 
experience data previously [11, 12]. A semi-structured 
topic guide was developed a priori and was informed by 
the literature in the field and iterative discussions with 
the research team (ESM S2); questions were open ended, 
and participants were encouraged to explore issues they 
considered relevant. Although the focus of these inter-
views and this analysis was on post-hospital outcomes, 
to fully understand the journey, the topic guide also 
included the following themes: ICU admission, ICU stay 
and in-hospital recovery. Throughout the interviews 
additional prompts were included; these prompts spe-
cifically delineated the experience of relatives in the post-
hospital discharge period. Data were audio-recorded and 
transcribed verbatim.

Demographic data were self-reported and included 
sex, age, and relationship with the patient. Patient demo-
graphic data were collected from local information 
systems. Approval for this linked data collection was 
obtained within the ethics approval.

We obtained the socio-economic status of all patients 
included in this study. In Spain this was obtained using 
the Socio-Economic Index (IST). The IST is a syn-
thetic index tool for small geographical areas in Spain. 
It summarizes in a single value, various socio-economic 
characteristics of the population. The index includes 
information on the employment situation, educational 
level, immigration and income of all the people who 

Take‑home message 

This international qualitative investigation has demonstrated the 
challenges which family members of patients hospitalised with a 
critical care COVID‑19 admission experience following hospital dis‑
charge. Support mechanisms such as peer support networks should 
be considered for family members to ensure ongoing needs are 
met.
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reside in each territorial unit. This tool presents each area 
on a scale of 1 to 10; 10 represents the highest levels of 
deprivation and 1 the lowest [13].

As both of the UK sites were in Scotland, socio-eco-
nomic status was evaluated via the Scottish Index of Mul-
tiple Deprivation (SIMD). The SIMD is a ranking index 
based on postcode of residence, which identifies neigh-
bourhood socio-economic deprivation. Similar to the 
IST, each area of residence presents relative deprivation 
as a decile, with 1 representing areas of greater socio-
economic deprivation [14].

Recruitment of new participants continued until data 
saturation was reached, that is, no new themes emerged 
from the interviews. Following regular discussion with 
the research team (KP, PC, JM) saturation was deemed to 
be achieved at the 19th interview. NKB, an experienced 
qualitative researcher, who was not directly involved in 
data collection for this study, also participated in these 
meetings to provide guidance in relation to data satura-
tion and data analysis.

Interviews were arranged and conducted by experi-
enced qualitative researchers at each site, who were also 
ICU clinicians (JM and CC). During the data collec-
tion phase, those undertaking interviews met regularly 
with other members of the research team and reflected 
on emergent themes. This step aimed to guard against 
unconscious bias and prevent narrowing the scope of 
the interviews artificially (before data saturation was 
obtained).

Data analysis
The study design used a thematic content analysis 
approach based on Miles and Huberman’s framework 
[15]. Five key steps were included in the data analysis 
process. First, the primary analysis team (JM and KP) 
undertook preliminary sweeps of the data to familiar-
ize themselves with the content and develop initial cod-
ing. No pre-set or a priori codes were utilised.  Second, 
a coding framework was created to describe and inter-
rogate the recovery trajectory from the family members 
perspective. At this stage, any differences in the data 
generated were examined, for example, international dif-
ferences. Third, the initial coding was grouped under key 
themes and iteratively checked across each transcript. 
Fourth, two researchers (JM and KP) defined and classi-
fied the key themes presented within this analysis. Finally, 
the primary analysis team reviewed the conceptual model 
and created and extracted quotations to support the the-
matic analysis, which included discussion with the wider 
analytical team (PC, NKB, KP and JM). An audit trail was 
maintained to demonstrate and delineate decision mak-
ing. Data analysis took place between December 2022 
and March 2023.

The Consolidated Reporting of Qualitative Research 
(COREQ) checklist was used to report findings (ESM S3) 
[16].

Results
Across the three international sites, 21 family members 
were invited to participate in this study. Two people 
declined and 19 family members agreed to participation 
in this qualitative study. All interviews were undertaken 
in the participants home, via telephone and each inter-
view lasted between 20 and 90 min. Of those interviewed, 
83% of participants were spouses or partners. The char-
acteristics of family members involved are presented in 
Table 1 alongside acute illness characteristics of their rel-
atives’ ICU admission.

The primary aim of this analysis was to explore the 
long-term recovery trajectory of family members of 
patients hospitalised with a critical care COVID-19 
admission. We also sought to understand any differences 
in experiences across international contexts. In relation 
to these aims, we derived four themes: changing relation-
ships and carer burden; family health and trauma; social 
support and networks and differences in lived experience. 
Following a robust examination of the two international 
contexts, we found differences in the ‘social support 
and networks’ theme. The three remaining themes were 
similar across the two contexts. Delineation of these dif-
ferences, alongside a detailed explanation of each theme 
are presented below. A selection of representative quotes 
across international sites are presented in Table 2. 

Changing relationships and carer burden
Participants discussed how unresolved care needs fol-
lowing hospital discharge caused significant new carer 
burden. Various forms of ongoing physical and cogni-
tive disability following COVID-19-related critical illness 
resulted in family members adopting an informal car-
egiver role. One participant from Spain described ongo-
ing care needs:

‘This affected his mobility, which left him with every-
thing from the waist to the foot as if he were insensi-
tive, affecting his nerves. It has been a long two years 
and 100% has not been solved.’

This new carer burden described by participants was 
often exacerbated by a lack of medical and psychosocial 
follow-up available following hospital discharge. Partici-
pants described how basic support would have alleviated 
some of the challenges encountered during the initial dis-
charge period:

‘I think it would have been helpful if someone, at 
the very least, taught us how to manage some-
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one else’s frustration when they’re unwell, can’t 
do the things they could do before, or are physi-
cally impaired... I think that aspect we would have 
appreciated it.’

Ongoing social isolation also caused challenges for 
family members. Previous social networks which would 
have been relied upon to support many aspects of 
recovery and adaptation, could not be relied upon due 
to ongoing social distancing measures. This caused fur-
ther burden for the participants and in some instances, 
distress:

‘It was hard when I was on my own. There was one 
day I came screaming into the kitchen, screaming 
into myself… I had to cut his food up. I had to dry 
him. I had to bathe him. I had to shower him. I had 
to clothe him… I ran into the kitchen and started 
silently screaming…there were tears running down 
my face.’

Unclear infection control information also caused 
distress and changes in how families interacted with 
their loved one following hospital discharge. For exam-
ple, one participant described their fear of showing 
affection with their loved one (and vice versa) due to 

ongoing worry around infection control and the impact 
that this had on their relationship:

‘But nothing was like you kept seeing it portrayed on 
TV. Somebody coming out of the COVID wards and 
somebody coming and giving them a hug. You know 
the family were so delighted. That just didn’t happen 
with us. Because I was told I wasn’t to go near him 
for two weeks… When he was coming off the ambu-
lance, he said are we allowed to hug? Well they have 
told us that we have not to. You know, that we have 
not to go near one another. So this, I said, this seems 
very awkward and unnatural. You know? But it was 
what we had been told to do. It just didn’t seem, It 
wasn’t the way that you were seeing everything on 
the TV.’

Family health and trauma
Across international contexts, participants described 
the impact that the critical care COVID-19 admission 
of their family member had on their own health and the 
trauma and emotional challenges that this had brought. 
This impact on both physical and mental health was 
often compounded by the fact that many family members 
themselves had COVID-19 and were required to act as a 

Table 1 Demographics of interview participants (families), alongside clinical characteristics of patients

Demographic feature N = 19

Country, n (%)

 UK 11 (58)

 Spain 8 (42)

Patient relationship to family member, n (%)

 Partner 15 (79)

 Child 3 (16)

 Sibling 1 (5)

Sex of family member (study participant), n (%)

 Male 4 (21)

 Female 15 (79)

Median age of family member, years (IQR) 57 (51–62)

ICU length of stay, median days (IQR, range) 19 (10.5–35.8, 8–50)

Hospital length of stay, median (IQR, range) 38.5 (19.5–47.5, 10–85)

APACHE II score, median (IQR, range) 14 (12–16.8, 4–25)

Invasive mechanical ventilation, n (%) 16 (88.9%)

Time from hospital discharge to interview, median months (IQR, range) 20 (19–31, 18–32)

Socio‑economic status of patient, n (%)

 Scottish Index of Multiple deprivation (UK patients only)

  SIMD 1–5 (Most Deprived) 6 (55%)

  SIMD 6–10 (Least Deprived) 5 (45%)

 Territorial socio‑economic status, n (%)

  IST 1–5 (Least deprived) 3 (37.5%)

  IST 6–10 (Most deprived) 5 (62.5%)
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primary caregiver while still recovering from their own 
acute illness:

‘I have lots of mobility issues, bending down is just 
impossible. I feel dizzy. I have fairly limited balance. 
So there are several issues, also recovering from 
COVID myself… It’s very difficult for me.’

Ongoing trauma was also present for some participants 
interviewed due to guilt, as they had exposed their family 
members to COVID-19. As well as the ongoing physical 
health problems, this also caused emotional distress for 
some:

‘I had COVID in the very beginning… I then obvi-
ously gave it to [my spouse]… I keep saying, God 
forbid if something had happened to him, I would I 
have blamed myself ’

A number of participants described mental health 
problems, which for many, were ongoing at the time of 

interview. These mental health issues were often related 
to the acute stress encountered during the hospitalisation 
process and the long-term consequences of critical ill-
ness for their loved one:

‘Psychologically it was very hard, very hard. And 
then there, well, I fell into depression a little bit, 
right? After the stress… felt sadder, lower.’

Social support and faith
Across the interviews participants described the impor-
tance of social support following the discharge of their 
family member from the hospital setting. This support 
included other friends and families, alongside neigh-
bours and colleagues. This often crucial support, was 
multi-faceted and included emotional support as well as 
more practical assistance. For example, one participant 
described how their neighbour had dropped off shopping 
to their family home:

Table 2 Illustrative quotes related to the key themes identified

Theme Illustrative quotes

Changing relationships and carer burden ‘It was a shock when I [saw] him. A total shock. Because… he hadn’t been shaved in the neck and just, it 
made him look older. His hair was longer, he had lost about three stone. He just looked petrified. He has 
the Zimmer frame.’

‘At that time, the kitchen is downstairs, we sat a lot in the living room, but *** was in pain for an awful long 
time when we first got back. Because basically, she was really weak and managing the stairs was a huge 
problem.’

‘I mean he will never be that 100% guy again and he knows that. I think he knows that now. I think some‑
times he gets angry with himself because he can’t be that same guy again. He is suffering just now. He has 
been in pain for the last few weeks.’

‘….had like memory issues. That was kind of hard to cope with, because he didn’t think he had memory 
issues…’

‘He came by ambulance when he was discharged, with practically no mobility, he was with two nurses. We 
bought what we were told. First a support of those who go with four legs, material to shower … And it 
was a permanent struggle day by day.’

Family health and trauma ‘I had, for example, to limit calls because I couldn’t be talking every moment. I talked to my daughter and 
told her "you answer the calls because I can’t because I can’t start crying because I will sink completely.” 
And it cost her too.’

‘When you leave the hospital maybe there should be a little more psychological help, not for the patient 
exactly, but for family life, how to face that period that…because for them it is distressing to know that 
they have been but have not been and many things have happened.’

‘I had COVID as well and was quite ill at the time as well. While *** was in hospital, I think I was in the testing 
centre three times to get my oxygen levels checked. Thankfully, I didn’t need to go into hospital. So, the 
situation was, it was horrific. It’s the worst situation that I have ever been in.’

Social support and networks ‘I was very isolated here. It was very dark here. I was low with a lot of thoughts that I couldn’t express, 
because I didn’t want to upset other people. It was really something that you don’t want to go through.’

‘We were getting support from friends and family who were able to bring some shopping to the door. Obvi‑
ously a lot of people were phoning and asking how *** was. So yeah, that was it. There was no support 
outwith the immediate family.’

‘I didn’t feel we had support with *** got out to be perfectly honest. I was on my own. Still folk couldn’t 
come to the house. We couldn’t see anybody. We were still in lockdown.’

‘I’m a big believer, I say what my God did to us was the miracle.’
‘Just to have faith in the hospital.’

Differences in lived experience ‘I mean as he said, he doesn’t remember as being as ill. Do you know what I mean? Whereas I remember 
every bit of it. He doesn’t remember a lot. He dreams, he remember the dreams.’

‘“His recollection of everything is that it is alike having a thousand dreams. You don’t know which one is true. 
He said that is just the way that it felt to me.’

‘So I was just piecing together, how it happened and I told him what happened, piecing it all together for 
him… He said he is the lucky one because he doesn’t remember.’



1208

‘… We were literally on our own, because… we were 
still in lockdown. So there was nobody who could 
come to the house. My next door neighbour was 
dropping in shopping for me, and they were leav-
ing it at the back door for me… Other than that, 
we didn’t have any help, you know because we were 
totally on our own.”

However, some participants also described the absence 
of social support following hospital discharge. This was 
worsened by ongoing ‘lockdown’ measures which were 
still in place internationally, as patients were being dis-
charged from the hospital. These laws meant that the 
support available to survivors was limited to those in 
their household. This had a profound impact on the par-
ticipants in this study:

‘The situation was stressful. I had to become a dad, 
mum, worker, friend and everything, because I don’t 
have family here. At that time my daughter was 8 
years old. I have my son the oldest, who was a little 
older than her. I had to be home, work, attending the 
hospital…everything. It was stressful.’

Participants also described the importance of faith 
during  both the hospital encounter as well as during 
the immediate hospital discharge period. Analysis dem-
onstrated that this concept differed across international 
contexts. Within the Spanish context, faith-based reli-
gion and spirituality was a crucial source of support for 
many of the participants interviewed. For example, one 
participant described the importance of faith during the 
experience:

‘…have full confidence in the one above, today we 
are, tomorrow we are not. It’s that clear. Faith moves 
mountains. I was convinced he was coming back and 
he came back.’

Across the UK interviews, participants described faith 
in the context of the National Health Service (NHS). Par-
ticipants discussed the faith that they had in the NHS, 
and the staff who worked in this system, to take care of 
their family member. For many this was an important 
source of support and reassurance:

‘Believe in the NHS. Just keep believing.’

Differences in lived experience
Perceived differences in lived experiences were impor-
tant to the family members interviewed. Participants 
highlighted that it was difficult to disengage from wide-
spread media coverage of the pandemic, which often 
included stark attention to the critical care environment. 
This included watching news coverage of patients being 
discharged home from hospital. Media coverage included 

celebratory moments of COVID-19 survivors leaving 
hospital; however, participants in this study described a 
different reality. For example, one participant described 
picking her husband up from hospital and the mixed 
emotions this brought:

‘ It was a shock, a total shock. Because… he hadn’t 
been shaved in the neck and just, it made him look 
older. His hair was longer, he had lost about three 
stone. He just looked petrified. He had the Zimmer 
frame. When I got into the car, he’s not an emotional 
person, he’s not an affectionate person. So when he 
got into the car, I just broke my heart. I was just sob-
bing and sobbing and sobbing.’

Another participant described the reality of her hus-
band being dropped off by ambulance, a stark difference 
in the experiences often portrayed in the media:

‘…It must have taken him about half an hour to get 
him from the ambulance up the stairs. I had to put 
a chair in the hall as soon as he came in. I had to sit 
him there and he said, he will need to sit there for 
a good half an hour before he can move, because he 
won’t be able to move anywhere, because he was so 
done in. It was as simple as.’

There was also a perceived difference in how family 
members and survivors understood the hospitalisation. 
Survivors could not remember details of the hospitali-
sation experience. This caused ongoing issues as family 
members could not support patients who may have been 
dealing with problems related to the hospitalisation (i.e., 
flashbacks, distressing memories as well as ongoing 
physiological needs). This difference in lived experience 
led to emotional upset for both family members and sur-
vivors. One family member from Spain described their 
experience:

‘When my husband came home we had to explain 
everything, how it had been, what had happened 
during the whole period he was in the ICU… He 
entered the ICU and then remembers nothing else. 
There were some brushstrokes left, it seems to me, 
from when he began to wake up. Then we had to 
explain everything to him patiently, repeat it. And 
that was to relive everything and we cried and cried.”

Discussion
This multi-centre, international qualitative investigation 
sought to understand the trajectory of family members 
of patients hospitalised with a critical care COVID-
19 admission. It has demonstrated this group of fam-
ily members experienced similar problems to those of 
family members of patients hospitalised in critical care 
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without COVID-19, such as increased or new carer bur-
den and mental health issues [17, 18]. However, there 
also appeared to be unique problems in this specific 
cohort such as profound social isolation and gaps in tacet 
knowledge about the hospitalisation due to visitation 
restrictions (Fig.  1). Interestingly coping strategies dif-
fered internationally in relation to spirituality and faith.

Previously published evidence has shown that family 
members of COVID-19 survivors have elevated levels 
of symptomology such as PTSD in the 90 days follow-
ing discharge in comparison with those not related to a 
COVID-19 admission [10]. This present international 
study extends these findings by showing a range of chal-
lenging problems which differ in nature to those previ-
ously described. These findings have implications for 
how we offer advice, support and interventions in future 
research. Previous interventional research for family 
members following discharge from critical illness has 
focussed on supporting issues, such as mental health and 
carer burden—which were considerable in this cohort 
too [19]. Interventions such as lay summaries and peer 
support groups may be beneficial for the specific issues 
raised by family members such as social isolation and 
a lack of understanding about the in-hospital journey 
[18–20]. Evidence has shown that it is feasible to deliver 
interventions such as lay summaries to delineate the hos-
pital journey and critical illness narrative. Moreover, the 
digital transformation of peer support has been widely 

adopted internationally [20–22]. Future research should 
consider how these complex interventions could be inte-
grated into ongoing care and tested robustly.

Although this study examined the post-hospital jour-
ney of family members of COVID-19 survivors, there 
is clear learning for the broader, non-COVID-19 fam-
ily cohort. It is crucial that any intervention designed to 
support outcomes following critical illness also consid-
ers the wider social context and the entire family unit. 
Moreover, the consideration of the international context 
and resources available are important in determining the 
range and scope of care that can be delivered. There is 
limited work examining post-ICU care and outcomes in 
Low- and Middle-Income Countries (LMIC) [23]; future 
research should examine this variation and how long-
term outcomes can be supported across international 
contexts.

This study suggests the nature of faith which provided 
reassurance and support during both the acute encoun-
ter and the initial post-hospital recovery period, differed 
internationally. Spanish family members commonly 
described the importance of ‘traditional’ religious spir-
ituality as a support mechanism, whereas UK partici-
pants more frequently described faith in the NHS and the 
people who provided care. This difference likely reflects 
geopolitical variation in faith and religiosity across dif-
ferent international contexts [24]. However, it highlights 
that this spirituality and the wider positive benefits which 

Potential
protective
strategies

Peer support

Critical illness narrative
mapping

Psychosocial family
support

COVID-19 specific challenges during recovery

Ongoing patient follow-upSocial networksFaith

COVID related family
health problems

Disconnect in experienceSocial distancing
restrictions

Supportive features of recovery

Family outcomes following
hospital discharge

Fig. 1 Conceptual figure describing the challenges family members faced during recovery, alongside supportive features of recovery and potential 
protective strategies
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it might provide (i.e., a reduction in stress facilitated by 
hope), are important across the critical illness recovery 
continuum for patients and family members. Previous 
research has shown that spirituality and faith can play a 
significant role in the recovery process following critical 
illness [25] and both social determinants of health and 
spirituality have been identified as high priority areas for 
research in critical illness survivors [26]. Future research, 
therefore, should focus on any potential unmet needs in 
relation to spirituality and examine any relationships that 
spirituality and faith may have with outcomes.

This work has several strengths. It utilised an interna-
tional cohort of participants to understand the long-term 
trajectory of family members. Moreover, it utilised a 
robust approach to analysis, utilising established method-
ology. There are also limitations to these data. Although 
we took steps to include a diverse sample, our sample 
might not be representative of all family members and 
thus other experiences could have been missed. We also 
have limited data available on other contextual differ-
ences which might have impacted recovery, for example, 
the financial situation of families. Moreover, although we 
included data on the socio-economic status of patients, 
this might not  reflect the situation of family members. 
Finally,  it is important to recognise that other factors 
are likely to have contributed to the outcomes described 
within the present study, and that these data are not rep-
resentative of all international settings.

Conclusion
This novel international qualitative investigation has 
demonstrated the challenges which family members 
of patients hospitalised with a critical care COVID-19 
admission experience in the longer term. Our findings 
suggest that interventions such as peer support and hos-
pital journey tools including lay summaries might be par-
ticularly effective for this cohort and should be examined 
in future research.
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