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By the Numbers: Survey Results from PwLC

I have both M.E. and Long Covid and housebound 98% of the time. If I
wasn’t able to have virtual appointments, I would often not be able to
go because I can’t drive. My husband would have to take time off work
to bring me. We only have one salary coming in because I am
housebound. The times that I do have to go to in person appointments
I am bedbound for a week to 10 days after. - PwLC in QC

Methods: 
Patient advisory committee (n=7)
National survey of 56 questions

5 languages, 621 respondents 
Recruitment: LC support groups, clinics,
social media, physical posters at
libraries/community centres
Analysis via Python 3.11, NVivo14, Miro 

Focus groups (n=9) and interviews (n=4)
PwLC from equity-deserving
populations (n=48)
Supported by graphic recorder artist
and cultural safety advisor 
Reflexive thematic analysis, NVivo14

Survey demographic data: Respondents
(n=621) ranged from 16-87 years of age:

Most had LC for over 3 years 
Most self-identified as White (80%) or
women (73%)
13% self-identified as a visible minority 
25% self-identified as 2SLGBTQIA+

This Triangle of Accessibility visualizes
the interconnections among the most-
commonly reported benefits of virtual
care accessibility. Travel, i.e., public
transit, could pose an infection risk, as
well as induce PEM due to the energy
output required.
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Fig. 2 Reasons Why PwLC Want to Access Virtual Services

Improving Virtual Care Access for People with
Long COVID (PwLC): an Intersectional Lens 
Background: Long COVID (LC) has been experienced by over 1 in 9 Canadians (StatsCan, 2023), and over 400 million worldwide (Al-aly et al., 2024).
Healthcare services for LC are increasingly delivered via telehealth or a virtual model of care. Our study describes the differences in experiences that People
with Long COVID (PwLC) have in accessing virtual healthcare across Canada. To identify disparities and barriers faced by equity-deserving groups, we
launched a Canadian online survey of PwLC (n=621) and focus groups/interviews with PwLC  (n=48). Objectives: (1) Apply an intersectional framework to
identify enablers and barriers to the access and quality of Long COVID virtual care. (2) Provide recommendations for strengthening Long COVID virtual care.

Scan to read our Research Brief
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Conclusion: Preliminary findings from our survey find that virtual healthcare
for Long COVID is “invaluable” to patients, and existing services should be
improved rather than have access reduced. Virtual care is not perfect, but is
accessible for PwLC in reducing travel, PEM, and infection risk. Virtual care
was reported as helpful for racialized or 2SLGBTQIA+ or PwLC living in rural
areas. More specialized services and clinics are needed for this growing
patient population, but this expansion requires further clinician education on
LC-associated conditions for informed, effective, and safe care. We
recommend intentional investments into clinical services, PCP education,
and public awareness.

Patient-Identified Strategies to Improve Equitable Access

Increasing public & healthcare-system awareness of Long COVID
Increasing PCP education of Long COVID-associated conditions
Improving availability of & sustainability for both in-person and virtual
Long COVID clinics/services 
Improving digital accessibility within Long COVID clinics 
Standardized offerings of hybrid & flexible care models across Canada
Financial support to access allied health services (i.e., virtual physio)

Results: PwLC discussed that a lack of education among Primary Care Providers (PCPs)
about LC was a “gatekeeping” barrier to receiving a diagnosis, referrals, or accessing a
LC clinic (Fig.1). In some cases, this also led to inappropriate care advice or invalidation
of symptoms. Marginalized PwLC reported layers of stigma, psychologization, and
discrimination (i.e., ableism, sexism, transphobia, racism, fatphobia). PwLC shared
reliance on informal care pathways & online peer supports in the absence of formal care. 

Virtual healthcare was described as the only option possible for
someone house- or bed-bound, with common attributes of
“lifesaving”, “critical”, “essential”. Across intersectional identities,
virtual services were valued to help PwLC avoid Post-Exertional
Malaise (PEM) by reducing travel and energy required for in-
person appointments (Fig.2)--as well as avoiding possible
(re)infection. We learned PwLC living in rural/remote areas or are
racialized or women or self-identified as 2SLGBTQIA+ reported
higher demand for virtual care.

Existing LC services have mixed reviews, dependent on provider
awareness at the clinic(s), accessibility of services, or usefulness
of information. Not all clinics provide pediatric care, access to
medications or evidence-based interventions. Quality of, and
access to care varied by province/territory, especially in regions
where it is “nonexistent”. Nation-wide LC clinic closures are
further reducing access to resources for an already under-
supported population of patients. 

PwLC valued the efficiency and effectiveness of virtual access to LC
specialists and group care, which also reduced wait-times and ER/UPCC
trips. Almost half of respondents have accessed virtual Group Medical Visits,
with 37% preferring both individual and group-based care. Group visits were
useful for a “sense of community”, and learning from peers. PwLC suggested
supporting more 1:1 appointments in addition to group care due to
complex medical needs.

¹Patient, ²Caregiver, ³Simon Fraser University, Faculty of Health Sciences, ⁴University of British Columbia, School of
Population and Public Health, ⁵Post-COVID-19 Interdisciplinary Clinical Care Network (PHSA) ⁶Vin University, Vietnam
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