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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). | Jamieson, K.**, Pham, A%, Byers, K.*", Tesfaye, R.?, Naik, H.?,
Healthcare services for LC are increasingly delivered via telehealth or a virtual model of care. Our study describes the differences in experiences that People Drohomyrecky, P. C.%, McLean, K.?, Bellina-Gustafson, T.*, McClelland,
with Long COVID (PwLC) have in accessing virtual healthcare across Canada. To identify disparities and barriers faced by equity-deserving groups, we | K., Dobbin, L.%, Berson, A.%, Mansour, M.%, & Smith, J3’.

launched a Canadian online survey of PWLC (n=621) and focus groups/interviews with PWLC (n=48). Objectives: (1) Apply an intersectional framework to

'Patient, *Caregiver, *Simon Fraser University, Faculty of Health Sciences, *University of British Columbia, School of

identify enablers and barriers to the access and quality of Long COVID virtual care. (2) Provide recommendations for strengthening Long COVID virtual care. ) Poputation and Public Health, *Post-COVID-19 Interdisciplinary Clinical Care Network (PHSA) Vin University, Vietnam
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