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ABSTRACT

The COVID-19 pandemic has brought about many challenges and alterations to long-standing procedures within rehabilitation
facilities. These updates of the processes undertaken by staff in such settings have been radical and ongoing. COVID-19 impact
on the healthcare system should never be underestimated nor under appreciated. The impact that this pandemic has had on
rehabilitation care is unique. This has been the catalyst to identifying significant challenges and subsequent changes within
rehabilitation and mental health practices. Social measures that have been implemented in the community have had exaggerated
and magnified effects both on the physical and mental wellbeing of rehabilitation and mental health patients. Over the course of
these adaptations and implementations, impacts on communication, mental health, workload and care efficiencies were identified
and explored. This paper is unique because different disciplines have shared their experiences of the impacts of the COVID-19
pandemic and how they provide rehabilitation. The paper will focus on the communication challenges using masks, not being able
to engage families and carers, restriction of group therapies, social isolation of patients and healthcare workers while adhering to
guidelines set by NSW Health (Sydney, Australia).
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1. INTRODUCTION

COVID-19 is a clinical syndrome caused by the coronavirus
(SARS-CoV-2) and became a pandemic following an out-
break of viral pneumonitis, in 2019. It was first identified in
Wuhan, Hubei, China. Acute respiratory distress syndrome
(ARDS) and death are at the extreme end of the disease,
however the disease manifests with a spectrum of symptoms
ranging from mild upper respiratory tract infection to severe
pneumonitis. It is now known that symptomatic people with
coronavirus disease are the main disseminators, but asymp-
tomatic people should not be underestimated.[1]

All areas of health care have been impacted by COVID-19,
including rehabilitation services. Rehabilitation is required
when a person is experiencing, or is likely to experience,
limitations in their everyday functioning due to ageing or a
health condition.[2] Limitations in functioning can be due to
injury, trauma and chronic diseases or disorders, and include
difficulties in cognition, sight, hearing, communicating, am-
bulation, forming and sustaining relationships and/or keeping
a job.[2] Rehabilitation is about enabling individuals to return
to their daily life activities, engage in fulfilling and meaning-
ful life roles and maximise their wellbeing.[2] When done
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properly, rehabilitation has a person-centred approach that
can be delivered through a specialised rehabilitation program
or integrated into other health programs and services.[2]

The purpose of this discussion paper is to outline the chal-
lenges faced by a multi-disciplinary team of health profes-
sionals and their rehabilitation patients during COVID-19.
The rehabilitation patients are inpatients and outpatients of a
private rehabilitation hospital located in Sydney, Australia.

2. THE HOSPITAL
The “Hospital” is a medium sized sub-acute private health
care facility providing rehabilitation and voluntary mental
health care to the community in North West Sydney, NSW,
Australia. The hospital has been the provider of these ser-
vices for the past 11 years, previously it operated as an acute
care facility, with those services transferred to a newly ac-
quired site. The facility is structured with 92 rehabilitation
and sub-acute medical beds and 19 mental health beds. Lo-
cated on the site are four physiotherapy gymnasiums and a
hydrotherapy pool.

Rehabilitation treatment of patients has an emphasis on con-
tinuity of care and specialises in post-operative orthopaedic,
neurological and surgical rehabilitation. While the service
and care provided for the mental health cohort of patients is
centred on the treatment and recovery of mild mood disor-
ders, anxiety, depression and drug and alcohol rehabilitation.

The impetus for this paper came when the first author, a Reg-
istered nurse and academic, became a rehabilitation patient
in the hospital following a knee replacement. When this
author arrived at the facility it became very obvious that a
new normal had descended. Staff and patients wore masks,
patients could not socialise or eat their meals together in
the combined recreation and dining rooms. The companion-
ship and camaraderie was missing. Visitors were allowed
for only one hour per person per day, however unlike some
other facilities, it could be a different person each day. Mask
wearing was having an impact on the elderly and the hard of
hearing. Not being able to see faces meant that a lot of vital
expressive face information about moods was being missed.

The physiotherapy, exercise physiology and hydrotherapy
spaces allowed only half the number of people allowed prior
to COVID-19 which had implications for staffing.

3. THE SCIENCE OF COVID-19
Coronaviruses are a large family of viruses that have been
around for many years, and they include the common cold
and more recently COVID-19 (also known as SARS-CoV-2).
Humans have built up an immunity to many of the coron-
aviruses, therefore the diseases are often not expressed as

very severe in humans.[3] Coronaviruses have been found
in animals and these viruses can mutate and be passed onto
humans, called zoonotic transfer.[3] When zoonotic transfer
occurs, the disease is severe because humans have no immu-
nity to it, with SARS and MERS as examples.[3] When a
new strain of coronavirus is discovered it is referred to as a
“novel” coronavirus.[3]

SARS-CoV-2 is a single-stranded RNA-enveloped virus. A
key biological characteristic of SARS-CoV-2 is the presence
of spike proteins that allow these viruses to penetrate host
cells and cause infection. Glycosylated S proteins cover the
surface of SARS-CoV-2 and bind to the host cell receptor
facilitating viral cell entry.[4] Viruses are not able to repro-
duce by themselves, therefore coronaviruses use their spikes
to infiltrate living cells and get those cells to replicate the
virus.[4]

4. IMMUNE SYSTEM OF THE ELDERLY
The pathophysiology of the virus and how it affects the hu-
man body is now known. COVID-19 virus directly infects
cells via the ACE2 Receptor.[5] This is expressed in various
organs, including the lung. The disease mechanism in severe
cases is a “cytokine storm.” This describes a cascade process
whereby the virus leads to increased levels of cytokines that
cause direct tissue damage, recruitment of neutrophils to
tissues, and other pro-inflammatory effects. The damage can
lead to acute respiratory distress syndrome (ARDS).[6]

Many of the COVID-19 deaths have occurred in the elderly
with co-morbidities and health problems that might com-
promise their immune system.[7] It became obvious early
in the pandemic that those with pre-existing cardiovascular
disease, hypertension and diabetes incur a disproportionately
worse outcome.[8] As the average age of patients/clients who
utilise the rehabilitation services of the facility is 71.8 years
of age,[9] it would seem timely to outline the age-related
changes to the immune system, and link them to the risk of
COVID-19 infection.

Immuno-senescence is the name given to the natural, grad-
ual deterioration of the immune system associated with age.
Immuno-senescence involves both the host’s ability to re-
spond to infections and the development of long-term im-
mune memory.[10] The age-associated immune deficiency is
a major factor in increased morbidity and mortality among
the elderly. Immuno-senescence is not a random deterio-
ration, rather it repeats an evolutionary pattern with most
affected parameters under genetic control. It has been sug-
gested that immune senescence is unavoidable because of the
continuous, unavoidable exposure to viruses and bacteria.[10]

Age-dependent biological changes contribute to the onset
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of immune-senescence. With age, hematopoietic stem cells
(HSC) diminish in their self-renewal capacity. There is a no-
table decline in the total number of phagocytes in older adults,
with a decrease in their bactericidal activity.[10] The cytotoxi-
city of natural killer (NK) cells is diminished. Cell-mediated
immunity is decreased, making T-lymphocytes unable to
modulate an adaptive immune response. Humoral immunity
declines with a reduction in B-antibody cells. During age-
ing there is a decrease in the antibody function, response to
vaccination and susceptibility to infections.[11]

A significant factor in the development of immune-
senescence is the alterations in T-cell (thymus) development
and function which increases susceptibility to both infectious
and non-infectious diseases. The production of new naive
lymphocytes and the functional competence of memory cells
declines in the elderly leading to an increase in diseases
such as cancer, chronic inflammatory disorders, and auto-
immune disease. As the immune system wanes, infections in
the elderly often present with non-specific signs and symp-
toms, thus providing problems in diagnosis and treatment.
The beneficial effects of inflammation seen in younger peo-
ple becomes detrimental later in life, resulting in changes
in cytokine profile such as increased pro-inflammatory cy-
tokines.[11]

It is noteworthy that lymphopenia, a marker of malnutrition
has been found to be a negative prognostic factor in critically
ill COVID-19 patients[12] with non-survivors of COVID-19
reported to have a significantly lower lymphocyte count than
survivors.[13]

5. NUTRITION TO SUPPORT THE AGING IM-
MUNE SYSTEM DURING COVID-19

Nutritional deficits are common in the elderly and are a con-
tributing factor to weakening of the immune system. The
ageing process is associated with enhanced catabolism and
reduced anabolism,[14] however nutritional support can im-
prove the immune responses in older patients.[15] Therefore,
nutrition is an important consideration in rehabilitation of
patients, and specifically in the elderly. An excellent publi-
cation by Bencivenga et al.[14] has outlined how nutritional
status can impact on the immune system of the elderly during
COVID-19. There is a complex interplay between immunity
and nutrition, with poor nutrition causing an impairment in
cell-mediated immunity, cytokine production and decreased
phagocytic function.[14]

A diet that has the right balance of vitamins and minerals
will help to support the immune system of the elderly. Zinc
enhances both the total number and function of T cells, with
zinc also reported to increase natural killer cell (NK) activ-

ity.[16] Vitamin A has a role in modulating immune processes.
It plays a role in epithelial and mucosal barrier generation,
and contributes to immune cell homeostasis, differentiation
and function.[17] Furthermore, Vitamin E might be consid-
ered to be the most important nutritional component during
COVID-19, because Vitamin E supplementation stimulates
T cell function and confers some protection against upper
respiratory tract infection in the elderly.[18]

Generally, Vitamin D deficiency is highly prevalent in the
elderly worldwide. Vitamin D has been shown to modu-
late innate and adaptive immune system, and supplemen-
tation reduces viral replication and the production of pro-
inflammatory cytokines. Furthermore, Vitamin D has a role
in the differentiation of monocytes into macrophages and
helps with the process of antigen presentation. Vitamin D
is clearly very important for the elderly, and it has been pro-
posed that high doses of vitamin D should be administered
to COVID-19 patients.[19, 20]

Vitamin C has a role in the regulation of B cell and T cell
proliferation and differentiation, and they migrate to the sites
of infection. In addition, Vitamin C promotes antimicrobial
activity and antibody production, however it can be depleted
during infections, especially in patients with the adult respira-
tory distress syndrome (ARDS) associated with COVID-19.
Clinical trials investigating the efficacy of intravenous vita-
min C in COVID-19 patients with ARDS are underway.[21]

The supplementation of probiotics could be beneficial for
the elderly, with evidence that probiotics modulate the im-
mune system.[22] While the mechanisms by which probiotics
exert their effects are partly unknown, it is known that pro-
biotics are involved in modifying gut pH, the production of
antimicrobial compounds and stimulating immunomodula-
tory cells.[23]

6. INFECTION CONTROL

COVID-19 virus is transmitted between people through close
contact and droplets. Airborne transmission may occur dur-
ing aerosol generating procedures and support treatments.[24]

The WHO recommends airborne precautions for these proce-
dures. For all, the most effective preventive measures include:
maintaining physical distance (a minimum of 1 metre) from
other individuals; performing hand hygiene frequently with
an alcohol-based hand rub if available and if the hands are
not visibly dirty, or with soap and water if hands are dirty[25]

Touching the mouth, nose and eyes is to be avoided and
respiratory hygiene/ etiquette is practised by coughing or
sneezing into a bent elbow or tissue, and then immediately
disposing of the tissue; wearing a medical mask, originally
with respiratory symptoms, however now currently recom-
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mended for the general public.[26] The Centre for Disease
and Prevention (CDC)[27] suggest that the removal of masks
should involve untying the strings and the outside corners of
the mask should be handled by the ear loops. The front and
rear of the facemask should not be touched during removal,
and the outside corners of the mask should be put together.
Care should be taken to avoid touching the eyes, mouth and
nose when removing the mask. Hand hygiene should be
performed after disposing of the mask. Routine cleaning and
disinfection of environmental and other frequently touched
surfaces is required.[27] In the clinical setting the environmen-
tal cleaning has implications for staffing and organisational
finances, because labour hours for cleaning high traffic areas
have increased substantially.

7. ORGANISATIONAL ISSUES
During the COVID-19 pandemic, the first challenge is the
restriction of people in the same space, thereby impacting
the delivery of care and service provision. Adhering to social
distancing protocols is the overarching recommendation to
prevent the spread of COVID-19. Staff must ensure such
recommendations and protocols are adhered to for both them-
selves and patient safety. The number of people permissible
on any site premises is determined by the “one person per 4
square metre rule.”[28] Social and physical distancing is now
an essential practice in the prevention of micro-droplet expo-
sure to virus transmission. By ensuring there is 4 square me-
tres of space per person and maintaining a physical distance
of at least 1.5 metres from others where possible, the likeli-
hood of exposure to micro-droplets of others is reduced.[29]

The hospital has strictly maintained the recommended 1.5
metre distance rule during all patient interactions, with the
exception of physical examination on patients.[28] This has
been achieved and is similar to any new practice or policy re-
lease, with education and communication methods. Despite
this, social and physical distancing practices have grossly
disrupted standard routines which have caused not only stress
and anxiety to patients and staff, but fatigue and increased
pressure on care providers in the hospital system.

It will not always be possible, however, for workers and oth-
ers to maintain a 1.5 metre distance apart at all times at the
workplace. For example, workers may have to work closely
with each other or others because of the nature of the task and
some tasks require workers to be in close proximity for the
task to be carried out safely, for example checking scheduled
drugs, and the physical care of patients.

8. MASK WEARING
Many of the challenges at the hospital have emerged as all
health professionals and individuals who interact with pa-

tients are now required to wear a face mask. The need for
masks has presented challenges in communication, includ-
ing the ability of staff and patients to read faces, as well as
the impact of wearing masks for those who are cognitively
impaired and/or hearing impaired. A recent publication by
Green et al.[30] has outlined the difficulties associated with
wearing masks with infants. This work of Green et al.[30]

focusses on the impact on the growth and development of
babies when they are trying to learn to read faces, however
the paper reminds us that humans require visual facial cues
when communicating.

There is a long history in some countries, especially in Asia,
where wearing a mask has become a societal norm to safe-
guard from concerns such as pollution.[31] Mask wearing
has more recently presented certain struggles in the hos-
pital setting with patient and staff communication and the
establishment of trust and rapport building to engage in the
delivery of care. While staff in the hospitals are particularly
diligent and doing their part to slow the spread of coronavirus
through the wearing face coverings, the masks often muffle
voices and can make both verbal and physical communica-
tion challenging. This is particularly difficult for individuals
with hearing and cognitive impairments.[30]

Humans generally rely on visual cues like facial expressions
and lip reading to help understand what is being communi-
cated verbally. The difference between a serious statement
and a joke is often the smile on our faces or the tone of our
voices. The COVID-19 pandemic has made this challenging
since face masks are now recommended in hospital settings
and these masks muffle our voices and hide our faces.[32]

8.1 Implications

Human beings are attuned to reading the facial expressions.
Reading faces is a much-needed skill in our society and
assists people gauge the emotions of others and regulate
their behaviour and interactions. Humans have a coordinated
package of communication cues including facial expressions,
body language, hand gestures, words, pitch, tone, and face
colour such as blushing. The communication cues act to-
gether to convey message and intent.[33] Charles Darwin[34]

elucidated that reading facial expressions conferred an evo-
lutionary advantage by aiding social interaction, reducing
misunderstanding, and helping social groups function effi-
ciently and harmoniously.

When a face mask is worn the eyes become a primary method
of communication. Shakespeare is credited with saying “the
eyes are the windows to your soul.”[33] This infers that by
looking into the eyes, mental states, emotions, desires, and in-
tentions can be determined. The eyes and mouth are the most
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informative regions on the human face because they are the
most expressive. The mouth region can express happiness
with smiles, however for health professionals, concealing
the mouth can be problematic when the staff want to appear
friendly and approachable.[33] Masks make it harder for the
staff to determine emotions in their patients such as pain,
discomfort, dismay and disdain.[34] Masks can make users
feel there is a physical barrier between themselves and the
person they are trying to communicate with.

Approximately 5 percent of the world’s population has dis-
abling hearing loss,[33] and for people with hearing difficul-
ties having the mouth covered is a major barrier. Masks can
muffle speech, making hearing difficult. Those with hearing
difficulties rely on visual cues and reading a person’s lips and
facial expressions.[35] Clear plastic masks could be useful
for those with hearing loss and those who care for them so
they can continue to lip read.

8.2 What is medical exemption
While wearing a face masks remains challenging, at times,
medical exemption for this may be necessary and appropriate.
All exemptions in the healthcare environment should be on
recommendation by a medical practitioner with discussion
of appropriate alternatives and offer clear recommendations
for risk-reducing measures.[36] Inappropriate medical ex-
emptions may inadvertently hasten viral spread and threaten
public health. Medical exemption can be considered in:

(1) A person who is affected by a relevant medical condi-
tion, including problems with their breathing, a serious
condition of the face, a disability or a mental health
condition.

(2) Persons who are deaf or hard of hearing, where the
ability to see the mouth is essential for communication.

9. NURSING CHALLENGES
Nurses are the frontline healthcare professionals who have
multiple roles and functions and are particularly important
during this COVID-19 pandemic. These roles and functions
involve providing education on infection prevention, imple-
menting standard precautions, screening services, detection
of infections signs and providing emotional support to those
isolated because of COVID-19.[37, 38] In addition to provid-
ing safe care, nursing staff have to adapt to rapidly changing
COVID-19 restriction requirements, providing psycholog-
ical support to patients due to visiting restrictions. They
are also required to spend time upskilling their clinical prac-
tice, attending training and attending to roles that were once
undertaken by families and volunteers.

Clinical staffing shortages due to isolation leave and work-
place fatigue, as well as initial insufficient personal protective

equipment in the first COVID-19 wave (facial mask, gloves,
impervious gowns, and eye protection) also contributed to
fear and anxiety among nursing staff. Providing education to
patients and families about infection control and spread and
dealing with their own anxieties, are the primary stressors on
nursing staff.

Continual investment and outlay are necessary to develop
strong strategic recommendations and to integrate new
knowledge, processes, policies and education. During out-
breaks of new infectious diseases such as COVID-19 it is un-
derstandable that nurses will experience uncertainty, anxiety,
and panic as the overall situation changes quickly, particu-
larly when the disease was not yet considered under control.
Supporting those nurses affected by disease, those under iso-
lation, and healthcare staff is essential. Improving production
and procurement of PPE is furthermore critical to ensuring
security and safety and trust in the workplace.

10. REHABILITATION MEDICAL STAFF

The COVID-19 pandemic has been an unexpected shock to
the rehabilitation teams because of interaction of the multidis-
ciplinary team with the patient their family and community
reintegration. The limits COVID-19 has placed on the pa-
tients and the teams have been enormous. Some patients
avoid rehabilitation and instead decide to go home post oper-
atively because of the fear of acquiring COVID-19 during the
hospital stay. This has significantly limited their functional
recovery post-operatively. The fear of acquiring the disease
has made people more anxious and there is an exaggeration
of the manifestations of anxiety and depression interfering
with the outcomes and prolonging their stay. Limits placed
on the visitors have also contributed to anxiety and restless-
ness in inpatients, especially in the non-English speaking
patients. This is because they are unable to communicate
with the other patients or staff, and in a few instances, this
has led to early discharges. Furthermore, this has also mani-
fested as increased perception of pain, insomnia and limited
participation with therapists.

Children are not allowed in the facility, and this has emo-
tionally deprived parents and grandparents of the comfort of
their presence during the inpatient stay. A few patients have
attempted self-harm or suffered an acute psychotic episode
due to the exaggeration of their premorbid psychiatric illness,
and isolation from their families and friends. The COVID-
19 restrictions have been challenging and have exaggerated
these problems.

Interstate patients who have had to have unavoidable pro-
cedures during the pandemic have placed enormous stress
on the patients and their families due to the separation and
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bureaucratic hurdles they face to visit, and for discharge
planning. The willingness of patients taking up the required
services post discharge have also declined due to the fear of
acquiring infections from outsiders coming to provide care.

11. PHYSIOTHERAPY
Respecting the 1.5 metre social distancing recommendation
is not in the patient’s best interests when doing so would
compromise patient safety. Many of the patients are either
presenting with a recent fall, or are at a high risk of a fall,
and as a rehabilitation physiotherapist it is essential to stay
within an arm’s length of these patients when they are doing
certain standing exercises that may challenge their balance.
There are many patients that are dependent on physical as-
sistance or supervision for mobility and transfers and so,
need to be physically touched. In the hospital most sessions
are conducted in the gymnasiums where several people are
exercising side by side. COVID-19 has resulted in a cap on
the number of people that can be in the gymnasium simul-
taneously and requires that patients are carefully scheduled.
However, it can mean that it takes longer to provide physio-
therapist to all of the rehabilitation patients.

12. OCCUPATIONAL THERAPY
The role of occupational therapy is varied in a rehabilita-
tion setting as rehabilitation is a complex process.[39] All
therapies provided however have a common goal: to restore
function and maximize a patient’s independence in their ev-
eryday activities while promoting a good quality of life. The
demographics of patients who are treated in an inpatient re-
habilitation unit are typically over 65 years of age and have
multiple comorbidities, commonly but not limited to respi-
ratory, cardiac, neurological or oncologic.[40] Typically, this
rehabilitation population requires a high level of physical
contact when delivering therapies, for example, transfer prac-
tice, mobility assistance and personal care assessments and
retraining.[40] With the new COVID-19 restrictions a vast ma-
jority of occupational therapy procedures and treatments in a
rehabilitation setting have had to be changed accordingly.

Wearing masks while providing therapy means that commu-
nication with patients has been impacted significantly.[41] A
significant portion of the patients experience hearing impair-
ments. The use of masks not only muffles the voice making
it harder for patients to distinguish what is being said, but
also prevents patients from reading lips or interpreting what
is being said via body language.[42] Furthermore, the social
distancing restrictions hinder therapists from sitting in closer
proximity to patients to assist with verbal communication.
This has not only lengthened the time of consultations (due to
repetition of questions being asked) but has also impacted on

rapport being built with patients. Camaraderie with patients
has been impacted upon as patients get frustrated with not
being able to hear questions properly, as well as struggle to
realise when therapists are laughing with them or even just
sharing a smile.

Cognitive assessments which often include repetition of
verbal sentences and following a set of verbal instruc-
tions/commands have also been impacted upon due to the
communication difficulties. Scores gained by these stan-
dardized and non-standardized cognitive assessments may
therefore not be as accurate or be a correct reflection of
a patient’s cognitive abilities due to these difficulties with
hearing.[43]

Treatments which involve common equipment in a confined
space are not recommended. Therefore, educating and prac-
ticing car transfers to abide by specific orthopaedic precau-
tions (for example, posterior hip replacement precautions) is
no longer conducted. Instead, therapists have had to adapt
and educate their patients individually in the patient’s room,
modelling the procedure with furniture available in the room.
This means patients are not provided with a physical practice
and instead have to translate the procedure taught in their
room to the real-life scenario.

Group therapies such as falls prevention education, upper
limb therapy and breakfast groups have been ceased. Occu-
pational therapists previously provided a “breakfast group”
every Wednesday and Friday. This group enabled therapists
to perform kitchen assessments (that is, assessing a patient’s
functional ability in preparing a meal and drink for them-
selves) while also providing patients with an enjoyable social
environment. Instead, therapists must now provide one on
one assessments with patients, thus increasing the amount
of time therapists require to complete assessments. Ceasing
this breakfast group also prevents a therapist from assessing
a patient’s social interactions, attention and cognition in a
group setting.

Home visits in which an occupational therapist takes patients
back to their residence to assess their safety and function
in their home environment, are no longer completed due to
COVID-19 restrictions. This impacts on patients discharge
destinations as they no longer have the opportunity to demon-
strate to therapists their abilities in their own environments.
Access visits in which a therapist goes out to assess a pa-
tient’s home without the patient being present have also
been restricted due to COVID-19. These visits are now only
allowed to be performed with special exemption from the
hospital general manager. Therefore, therapists have had to
adapt to how they can assess a patient’s home. Therapists
are now having to rely on patient’s families and friends to
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provide photos, verbal explanation and measurements of the
home environments. Difficulties with using these methods
include: family may not be able to visit or provide photos in a
timely manner, measurements of furniture heights, doorway
clearances and so forth may not be accurate, equipment is
often recommended over permanent modifications (for exam-
ple, over toilet aids prescribed in lieu of grab rail instalment)
and equipment cannot be trialled in the home environment
to ensure it is suitable.

There are limitations to the involvement of family members
during the rehabilitation process due to restricted visiting
hours and one visitor per patient. Family and friends play
an important role in a patient’s rehabilitation journey; they
not only provide emotional support but can also assist with
continuation of therapy. Therapists often try to engage fam-
ily members in assisting with delivering therapy to patients
outside of the scheduled therapy times. By doing this, pa-
tients benefit from a continuity of practice on the ward, as
well as involving the family in carer training in anticipation
for the patient’s discharge. For example, in patients recov-
ering from stroke, family and friends are often taught how
to assist with upper limb therapy (for example, applying
functional electrical stimulators, passive range of motion
stretches, increased repetitions of exercises outside of sched-
uled therapy times), cognitive therapy, functional retraining
(for example, toileting, cutting up meals). Due to the lim-
ited visitation of one hour, the ability to engage families in
delivering continued therapy is surpassed by family using
the time to socialize and provide emotional support. Thus,
patients receive a less amount of overall therapy during each
day which subsequently could lead to a lengthened inpatient
admission.

Patients are no longer allowed to leave the hospital premises
(gate leave) unless it is for necessary appointments. Pre
COVID-19, patients were allowed to attend social outings
in the community and go home for a few hours once it was
deemed safe by the treating multidisciplinary team. It is
during these outings that patients could assess how they
managed in their home environment, car transfers and their
mobility and transfers within the community. If difficulties
occurred during this leave period, patients and their fam-
ily/friends were able to inform the therapists and treatments
to overcome these issues could commence (for example,
requiring further equipment recommendations, or further
practice of transfers).

The length of time to complete occupational therapy interven-
tions has increased due to additional COVID-19 precautions
(for example, donning/doffing PPE, no group therapies, ad-
ditional risk assessments and checklists) has increased and

consequently has impacted on the amount of active therapy
time/service delivery in a working day.

Moving forward, occupational therapists delivering services
in an inpatient rehabilitation unit during COVID-19 or other
pandemics in the future, should consider the following rec-
ommendations:

(1) Provide additional time to complete assessments and
interventions. Therapists should try to allocate addi-
tional time in their day to take into account complet-
ing new COVID-19 checklists/risk assessments before
some therapies, donning/doffing of PPE between pa-
tients and extra time for communicating with patients.

(2) For communicating with patients while wearing masks,
therapists should make conscious efforts to speak
slowly, enunciate words and reduce background noise
when conversing with patients, to provide them with
the best opportunity to hear you.[44]

(3) Be aware that cognitive assessments which use rep-
etition and following verbal commands; such as the
Standardized Mini-Mental Status Examination Func-
tional,[45] Montreal Cognitive Assessment[46] and Ad-
denbrooke’s Cognitive Examination,[47] scores may be
affected. These assessments may not be as accurate
in screening and assessing cognition due to mask use
and abiding by social distance procedures. Therapists
should use these assessments in conjunction with func-
tional assessments (for example, kitchen assessments,
medication sorting) to assess cognition.

(4) Provide a worksheet which demonstrates how to take
accurate measurements of furniture, stair dimensions
and door clearances. This worksheet assists family and
friends to know what measurements are required and
how to take photographs of these items at appropriate
angles. This allows therapists to gain knowledge of
the patient’s home environment without performing an
access home visit; assisting in equipment prescription,
falls prevention education and transfer retraining (from
heights of patient’s furniture).

(5) Updating a patient’s next of kin on their current func-
tional status frequently through phone call or email cor-
respondence. This allows the patient’s family and/or
friends to still be involved with the patient’s rehabilita-
tion journey as well as providing them with an oppor-
tunity to highlight any other concerns they may have
for the patient’s discharge plan.

13. HYDROTHERAPY
Reduced capacity in the hydrotherapy pool by approximately
50% has led to the scheduling of extra classes which can be
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problematic for staffing. All staff and patients are wearing
masks in the pool. There are the variations in attitudes to
masks, and those people who are bothered or concerned by
the masks do not tend to interact and converse in the pool. In
the pool the communication difficulties can be heightened in
those who use facial expressions or lip reading to communi-
cate (for example, those with dementia or deafness). Some
people, especially those with shortness of breath, anxiety or
claustrophobia find masks oppressive. It is also acknowl-
edged that having to wear a mask in the hydrotherapy pool
would be a very strange experience.

14. DIETITIAN
From the 25th of March through to 21 April 2020 all elective
surgery in NSW was suspended[28] in an attempt to minimise
PPE use. It was during this time that the hospital saw a
significant shift in patient type from predominately surgical
recovery to more medically unwell, and a much weightier list
of co-morbidities. Although the hospital population dropped
significantly during this time, the number of dietitian referrals
remained constant, yet more complex. This was due to the
presenting health conditions and comorbidities, and meant
that patients had increased nutritional needs, yet tended to
have decreased appetites. The number of special diets or-
dered was significantly increased, increasing the workload
on catering, despite their having a reduced number of staff
reflective of our patient load.

The enforcement of social distancing and wearing of PPE,
specifically masks, had made communication with patients
very difficult. The additional distance of 1.5 m between staff
and patient has led to increased volume of speaking, conse-
quently increasing background noise for all patients and so
reducing the effectiveness of hearing aids and other hearing
devices.

When asking and trying to demonstrate a request for patient
to show their teeth and tongue, open their mouth and so
forth; this is often missed by patients and this part of the as-
sessment has occasionally had to be omitted or significantly
abbreviated.

Future recommendations for dietitians working within
COVID-19 restrictions and the need for PPE may include
the use of face shields rather than masks, so that patients
can still lip-read and have a better understanding of facial
expressions, demonstrations and cues.

15. MENTAL HEALTH ISSUES
The COVID-19 pandemic has an influence on clients with
mental health issues, and mental health services are in-
evitably affected by it. Inpatient therapy is mainly focused

on recovery models, consumer centred care and trauma in-
formed care. The inpatient programme for mental health
consumers is a 21-day programme which provides a combina-
tion of psychotherapy, counselling, medication management
and exercise including hydrotherapy pool and regular con-
sultation with psychiatrists. Nurses in mental health settings
have greater responsibility to adhere to the current COVID
guidelines.

Wearing face masks in all areas, apart from when clients are
in the room by themselves is essential and strongly recom-
mended. Nurses, therefore, need to provide masks to the
inpatients and also need to be remind them that they must be
changed in the recommended time frame. Reminding clients
to wear a face mask is a challenge for nurses as clients may
not be able to understand the requirement due to the nature
of their illness. It has been noted at times that clients are
overly concerned with the wearing of masks, and should
therefore be made aware of their necessity in order to prevent
infection. Nurses’ assessments require an understanding of
clients’ facial expressions and similarly clients should un-
derstand nurses’ facial expressions. The wearing of a mask
can limit facial clues thereby hindering the therapeutic re-
lationship. Clients, when attending inpatient therapy must
also wear masks. However, the wearing of a mask may have
a negative influence on the therapy session as it prevents
communication with facial expressions.

Social distancing in the hospital is recommended. One of the
challenges in maintaining social distance is the smoking area.
There is a tendency for clients to gather and spend more time
in the smoking area. Even though clients are reminded daily
of the smoking policies, enforcing adherence to the policy
is a challenge for nurses. Nicotine replacement therapy is
highly recommended for clients.

Visiting restrictions also play a vital part in recovery as clients
are not able to see their loved ones. Normally clients are
able to understand the importance of visiting restrictions
and leave restrictions. These restrictions have impacted on
their social interactions which result in more anxiety and
depressive moods, thereby requiring medication to manage
their level of stress. It is advised that in order to reduce
loneliness and maintain connection between clients and their
families that they communicate through online chatting or
video calls. Clients are advised to cancel their outside ap-
pointments while they are inpatients, or be advised to use
Zoom R© for their appointments as a way of preventing un-
necessary exposure to the community.

Due to social distancing and the number of people allowed
in the group room and dining room, the therapy is divided
into two groups and meal-times are also set for two sittings.
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Clients are able to understand the reasons for dividing these
sessions. Some reflected upon the small group sessions
providing more interaction. Meal-time may be challeng-
ing for some as they prefer to sit with their preferred peers.
Hydrotherapy provides many positive outcomes for mental
health client’s symptom management. Cancellation of hy-
drotherapy also impacted upon exercise therapy and inpatient
programme structure.

Nursing care requires more counselling support for clients,
especially during weekends, as there are limited group ac-
tivities. Nurses need to encourage practicing cognitive be-
havioural therapy and mindfulness rather than relying on
medications for symptoms management, being secondary
to COIVD restrictions. It is noted that due to COVID re-
strictions and limited exercise opportunities, clients have a
tendency to consume unhealthy diets which also relates to
utilising more medications for their symptom management.
It is evident that when carrying out a weekly weighing in
on Sundays, as part of the metabolic monitoring policy, that
the majority of clients gain weight compared to their initial
weight at the time of assessment. Nurses have the responsi-
bility to address healthy eating education as part of their care
plan.

16. WHO RECOMMENDATIONS
Many people, particularly older adults, with long-term care
needs have been isolated in homes or facilities for many
weeks, leading to reduced social contact and disrupted and
changed routines. Individuals with long-term care needs,
such as people living with dementia, experience changes
in both their physical and cognitive status. Rapid changes
to their routine may also increase their vulnerability to pre-
existing conditions.

Specifically, during extended stay, patients have struggled
with the restrictions to socialize with fellow patients or to re-
ceive visits from their family and friends. Families have also
displayed distress that they are not able to visit and oversee
the care provision and recovery.

Long-term care facilities have recognized the importance of
supporting patients with social contacts and have introduced
innovative solutions, such as technical tools that enable vir-
tual contact with their families and friends.[25] Staff have
facilitated contact with family and friends by phone, the

online instant messaging or written messages if access is
restricted.

One of the first measures adopted in almost all countries has
been restricting visitors to long-term care facilities. While
this measure is relatively easy to implement, it is increasingly
recognized that it has an enormous impact on the well-being
of both patients of long-term care facilities and their families,
and that, particularly where the patient has a cognitive impair-
ment, a lack of understanding of why the visits have stopped
may generate additional distress. Concerns have also been
expressed that many family members provide care in their
regular (sometimes daily) visits, and that not allowing them
to visit at a time when the staff of long-term care facilities
may already be overburdened due to increased complexity of
care and lower staffing ratios may compound staffing prob-
lems.[25]

While the COVID-19 pandemic has brought public attention
to the immediate impacts of the pandemic, and the need to be
prepared for present contingencies and possible future waves,
it has also shown that there are major structural challenges
that need to be addressed to improve the safety and resilience
of patients and staff in the healthcare environment.

17. CONCLUSION

While physical distancing is helping to prevent people from
contracting the coronavirus, it has come with detrimental ef-
fects, including isolation, loneliness, anxiety, problems with
psychological well-being and financial burden. The multi-
disciplinary team have worked tirelessly during the COVID-
19 epidemic to provide a quality rehabilitation experience
for the clients in the facility. While doing so, they recog-
nise it is important for the hospital to balance safeguarding
the health of staff, patients and families with implementing
policies and strategies to decrease conflicts stemming from
disease-related discrimination, stigmatization and isolation.
The family is integral for successful rehabilitation, so it is
important for organizations to establish clear visiting poli-
cies that provide balance between the safety measures that
decrease COVID-19 transmission and the need for people to
maintain their psychological well-being.
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